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ULTRASONIC  ENERGY  IS  NOW  DAILY  EMPLOYED  BY  10,000  PHYSICIANS  in 
office, clinic,  private  and  government  hospitals.  Hundreds  of  thousands  of  patients  have 
been  treated  by  this  newer  method.  In  addition,  many  medical  schools  are  now  teaching 
ultrasonics. 

Hundreds  of  papers  have  been  presented  and  published  in  Medical  journals  on  ultrasonics. 
They  range  from  the  empirical  to  carefuly  recorded  clinical  work  with  controls  . . . labora- 
tory and  animal  studies  to  Biophysics. 

Ultrasonic  energy  has  been  reported  upon  extensively  by  eminent  specialists,  but  far  more 
abundantly  by  busy  General  Practitioners.  These  reports  cover  such  common  disorders, 
both  acute  and  chronic,  as:  Bursitis,  Osteo  and  Hypei’trophic  Arthritis,  non-healing  Vari- 
cose Ulcers,  Scar  Tissue,  Asthma,  Herpes  Zoster,  Low  Back  pains.  Disk  Syndrome,  Joint 
Trauma,  and  a host  of  other  conditions.  Reports  range  from  Podiatry  to  Dentistry  to 
Ultrasonic  Lobotomy. 

The  extensive  range  of  ultrasonic  energy  therapy  has  so  stimulated  Physicians  from 
every  specialty  that  a special  society  for  the  study  of  the  subject  was  formed  five  years 
ago,  comprising  nearly  1,000  registrants  at  each  annual  full  day  Symposium.  The  4th 
annual  Symposium  of  The  American  Institute  of  Ultrasonics  will  be  held  at  the  Statler 
Hotel,  Detroit,  Michigan,  August  27,  1955.  All  Physicians  are  invited. 

The  Birtcher  Corporation  has  been  a pioneer  in  the  development  of  ultrasonic  equipment 
in  this  country.  The  Birtcher  Megason  Ultrasonic,  complete  with  Mobile  Table,  Under- 
water Reflector  Set  and  Pistol  Grip  Handle  sells  for  $729.50,  F.O.B.  Los  Angeles. 
Whether  or  not  you  intend  to  employ  ultrasonic  energy  in  your  practice,  it  is  well  to  be 
up  on  this  dynamic  new  subject.  A large  collection  of  Medical  reprints  is  yours  for  the 
asking.  There  is  no  obligation  except  to  yourself  to  read  the  reprints.  No  Birtcher  sales- 
man will  call  unless  you  specifically  request. 
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ULTRASONIC  ENERGY  IS  NOW  DAILY  EMPLOYED  BY  10,000  PHYSICIANS  in 
office, clinic,  private  and  government  hospitals.  Hundreds  of  thousands  of  patients  have 
been  treated  by  this  newer  method.  In  addition,  many  medical  schools  are  now  teaching 
ultrasonics. 

Hundreds  of  papers  have  been  presented  and  published  in  Medical  journals  on  ultrasonics. 
They  range  from  the  empirical  to  carefuly  recorded  clinical  woi-k  with  controls  . . . labora- 
tory and  animal  studies  to  Biophysics. 

Ultrasonic  enei’gy  has  been  reported  upon  extensively  by  eminent  specialists,  but  far  more 
abundantly  by  busy  General  Practitioners.  These  reports  cover  such  common  disorders, 
both  acute  and  chronic,  as:  Bursitis,  Osteo  and  Hypertrophic  Arthritis,  non-healing  Vari- 
cose Ulcers,  Scar  Tissue,  Asthma,  Herpes  Zoster,  Low  Back  pains.  Disk  Syndrome,  Joint 
Trauma,  and  a host  of  other  conditions.  Reports  range  from  Podiatry  to  Dentistry  to 
Ulti'asonic  Lobotomy. 

The  extensive  range  of  ultrasonic  energy  therapy  has  so  stimulated  Physicians  from 
every  specialty  that  a special  society  for  the  study  of  the  subject  was  formed  five  years 
ago,  comprising  nearly  1,000  registrants  at  each  annual  full  day  Symposium.  The  4th 
annual  Symposium  of  The  American  Institute  of  Ultrasonics  will  be  held  at  the  Statler 
Hotel,  Detroit,  Michigan,  August  27,  195.5.  All  Physicians  are  invited. 

The  Birtcher  Corporation  has  been  a pioneer  in  the  development  of  ultrasonic  equipment 
in  this  country.  The  Birtcher  Megason  Ultrasonic,  complete  with  Mobile  Table,  Under- 
water Reflector  Set  and  Pistol  Grip  Handle  sells  for  $729.50,  F.O.B.  Los  Angeles. 
Whether  or  not  you  intend  to  employ  ultrasonic  energy  in  your  practice,  it  is  well  to  be 
up  on  this  dynamic  new  subject.  A large  collection  of  Medical  reprints  is  yours  for  the 
asking.  There  is  no  obligation  except  to  yourself  to  read  the  reprints.  No  Birtcher  sales- 
man will  call  unless  you  speciflcally  request. 
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SURGICAL  PISTOL 


for  electro-surgical 
cervix  conization 


2 Welch-Alien  #3 
lamps  give  a perfect  • 
ly  illuminated  field. 


Over  360°  uninter- 
rupted rotation  with 
each  pull  of  the 
trigger. 

Comfortable  grip  for 
completely  stable 
one-hand  operation. 


Operates  with  any  make  or  model  of 
short-wave  diathermy  or  electro-surgical 
machine  providing  a cutting  current. 


The  Birtcher  Surgical  Pistol  for  cervix  conization  offers  surgical  accuracy,  less  operating 
time  with  less  strain  on  surgeon  and  patient.  Since  the  Pistol  is  operated  with  one  hand, 
the  other  is  left  free  for  other  instrumentation.  Because  of  the  delicate  touch  of  the 
instrument,  the  surgeon  retains  his  surgical  “feel.”  The  greater  stability  and  control 
results  in  smooth,  uniform  excisions  with  no  ragged  tissue  as  a possible  site  for  post- 
operative infection.  Two  built-in  lights  give  a perfectly  illuminated  field  and  are  located 
where  they  cannot  interfere  with  the  surgeon's  view. 


No.  756  Birtcher  Surgical  Pistol  Set  complete 
with  2 lamps,  4 Hawkins  Electrodes  and  con- 
necting cord  is  priced  at  j $65.00.  ■ | 

When  ordering,  specify  make  and  model  of 
electro-surgical  unit  or  short  wave  diathermy. 
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About  50%  of  all  patients 
experience  this  annoying  side- 
effect.  'Sandrir  c 'Pyronil’ 
relieves  75%  of  those  affected. 

Each  tablet  combines  0.25  mg. 
'Sandril’  and  7.5  mg.  ’Pyronil.’ 
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completely  stable 
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Trinsicon’ 

(HKMA'IINir  CONCKNTHAI  l‘.  VVI'IH  INIKINSIC  KArTOK,  MI.LY) 


POTENT  . CONVENIENT  . ECONOMICAL 


In  bottles  of  60  and  500  pulvules. 


MEDICAL  HORIZONS  TV 


Monday  RM.  ^ 

Sponsored  by  CIBA 


Trsisentine®-  Plienokarbital 


■ Inhibits  Parasympathetic  Activity 

■ Relaxes  Smooth  Muscle  Directly 

■ Exerts  Local  Anesthetic  Effect 
on  G-I  Mucosa 

■ Sedates  the  Patient 


Without  Atr O'Pine  Side  Effects 


Each  tablet  contains  50  mg. 

Trasentine  hydi'ochloride  and  20  mg. 
phenobarbital. 

Also  available:  Trasentine 
hydrochloride  Tablets,  75 

Trasentine®  hydrochloride 


(adiphenine  hydrochloride  CIBA) 


^a/206lM 


CIBA  Summit,  N,  J. 
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About  50%  of  all  patients 
experience  this  annoying  side- 
effect.  ’Sandril’  c 'Pyronil’ 
relieves  75%  of  those  affected. 


Each  tablet  combines  0.25  mg. 
'Sandrir  and  7.5  mg.  'Pyronil.’ 
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571075 


Reaction  Rate  0.4% 


11,765*  Cases 


treated  with  hijection  BICILLIN 

Only  50  allergic  reactions — ■ 

The  reactioyi  rate  with  injected  Bicillin 
is  only  O.If%  — virtually  identical  with 
the  low  rate  reported  for  oral  penicillin 
in  the  mass  studies. 

Reports  on  penicillin  sensitization  and  reaction 
rates  vary.  Sead  reports  an  0.34%  rate  of  allergic 
reaction  from  oral  potassium  penicillin  in  more 
than  30,000  recruits  at  Great  Lakes  Naval  Train- 
ing Station  during  a streptococcus  prophylaxis  pro- 
gram. Berry  and  Fisher^  found  a reaction  rate  of 
0.3%  in  33,827  men  at  Sampson  Air  Force  Base 
treated  with  oral  crystalline  penicillin.  Welch^  esti- 
mates a potential  sensitivity  rate  of  10%  in  the 
total  population. 

With  Bicillin,  clinicians  note,  not  only  the 
effectiveness,  but  also  the  infrequency  and  mild- 
ness of  reactions  to  this  new,  long-acting  penicillin 
compound ; likewise,  the  rarity  and  transient  nature 
of  serum  sickness  or  anaphylactic  reactions.  Thus, 
of  11,765  patients  injected  with  single  doses  of 
from  300,000  to  2,500,000  units  of  Bicillin,  only 

0. 4..  developed  penicillin  allergic  reactions,  limited 
almost  entirely  to  simple  urticarias. 

1.  Seal,  J.R.:  Oral  penicillin  prophylaxis  of  Epidemic  Streptococcal  Infec- 
tions, Read  before  Epidemiology  Section  Meeting,  American  Public 
Health  Association,  Oct.  12,  1954. 

2.  Berry,  C.A.,  and  Fisher,  J.:  U.S.  Armed  Forces  M..J.  5:1137  (Aug.)  1954. 

3.  Welch,  H.:  Principles  and  Practice  of  Antibiotic  Therapy,  New  York, 
The  Blakiston  Co.,  1954,  p.  64. 


INJECTION 

BICILLIN® 

LONG-ACTI  NG 

Benzathine  Penicillin  G {Dihenzylethyle.nediamine  Dipenicillin  G) 

PENICILLIN  WITH  A SURETY  FACTOR 


*A  compilation  of  reported  cases. 


Philadelphia2,  Pa. 


11765*  Cases 


Upjohn 


Bacterial 
diarrheas . . . 


Each  fliiidounce  contains: 

Neomycin  sulfate  300  mg.  (4%  grs.) 
[eciuivalent  to  210  mg.  (3f4.  gi's. ) neo- 
mycin liase] 


Kaolin .5.832  Gni.  (90  grs.) 

Pectin 0.130  Gm.  ( 2grs. ) 


Susi)emled  witli  methy  Icellnlose  1.25% 
Supplied : 

6-fltiidounce  and  ])int  l)ottles 


Tlie  Upjolin  Company.  Kalamazoo,  Michigan 


NOW-  for  truly  effective  cough  Iherapy 


— a choice  of 


for 


ROBITUSSI 

"The  effective  cough  medicine  of  choice"^  v/ith  docu- 
mented''^ superiority.  In  each  5 cc.  teaspoonful: 

Glycery!  guaiacolate  100  mg. 

— most  powerful  of  all  expectorants,  in- 
creases RTF  almost  200%. 

Desoxyephedrine  HCl  1 mg. 

— relieves  bronchial  spasm  while  improving 
the  mood  of  the  cough-weary  patient. 

— in  a highly  palatable  syrup  vehicle 

ROBITUSSIN’  A-C 

(Robitussin  with  Antihistamine  and  Codeine) 

For  comprehensive  treatment  of  coughs  aggravated 
by  an  allergic  factor  or  a hypersensitive  cough  reflex. 
Provides  the  expectorant-antitussive  and  sympathomi- 
metic action  of  Robitussin,  plus... 

Prophenpyridamine  maleate  7.5  mg. 

—a  potent  antihistamine,  noted  for  its  free- 
dom from  side  effects. 

Codeine  phosphate  10  mg. 

— the  first  choice  of  cough  suppressants, 
highly  effective,  yet  non-addictive. 

EXEMPT  NARCOTIC 

^NEW 


REFERENCES: 

1.  Blanchard,  K.  and  Ford,  R.  A.,  Effective  Antitussive  Agent 
in  the  Treatment  of  Cough  in  Childhood,  Journal-Lancet, 
74:443,  Nov.,  1954.*  2.  Cass,  1.  J.  and  Frederik,  W.,  Com- 
parative Clinical  Effectiveness  of  Cough  Medication,  Amer. 
Pract.  and  Dig.  of  Treat.,  Vol.  2,  p.  844,  October,  1951.* 


*Reprinfs  availab/e  upon  request. 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA  • Ethical  Pharmaceuticals  of  Merit  since  1878 
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O^MXRICMLUM 


Gantrisin  plus  Penicillin 


response  . . . rapid 

a synergistic  antibacterial 
combination  prompts  a higher 
and  faster  rate  of  therapeutic 
action  than  obtainable  by 
either  component  alone. 

resistance  . . . rare 

combined  therapy  of  sulfonamide 
plus  antibiotic  minimizes  emergence 
of  resistant  organisms. 
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gantricillin-300.  Each  tablet  provides  0.5  Gm  Gantrisin  (the  single,  highly  soluble  sulfonamide)  plus 
300,000  units  of  crystalline  penicillin  G potassium. 

GANTRICILLIN  (lOO).  Each  tablet  provides  0.5  Gm  Gantrisin  plus  100,000  units  of  crystalline  penicillin  G 
potassium. 

GANTRICILLIN  (acetyl)-200.  Each  teaspoonful  (5  cc)  of  the  cherry-flavored  suspension  provides  0.5  Gm 
Gantrisin  (acetyl)  plus  200,000  units  of  penicillin  G potassium. 

GANTRICILLIN'^;  GANTRISIN"® — brand  of  sulfisoxazole  (3,4-dimethyl-5-sulfanilamido-isoxazole) 

GANTRISIN®  (acetyl) — brand  of  acetyl  sulfisoxazole  (Ni-acetyl-3,4-dimethyl-5-sulfanilamido-isoxazole) 


HOFFMANN  - LA  ROCHE  INC 


ROCHE  PARK  • NUTLEY  10  • N.  J. 


A NEW  COUGH  SPECIFIC 


Free  from  central  depression 
NON -NARCOTIC 

Free  from  addiction 

TESTED  IN  18,000  OBSERVATIONS 
No  constipation 


a lO-mg  dose  of  Romilar 
is  equivalent  to 
a 15-mg  dose  of  codeine 
available  in  tablets 
and  as  a syrup 

'L.  J.  Cass  et  at.,  New  England  J.  Med., 

249:132,  1953;  Am.  J.  M.  Sc.,  227.29] , 1954. 

Romilar®  Hydrobromide  - brand  of 
dextromethorphan  hydrobromide 
(d-3-methoxy-N-methylmorphinan  hydrobromide) 

HOFFMANN -LA  ROCHE  INC 

Roche  Park  • Nutley  10  • New  Jersey 


for  pernicious  anemia 
and  all  treatable  anemias 


and  all  treatable  anemias 

ronemi^ 


Vitamin  B,2  • Iron  • C • Stomach  • Folic  Acid  • Purified  Intrinsic  Factor  Concentrate 


a new  and  potent  oral  hematinic  one  capsule  daily  meets  the  needs  of  the  average  patient 


Formula  contains 
all  known  essential 
hemopoietic  factors: 


Purified  Intrinsic 

Factor  Concentrate 10  mg. 

Vitamin  B,2 30  mcgm. 

Powdered  Stomach 200  mg. 


Ferrous  Sulfate 

Exsiccated 400  mg. 

Ascorbic  Acid  (C) 150  mg. 

Folic  Acid 4 mg. 


LEDERLE  LABORATORIES  DIVISION  amerwa/i/ 


G^anamid 


coMPAMY  Pearl  River,  N.Y. 


•Reg. u s Pat. Off. 


*Hlfi0PTo  CO, 


Dalis*, 


NOSE  DROPS 


and  for 

Coiivcnience 


SOSE  DItOI’S 
Appmximfstr  Cortttutif 


Jf. 


HyUrothlorWe.,-  J 

0>lotr,l,,.,a„„|  .... 4*' 



•»  Iwtnnk  Saline 


Propadrine’  Hydrochloride  . .3% 

(Phenylpropanolamine  Hydrochloride) 

Phenylephrine  Hydrochloride  .15*4 

Chlorobufanol  . . . .15  7© 

(Chloral  derivative) 

Sodium  Bisulfite  . . .03  % 

In  an  Isotonic  Saline  Menstruum 

☆ 


if  No  Bad  Taste  if  No  Sting  or  Burn 
if  No  risk  of  Sensitization 

* Especially  Useful  in  Children 


'/2-0Z.  Plastic  Spray  Bottle 

I -oz.  Rhinall  Nose  Drop  Bottle 
with  Dropper 

Same  Proven  Formula 

★ Samples  on  Request 


R H 1 N O P T O 
COMPANY 
Dallas,  Texas 


RHINALL  RHINAMIN  CAPSULES  PYROCAIN 

Cold  Capsules  in  Allergic  Colds  in  Acute  Otitis  Media 


a 


ETHICAL  SPECIALTIES  FOR  THE  PROFESSION 


Broad  spectrum  antibiotic  of  choice 


STECLIN 

HYDROCHLORIDE 

SQUIBB  TETRACYCLINE  M V OROC  H LORI  OE 

With  Stcclin,  blood  levels  are  fully  effective;  distribution  to 
tissues  and  body  lluids  is  eHicient.  • Tetracycline  is  pre- 
ferred to  oxytetracycline  or  chlortetracycline  because  the 
incidence  of  gastrointestinal  side  effects  is  much  lower.  • 
As  with  all  broad  spectrum  antibiotics,  overgrowth  of  non- 
susceptible  organisms  (particularly  monilia)  may  occur 

50  ami  100  mg.  capsiilcs.  Bottles  of  25  ami  100. 

250  mg.  capsules.  Bottles  of  1 6 and  100  j Minimum  adult  dose:  250  mg.  q.i.d. 


The  first  safe  antifungal  antibiotic 


MYCO  STATIN 

SQUIBB  NYSTATIN 


Mycostatin  is  highly  cfl'ectivc  in  the  prevention  and  treatment  ^ 

of  intestinal  moniliasis.  It  usually  eliminates  Candida  from  the  • ' I 

stool  in  24  to  48  hours.  • Mycostatin  may  be  used  in  conjunc- 
tion with  broad  spectrum  antibiotics  in  order  to  prevent  inte,s- 
tinal  proliferation  of  Candida  occurring  during  oral  admin- 
istration of  these  compounds.  • Mycostatin  is  virtually  non- 
toxic and  is  compatible  with  commonly  used  oral  antibiotics. 

500,000  unit  tablets.  Dottles  oj  !3  enul  100  j Usual  dose:  500,000  units  t.i.d. 


A NAME  YOU  CAN  TRUST 


MYCOSTATIN* 
IRAOtMAHKS 1 


suppress 


G-I  Spasm 


1 


with 


Trasentine®-  Phenobarbital 


■ Inhibits  Parasympathetic  Activity 


■ Kelaxes  Smooth  Muscle  Directly 


■ Exerts  Local  Anesthetic  Effect 
on  G-I  Mucosa 

■ Sedates  the  Patient 


Without  Atropine  Side  Effects 


Each  tablet  contains  50  mg. 
Trasentine  hydrochloride  and  20  mg. 
phenobarbital. 

Also  available:  Trasentine 
hydrochloride  Tablets,  75  mg. 


Trasentine®  hydrochloride 

(adiphenine  hydrochloride  CIBA) 


2/2061H 


CIBA  Summit,  N.  J. 


Medical  Economics 

By  Joseph  Bank,  M.D.,  Phoenix 


It  cannot  be  denied  that  individual  needs 
have  their  place.  But  attention  must  be 
directed  to  economic  considerations  other 
than  office  management,  bill  collection,  or 
wise  investments.  Concern  for  the  economic 
problem  of  the  group  is  eciually  important 
and  essential  for  the  protection  of  individual 
welfare. 

Growing  Tendency 

Individual  patients  will  continue  to  deal 
with  their  doctors.  There  is  also  a growing 
tendency  of  people  to  present  their  health 
problems  to  the  medical  profession  as  groups. 
Thus  management  and  unions  both  vie  in 
providing  maximum  medical  service  at 
minimal  expense,  either  as  fringe  benefits 
or  full-fledged  insurance  schemes.  What 
course  is  there  but  to  meet  such  group  de- 
mands with  some  degree  of  collective  group 
action?  Doing  this  entails  an  amount  of 
economic  know-how  and  astuteness  equal  to 
that  of  union  leaders,  company  executives. 


or  guild  representatives.  Patient  group  ac- 
tion must  be  met  by  physician  gi'oup  action 
in  order  to  render  group  service. 

Prepaid  medical  care  is  growing  in  public 
favor  as  part  of  the  present  day  buying  phi- 
losophy. It  is  no  longer  financial  heresy  to 
buy  a tour  of  South  America  with  seventy- 
two  dollars  down,  or  pay  for  television  with 
next  year’s  income.  Prepaid  plans  neces- 
sitate bargaining  with  groups  whether  they 
be  unions,  industrial  firms.  Government 
agencies,  or  insurance  bodies.  Such  negotia- 
tions can  be  transacted  most  advantageously 
by  County  or  regional  medical  organizations. 
Indeed,  there  exists  no  national  framework 
of  experience  by  which  local  groups  may  be 
guided  with  the  exception  of  the  limited  and 
specialized  field  of  the  Blue  Shield. 

Socialized  Me<lieine 

Socialized  medicine  is  by  no  means  dead. 
But  its  resuscitation  can  be  combatted  by 
legislative  pressure,  lobbying  and  other  po- 
litical techniques.  Not  so  with  union  or  in- 
dustry purveyors  of  medical  care.  And  even 
less  so  with  the  honest  broker  like  Perma- 
nente  that  infiltrates  with  lofty  motives  and 
appears  to  give  the  most  for  the  least.  All 
these  “newer  advances’’  make  a tool  of  the 
doctor,  who  is  no  longer  “Captain  of  his 
soul’’.  Croup  protection  alone  can  save  the 
obliteration  of  the  doctor  as  an  individualist. 
We  must  beware  that  the  physician  as  an 
individual  is  not  swallowed  up  in  the  course 
of  mass  production. 

County  societies  will  therefore  have  to 
create  means  for  the  acquisition  of  economic 
know-how  and  effective  bargaining  skill  by 
its  members.  Existing  physician  training 
programs  can  readily  be  adopted  for  that 
purpose.  Adequately  trained  physicians  with 
technical  lay  assistance  thus  will  be  able  to 
act  for  their  societies.  Such  preparedness 
will  pay  off. 


The  growing  interest  of  the  medical  pro- 
fession in  medical  economics  is  well  recog- 
nized. The  term  “medical  economics”  should 

not  be  limited  to 
the  economic  prob- 
lems of  the  individ- 
ual physician,  im- 
portant as  the  sub- 
ject may  be.  Chang- 
ing conditions  im- 
pose an  increasing 
awareness  of  the 
c 0 m p le  X i t i e s o t 
medical  practice. 
The  time-honored 
physician-patient  re- 
lationship, as  it  con- 
cerns individuals, 
must  now  be  ex- 
tended to  physician-patient  group  relation- 
ships. 
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Chemotherapy  of  Leukemia  and  Related  Disorders 

By  Jack  A.  Bernard,  M.D.,  El  Paso 


The  family  physician  may  be  faced  with 
the  problem  of  the  treatment  of  leukemia  or 
lymphoma.  Usually  such  cases  are  abruptly 
referred  to  the  X-ray  therapist  or  to  a med- 
ical center  for  treatment,  but  there  may  be 
instances  when  the  patient  is  unable  to  travel 
for  such  therapy,  either  because  of  the  sever- 
ity of  his  illness,  or  perhaps  because  of  the 
expense  involved. 

With  the  available  chemotherapeutic 
agents,  the  patient  may  be  given  entirely 
adequate  treatment  in  his  own  local  environ- 
ment. The  advantages  of  this — convenience, 
comfort  to  the  patient,  decreased  expense — 
are  obvious. 

Therefore,  the  family  physician  must  be 
prepared  to  accept  the  responsibility  and 
treatment  of  these  patients  and  he  must 
have  available  the  knowledge  of  the  drugs 
for  such  disorders  and  particularly,  their 
specific  indications  and  their  toxicity. 

Hodgkin’s  Disease 

Nitrogen  Mustard  • — ■ Mechlorethamine 
HCL  (Merck)  is  particularly  valuable  in 
those  cases  of  Hodgkin’s  in  which  the  disease 
is  wide-spread  and  in  those  cases  where  a 
quick  response  is  desired.  It  may  be  more 
effective  than  X-ray  therapy  for  relief  of 
pain,  relief  of  fever  and  itching.  It  is  also 
useful  in  those  cases  which  no  longer  respond 
to  radiation  therapy  and  may  be  used  in 
conjunction  with  radiation  therapy. 

Nitrogen  mustard  is  generally  available 
and  its  administration  is  simple.  The  pa- 
tient is  sedated  before  administration  with 
one  of  the  barbiturates  (a  Nembutal  sup- 
pository works  veiy  well)  and  Dramamine 
or  Thorazine  by  mouth  or  parenterally.  The 
nitrogen  mustard  is  dissolved  in  distilled 
water  and  is  administered  into  the  rubber 
tubing  of  a running  clysis.  In  some  instances 
it  is  tolerated  quite  well,  perhaps  with  only 
slight  nausea.  The  usual  recommended  dose 
is  0.3  to  0.4  mg.  per  kilo  for  adults  and  0.1 
mg.  per  kilo  in  small  children,  repeated  on 
three  or  four  successive  days.  Prompt  im- 
provement, particularly  in  generalized  Hodg- 
kin’s, is  the  rule.  The  course  of  therapy  may 
be  repeated  as  early  as  six  weeks,  if  severe 
leukopenia  does  not  develop. 


Triethylene  Melamine  is  also  useful  in 
Hodgkin’s  disease.  It  has  the  advantage  that 
it  can  be  given  orally,  but  it  is  of  slower  ac- 
tion than  nitrogen  mustard.  The  oral  dose 
is  from  0.05  to  0.4  mg.  per  kilo,  that  is  about 
2.5  or  5 mg.  every  day  or  every  other  day 
for  four  to  six  doses,  with  a maintenance 
dose  of  about  2.5  mg.  every  seven  days.  It 
should  be  given  on  an  empty  stomach  and 
with  2 gms.  of  sodium  bicarbonate,  for  more 
consistent  absorption.  A careful  check  on  the 
blood  picture,  especially  the  platelets,  is  es- 
sential, particularly  in  maintenance  therapy. 

Chronic  Lymphocytic  Leukemia  and 
Chronic  Myelocytic  Leukemia 

Triethylene  Melamine  may  be  given  in 
either  disease  but  acts  better  on  the  lympha- 
tic form.  It  may  be  used  as  maintenance 
therapy  as  above.  Great  caution  must  be 
exercised  in  its  use  in  these  diseases  because 
of  the  unusual  severity  of  bone  marrow  de- 
pression that  may  occur,  as  fatal  bone  mar- 
row depressions  are  reported. 

Chronic  Myelocytic  Leukemia 

Urethane  has  been  used  and  the  dosage 
is  1 to  4 gms.  daily  by  mouth,  but  its  results 
are  not  very  striking  and  not  very  dramatic. 
The  drug  is  marketed  by  Eli  Lilly  as  Enseals 
of  5 grains  or  it  may  be  dissolved  in  syrup 
of  orange  and  simple  syrup  to  make  it  more 
palatable.  The  drug  is  not  very  palatable 
and  its  usefulness  has  been  limited  by  its 
high  incidence  of  gastro-intestinal  reactions. 
Rectal  suppositories  are  effective  and  have 
been  recommended. 

Myleran  (marketed  by  Burroughs  Well- 
come & Co.  as  2 mg.  tablets)  has  been  re- 
ported to  be  effective  in  this  disease,  and 
also  in  repeated  courses  and  in  some  patients 
who  were  refractory  to  X-ray.  Recom- 
mended dose  is  2 to  8 mg.  daily,  usually  4 to 
6 mg.,  and  the  patient  should  be  observed  for 
the  usual  toxic  reactions  of  bone  marrow 
depression. 

Colcemide  (Demecolcine  — Ciba)  has  been 
found  to  be  effective  in  chronic  myeloid 
leukemia.  Its  action  is  cytostatic.  Daily  dos- 
age has  been  around  5 mg.  Granulocytopenia, 
neutropenia  may  develop  but  have  almost 
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invariably  been  preceded  by  gingivitis  and 
stomatitis.  It  is  well  tolerated  and  relatively 
safe,  and  has  been  used  parenteral ly  and 
orally. 

Acute  Leukemia 

Leukemic  cells  need  folic  acid  and  a 
substance  called  the  citrovorum  factor  in  ex- 
cess of  the  requirements  of  normal  cells. 
The  antifolic  compounds  are  believed  to  en- 
ter the  cellular  enzyme  system,  ordinarilly 
occupied  by  the  citrovorum  factor.  Aminop- 
terin  and  A-Methopterin  are  the  most  widely 
used  folic  acid  antagonists.  In  children  the 
dosage  of  Aminopterin  is  0.5  mg.  orally  or 
intramuscularly  daily,  until  remissions  or 
toxicity  develops.  In  adults  the  dose  may  be 
somewhat  higher:  1.0  to  1.5  mg.  daily. 
A-Methopterin  (to  be  marketed  under  the 
name  Methotrexate — Lederle)  is  administer- 
ed in  doses  2.5  mg.  daily.  When  toxicity  oc- 
curs— leukopenia,  anemia,  thrombocytopenia 
and  ulcerations  of  gastro-intestinal  tract — 
treatment  may  be  discontinued  and  the  citro- 
vorum factor,  as  Leucovorin  (Lederle),  1 or 
2 cc.  (3  mg.  to  6 mg.),  may  be  administered 
intramuscularly  as  an  antidote. 

The  disadvantage  of  the  folic  acid  antag- 
onist is  that  the  action  is  delayed.  Therefore 
ACTH  and  Cortisone  may  be  used  in  the 
more  acutely  ill  patient,  because  the  improve- 
ment occurs  more  promptly.  Particularly  in 
acute  lymphoblastic  leukemia  the  hormonal 
therapy  is  said  to  be  of  quite  consistant  bene- 
ficial results.  Simultaneous  use  of  the  anti- 
folic acid  compounds  and  steroid  compounds 
seems  to  offer  no  more  that  the  use  of  either 
drug  alone. 

Good  clinical  and  hematological  remissions 
have  been  reported  with  6-Mercaptopurine 
(Purinethol,  50  mg.  tablets — Burroughs  Well- 
come & Co.-)  in  about  30%  of  the  cases  of 
acute  leukemia  and  in  the  same  number  of 
patients  who  have  become  resistant  to  the 
antifolic  acid  agents  or  to  Cortisone.  Others 
have  not  reported  as  favorable  results  but 
the  drug  deserves  a trial  in  myelocytic  leu- 
kemia and  in  acute  leukemias  in  children 
where  other  measures  have  failed.  The  re- 
commended dose  is  2.5  mg.  per  kg.  pei-  day, 
about  50  mg.  for  the  average  5 year  old 
child  and  100  — 200  mg.  for  the  average 
adult.  Careful  follow-up  is  essential  because 
of  the  depressant  effect  on  the  bone  marrow. 

In  summary,  the  family  physician  is  urged 
to  assume  his  role  in  the  care  of  patients 
with  leukemia  and  related  disorders.  Radia- 
tion therapy  is  still  just  as  valuable  but  may 
not  be  possible  in  some  instances  and  may 
not  be  as  easily  accessible  or  financially  av- 


ailable. Many  chemotherapeutic  agents  are 
available  with  which  satisfactory  remissions 
and  palliation  may  be  obtained  and  it  is  felt 
that  these  often  can  be  carried  out  by  the 
family  physician.  Careful  study  and  follow- 
up are  urged  because  the  drugs  are  toxic  and 
potent.  None  will  cure  the  disease,  but  con- 
siderable palliation  is  available.  It  is  recom- 
mended that  one  should  treat  the  patient  as 
a whole : his  symptoms,  not  his  blood  picture. 
Caution  is  urged  also  to  not  overtreat  such 
patients,  which  is  often  the  tendency  in  such 
disorders. 


ECLAMPSIA 

Toxemia  Of  Pregnancy 

Queries  And  Minor  Notes: 

J.  A.  M.  A.  149:6:20,  1952 

A physician  asked  : “What  is  the  therapeutic 
rationale  for  using  intravenously  adminis- 
tered magnesium  sulfate  in  patients  with 
toxemia  of  pregnancy?”  The  answer  was  in 
part.  “Magnesium  sulfate  is  used  in  treat- 
ment of  pre-eclampsia  and  eclampsia  because 
of  its  sedative  and  vasodilating  effects  . . . 
Haury  has  shown  that  intravenous  injection 
of  magnesium  sulfate  produces  marked  vaso- 
dilation in  the  splanchnic  organs  and  the 
kidneys  ...  It  is  safe  to  administer  as  much 
as  10  Gm.  as  an  initial  dose  deep  into  the 
muscles  and  5 Gm.  eveiy  6 hours  for  two 
or  three  days.” 

Clinical  Ciiiipings,  September,  1952. 


ECLAMPSIA 

The  Effect  On  Renal  Output  Of  Drugs  Used 
In  Pregnancy  Toxemias 

deAlvarez,  R.  R.  & Richanls,  D.  F., 
Am.J.Obst.  & Gynec.  63:1263,  1952 

Various  drugs  were  tested  for  diuretic  ac- 
tion in  patients  with  toxemias  of  pregnancy. 
Morphine,  aminophylline  and  Mercuhydrin 
exerted  diuretic  action.  Meperidine  and 
magnesium  sulfate  were  decidedly  anti- 
diuretic. In  view  of  the  relatively  small 
doses  of  magnesium  sulfate  employed*,  the 
authors  wonder  “what  must  happen  when 
large  doses  are  used  over  repeated  intervals 
as  employed  in  many  obstetrical  services  for 
the  preconvulsive  and  convulsive  types  of 
toxemias  of  pregnancy.” 

*2  CC.  of  \a  50  per  cent  solution. 

U.  Washington  School  Med. 

Clinical  Clippings,  September,  1952. 
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APHORISMS  and  MEMORABILIA 


Truths  and  Concepts  Concerning  Gastro-Enterology 

By  Andrew  M.  Babey,  M.D.,  Las  Cruces,  N.  M. 


1.  “A  very  firm  liver  is  usually  indicative 
of  cirrhosis  or  tumor.  While  the  liver  surface 
is  usually  nodular  in  the  presence  of  neo- 
plasm, it  may  be  smooth  when  the  tumor 
nodules  do  not  encroach  upon  the  capsule. 
When  the  tumor  breaks  through  the  capsule, 
a friction  rub  may  be  heard  or  felt  over  the 
liver  surface  and  tenderness  may  be  pro- 
minent.” Leon  Schiff,  “Gastro-Enterology,” 
March,  1954,  p.  506. 

2.  “In  25  years  at  the  Mayo  Clinic  the 
writer  never  saw  any  attention  paid  to  a 
prolapsed  gastric  mucosa.”  Walter  Alvarez, 
“Gastro-Enterology March,  1954,  p.  507. 

3.  “In  nine  cases  out  of  ten  a gastroenter- 
ologist cannot  find  any  organic  cause  for  a 
diarrhea,  and  then  he  must  be  careful  not 
to  be  led  astray  by  a report  that  amebas 
were  found.  Laboratory  girls  are  commonly 
mistaken  on  this  point;  they  think  a fat 
droplet  is  a cyst.  But  even  when  their  report 
is  correct,  in  most  cases  the  few  amebas 
present  are  not  causing  the  diarrhea.”  Wal- 
ter Alvarez,  “Gastro-Enterology,”  Jan.  1954, 
p.  115. 

4.  “When  diarrhea  is  present  every  day, 
the  patient  should  rule  out  allergens  as  a 
cause,  by  living  for  two  days  on  nothing  but 
oatmeal,  lamb,  rice,  butter,  sugar  and  can- 
ned pears.  If  this  does  not  help,  the  trouble 
is  not  likely  to  be  due  to  food  sensitiveness. 
If  the  diarrhea  comes  in  attacks  days  or 
weeks  apart,  the  patient  should  keep  a record 
of  the  unusual  foods  eaten  just  before  each 
spell.  Such  a record  may  quickly  reveal  an 
offender.”  Walter  Alvarez,  loc.  cit.,  p.  116 

5.  “There  is  a type  of  diarrhea  which 
wakes  the  patient  about  5 or  6 A.  M.  and 
gets  him  out  of  his  bed.  This  was  once 
thought  to  be  due  to  achlorhydria,  but  the 
giving  of  hydrochloric  acid  rarely  does  any 
good.  The  cause  of  this  syndrome  is  un- 
known.” Walter  Alvarez,  loc.  cit.,  p.  116. 

6.  “One  of  the  interesting  vagaries  of 
medicine  is  that  there  are  so  many  wrong 
ideas  which,  when  once  implanted  in  our 
minds,  so  intrigue  us  that  we  are  almost 
unable  to  let  them  go.  One  of  these  ideas 
is  that  persons  with  achlorhydria  have  a 
stomach  that  empties  more  rapidly  than 
normal  and  hence  subjects  the  owner  to  a 


morning  diarrhea  which  can  be  cured  by 
giving  hydrochloric  acid.”  Walter  Alvarez, 
loc.  cit.,  p.  120. 

7.  “So  far  as  the  diarrhea  is  concerned, 
in  40  years  the  writer  has  seen  only  a half 
dozen  cases  in  which  diarrhea  appeared  to 
be  due  to  achlorhydria,  or  was  helped  by  the 
giving  of  hydrochloric  acid.  Also  the  obser- 
vation was  made  that  if  the  hydrochloric 
acid  was  ever  going  to  do  any  good,  it  did 
it  the  first  day.”  Walter  Alvarez,  loc  cit., 

p.  120. 

8.  “The  fact  that  the  surgeon  is  able  to 
pass  a probe  or  small  sound  through  the 
papilla  of  Vater  without  meeting  obstruction 
does  not  exclude  the  possibility  of  an  over- 
looked calculus.  We  have  repeatedly  dis- 
closed calculi  situated  to  one  side  of  the  main 
channel  of  the  common  duct  in  little  lateral 
diverticular  projections  of  the  duct.  It  is 
not  at  all  uncommon  to  find  small  calculi 
embedded  in  a lateral  projection  of  the  papil- 
la of  Vater  without  obstruction  to  the  free 
passage  of  a probing  instrument.”  John  H. 
Garlock:  A.  M.  A.  Archives  of  Surgery.  May, 
1954,  p.  621. 

9.  “It  is  generally  believed  that  if  a pa- 
tient has  an  uneventful  convalescence  no 
complications,  such  as  residual  intraductal 
stones,  could  possibly  exist.”  N.  Frederick 
Hicken,  A.  M.  A.  Archives  of  Surgery,  May 
1954,  p.  644. 

10.  “Indigestion,  pain,  jaundice,  and  per- 
sistent fistulas  may  all  be  absent  and  yet 
the  large  bile  duct  still  harbors  residual 
stones.  This  has  been  demonstrated  by  find- 
ings at  routine  necropsies,  in  which  chole- 
docholithiasis  has  been  present  without  pro- 
voking signs  or  symptoms  suggesting  biliary 
disease.  It  must  be  remembered  that  many 
patients  carry  intraductal  stones  for  many 
months  or  years  before  they  produce  suf- 
ficient symptoms  to  warrant  surgical  ther- 
apy. It  is  evident,  then,  that  the  accuracy 
of  biliary  explorations  cannot  be  assessed  by 
the  manifestation  of  postoperative  symp- 
toms.” N.  Frederick  Hicken,  loc.  cit.,  p.  644. 

11.  “Size  affords  a poor  index  as  to  the 
need  for  ductal  exploration.  Experience 
teaches  that  many  of  the  dilated  bile  ducts 
do . not  contain  stones,  while  many  of  the 
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smaller  ones  are  filled  with  gravel  or  biliary 
sand.  If  the  size  of  the  common  bile  duct  is 
used  as  the  only  criterion  for  exploration, 
many  intraductal  stones  will  be  overlooked.” 
N.  Fredeiuck  Hicken,  loc.  cit.,  p.  648. 

12.  “It  is  important  to  remember  that  in- 
traductal calculi  are  often  multiple  and  vaiy 
greatly  in  size.  Palpation  usually  detects  the 
larger  stones  but  fails  to  discover  the  smaller 
ones  which  may  be  floating  around  in  the 
ductal  channels.  It  is  obvious,  therefore,  that 
palpation  cannot  be  used  as  the  sole  guide  in 
determining  when  all  intraductal  calculi  have 
been  removed.”  N.  Frederick  Hicken,  loc. 
cit.  p.  648. 

13.  “Lahey  pointed  out  that  only  18  to 
20  percent  of  intraductal  stones  are  able  to 
obstruct  the  flow  of  bile  so  as  to  produce  a 
jaundiced  state.  It  follows  that  if  ductal 
explorations  are  reserved  for  those  patients 
who  have  had  a recognizable  cholemia,  more 
than  three-fourths  of  intraductal  stones  will 
be  missed  at  the  primary  operation.” 
N.  Frederick  Hicken,  loc.  cit.,  p.  650. 

14.  “Intrahepatic  Calculi. — These  have 
been  found  in  approximately  7 percent  of 
all  cases  of  cholelithiasis.  As  a rule,  they 
escape  detection  at  the  primary  operation 
because  they  are  so  deeply  embedded  in  the 
liver  substance  that  palpatory  recognition 
is  impossible.  Fortunately,  operative  cholan- 
giography affords  an  excellent  method  of 
visualizing  these  hidden  calculi  while  the 
patient  is  still  on  the  operating  table.” 
N.  Frederick  Hicken,  loc.  cit.,  p.  651. 

1.5.  “The  group  of  cases  in  which  biliary 
sand,  gravel,  or  very  small  stones  were  float- 
ing within  the  ductal  system  presented  a 
formidable  problem.  The  stones  are  too 
small  and  too  numerous  to  be  removed  by 
grasping  forceps  or  to  be  extracted  with  a 
scoop.  They  float  around  in  the  bile,  and 
even  profuse  irrigations  of  the  duct  often 
fail  to  remove  them  completely.  Rough  in- 
strumentation may  embed  them  in  the  walls 
of  the  ducts  so  that  they  cannot  be  dislodged. 
When  the  process  of  ulceration  finally  liber- 
ates the  incarcerated  stone,  it  can  again 
migrate  up  and  down  the  duct  and  produce 
pain.  Patience,  gentleness,  and  thoroughness 
exercised  during  the  operation  improve 
the  results  but  do  not  guarantee  that  all  of 
these  small  irritating  stones  will  be  re- 
moved.” N.  Frederick  Hicken,  loc.  cit., 
p.  651. 

16.  “In  some  cases  a stone  becomes  in- 
carcerated in  a diverticular  pocket  of  the 
common  duct.  Such  calculi  do  not  obstruct 
the  ductal  channel,  and  hence  both  bile  and 
the  exploring  pi’obes  may  pass  down  the  duct 


without  indicating  the  presence  of  the  cal- 
culus. If  the  stones  are  too  small  to  be 
palpated,  they  will  be  overlooked  entirely. 
Operative  cholangiograms  have  been  very 
useful  in  localizing  these  abnormaky  sit- 
tuated  calculi.”  N.  Frederick  Hicken,  loc  cit., 
p.  652. 

17.  “Normal  human  gamma  gloDulin  ad- 
ministered intramuscularly  prevents  infec- 
tious hepatitis  and  apparently  does  not  pro- 
tect against  serum  hepatitis.”  W.  Paul 
Flavens,  Jr.:  American  Journal  of  Medicine, 
June  1954,  p.  903. 

18.  “Virus  B (Homologous  Serum  Jaun- 
dice) may  be  transmitted  transplacentally 
from  mother  to  child.”  W.  Paul  Havens,  Jr., 
loc.  cit.,  p.  904. 

19.  “Portal  hypertension  produces  a hy- 
pertension in  the  azygos  and  hemiazygos 
veins,  because  part  of  the  collateral  circula- 
tion of  the  cirrhotic  liver  empties  in  the 
lumbar  veins.  The  overfilled  lumbar  veins 
connect  thi'ough  the  diaphragm  with  the 
azygos  and  the  hemiazygos.  This  is  consi- 
dered to  offer  a convenient  explanation  of 
the  occurrence  in  cirrhosis  of  right  sided 
pleural  effusions.  If  fluid  is  found  in  the 
left  pleural  cavity,  then  the  effusion  must 
be  caused  by  another  disease  and  not  by 
cirrhosis.”  I.  Snapper:  International  Record 
of  Medicine  and  General  Practice  Clinics, 
April,  1954,  p.  210. 

20.  “Often  a patient  with  liver  ciriliosis 
enters  the  hospital  with  an  acute  abdomen. 
This  is  nearly  always  due  to  subserous  in- 
testinal abscesses.  Due  to  the  increased 
venous  pressure  in  the  intestinal  wall,  the 
intestine’s  defenses  against  bacteria  in  its 
lumen  are  broken-down  and  bacterial  trans- 
migration from  the  lumen  to  the  subserosa 
takes  place.”  I.  Snapper,  loc.  cit.,  p.  210. 

21.  “In  hemosiderosis,  caused  by  numer- 
ous blood  transfusions,  iron  has  been  de- 
posited in  all  organs.  This  hemosiderosis  can 
be  easily  distinguished  from  hemochroma- 
tosis by  bone  marrow  studies:  there  is  no 
free  iron  in  the  bone  marrow  in  hemochro- 
matosis, while  in  hemosiderosis  the  marrow 
is  full  of  iron.”  I.  Snapper,  loc.  cit.,  p.  211. 

22.  “The  level  of  the  alkaline  phosphatase 
in  the  blood  is  determined  by  the  condition 
of  the  bones  (since  the  osteoblasts  produce 
alkaline  phosphatase)  and  the  condition  of 
the  bile  flow.  Even  when  the  skeleton  is 
normal,  regurgitation  of  the  alkaline  phos- 
phatase from  the  bile  into  the  blood  stream, 
caused  by  obstruction,  is  not  the  only  reason 
why  a high  level  of  alkaline  phosphatase  is 
found.  Liver  disease  without  clearcut  ob- 
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struction  of  the  bile  flow  may  also  cause  an 
increase  in  the  alkaline  phosphatase.  Al- 
kaline phosphatase  is  made  in  the  walls  of 
the  small  bile  ducts.  When  these  small 
cholangioles  increase  in  number  as  happens 
during  regeneration  of  liver  tissue,  the  blood 
alkaline  phosphatase  goes  up  too.  Thus  in 
obstructive  jaundice  the  high  alkaline  phos- 
phatase is  partly  due  to  backflow  of  the  bile, 
partly  to  proliferation  of  bile  ducts.” 
I.  Snapper,  loc.  cit.,  p.  211. 

23.  “The  gamma  globulin  is  produced  by 
the  Kupffer  cells.  Since  the  latter  proliferate 
in  liver  cirrhosis,  the  gamma  globulin  con- 
tent of  the  serum  increases  concomitantly.” 
I.  Snapper,  loc.  cit.,  p.  211. 

24.  “The  Eck  fistula  dog  can  live  only  on 
a low  protein  diet.  Meat  in  the  diet  kills 
him!  That  is  because  in  the  intestine  am- 
monia is  formed  by  putrefaction  of  meat. 
In  the  Eck  fistula  dogs  the  ammonia  reaches 
the  peripherial  blood  because  it  is  shunted 
around  the  liver  and  the  dogs  develop  am- 
monia poisoning.”  I.  Snapper,  loc.  cit.,  p.  212. 

25.  “Also  in  patients  with  a portocaval 
shunt,  a high  protein  diet  may  be  deleteri- 
ous. Since  in  cirrhosis  numerous  microscopic 
portocaval  shunts  exist,  high  protein  diets 
in  liver  cirrhosis  may  occasionally  have  an 
adverse  effect  by  increasing  the  ammonie- 
mia.”  I.  Snapper,  loc.  cit.,  p.  212. 

26.  “All  this  must  be  emphasized  because 
the  old  thesis  that  ammonia  plays  a role  in 
the  causation  of  hepatic  coma  has  been  re- 
vived. If  ammonia  is  given  to  a patient  with 
severe  cirrhosis,  he  may  develop  the  flapping 
tremor  which  is  characteristic  for  hepatic 
coma.  Sometimes  actual  coma  may  set  in. 
It  is  unwise,  therefore,  to  use  in  cirrhosis 
ammonia  containng  diuretics  such  as  NH4 
Cl,  or  cation-exchange  resins  which  contain 
ammonia.  A drug  which  could  bind  am- 
monia might  have  a favorable  influence  upon 
hepatic  coma.  One  way  that  this  can  be 
done  is  by  administering  glutamic  acid  in- 
travenously in  large  amounts  of  10  grams. 
Glutamic  acid  can  bind  ammonia  to  form 
glutamine,  and  this  may  or  may  not  be  the 
reason  why  this  amino  acid  can  improve 
hepatic  coma.  In  addition  glutamic  acid  is 
the  only  amino  acid  which  is  metabolized  in 
the  brain.”  I.  Snapper,  loc.  cit.,  p.  213. 

27.  “The  data  presented  in  this  study  sup- 
port previous  observations  in  Germany  that 
activity  in  excess  of  that  usually  prescribed 
in  the  treatment  of  patients  with  viral  hep- 
atitis apparently  need  not  prolong  the 
course  of  disease  or  inhibit  sustained  reco- 
very. In  addition,  there  was  nothing  to  sug- 
gest that  excessive  indulgence  in  alcohol. 


intercurrent  infections  or  recurrence  of 
jaundice  during  the  period  of  approximately 
two  to  three  years  after  recovery  had  any 
untoward  effect.”  Robt.  S.  Nelson,  Helmuth 
Sprinz,  James  W.  Colbert,  Jr.,  Frank  P.  Cant- 
rell, W.  Paul  Havens,  Jr.  and  Marjorie 
Knowlton,  The  American  Journal  of  Med- 
icine, June,  1954,  p.  788. 

28.  “These  findings  are  further  supported 
by  the  results  of  recent  carefully  controlled 
studies  from  the  Hepatitis  Center  of  the  U. 
S.  Armed  Forces  in  Japan  where  it  was 
shown  that  allowing  men  out  of  bed  for  most 
of  the  time  from  the  first  day  of  hospitaliza- 
tion for  hepatitis  did  not  prolong  the  course 
of  disease.  That  a less  conservative  regimen 
of  therapy  for  young  adults  with  viral  hep- 
atitis is  not  associated  with  any  apparent 
ill  effects  is  in  accord  with  the  experience  in 
treatment  of  the  disease  in  children  to  whom 
less  stringent  rules  of  therapy  have  usually 
been  applied.”  Nelson  et  al,  loc  cit.,  p.  788. 

29.  “Operative  cholangiography  has  added 
much  to  knowledge  regarding  the  anatomy 
of  the  intrahepatic  ducts,  as  well  as  regard- 
ing the  functional  and  pathologic  abnor- 
malities of  the  biliary  tree.  In  our  opinion, 
however,  the  method  must  become  more  ac- 
curate before  it  can  replace  surgical  explora- 
tion of  the  ducts  by  experienced  surgeons, 
or  become  a routine  part  of  choledocholitho- 
tomy.”  Johnston,  Waugh  and  Good,  (Mayo 
Clinic,)  Annals  of  Surgery,  March,  1954, 
p.  300. 

30.  “The  blood  is  cleared  of  bilirubin,  both 
direct  and  indirect-reacting  fractions,  so  long 
as  sufficient  normal  functioning  hepatic  tis- 
sue remains.  The  same  is  true  for  alkaline 
phosphatase  but  from  a mechanistic  stand- 
point more  hepatic  units  seem  to  be  required 
to  maintain  normal  alkaline  phosphatase 
clearance  than  bilirubin  clearance.  Hence,  as 
an  obstructive  process  develops  a rise  of 
serum  alkaline  phosphatase  usually  appears 
before  hyperbilirubinemia.  This  discrepancy 
is  of  clinical  usefulness,  and  the  finding  of 
hyperphosphatasemia  in  a non- jaundiced  pa- 
tient is  often  the  first  indication  of  intra- 
hepatic tumor,  abscess  or  extrahepatic  le- 
sions causing  sustained  partial  occlusion  of 
the  common  duct.”  Franklin  M.  Hanger;  The 
American  Journal  of  Medicine;  April,  1954, 
p.  568. 

31.  “The  synthesis  of  serum  albumin, 
prothrombin  and  fibrinogen  has  been  shown 
to  take  place  exclusively  in  the  hepatic  paren- 
chyma.” Hanger;  loc.  cit.,  p.  568. 

32.  “The  site  of  origin  of  the  serum  glob- 
ulins, especially  those  in  the  gamma  frac- 
tion, is  more  obscure  but  is  probably  in  the 
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reticulo-enclothelial  system  as  a whole,  of 
which  in  man,  next  to  the  bone  maiTOw  the 
liver  is  the  largest  member.”  Hanger,  loc. 
cit.,  p.  568. 

33.  “The  zinc  sulfate  test  is  perhaps  the 
most  accurate  in  determining  total  serum 
gamma  globulin  irrespective  of  special  pro- 
perties or  of  its  source  in  the  body.”  Hanger, 
loc.  cit.,  p.  569. 

34.  “Elevated  zinc  turbidity,  when  pre- 
sent, is  indication  of  hepatocellular  jaundice 
and  wari’ants  months  of  watchful  medical 
management  rather  than  surgical  explora- 
tion, which  is  always  a hazardous  procedure 
in  the  jaundiced  infant.”  Hanger,  loc.  cit., 
p.  569. 

3.5.  “The  cephalin  flocculation  reaction  is 
not  a true  liver  function  test.  Correlations 
with  the  histologic  changes  in  hepatitis  and 
cirrhosis  indicate  that,  in  most  instances,  it 
reflects  acute  necrotizing  lesions  of  hepatic 
parenchyma,  especially  those  that  incite 
mesenchymal  irritation ; but  not  necessarily, 
for  a similar  derangement  is  found  in  acute 
malaria,  when  the  parenchymal  cells  and  the 
connective  tissues  appear  essentially  nor- 
mal.” Hanger,  loc.  cit.,  p.  569. 

36.  “The  test  (C.  F.)  may  be  negative, 
and  thereby  misleading  as  to  the  extent  of 
hepatic  damage,  in  cases  of  fatty  liver  un- 
dergoing degenei'ative  oi’  even  cirrhotic 
changes.  To  elicit  a positive  test  hepatic 
cells  usually  must  be  undergoing  autolysis. 
When  destruction  is  complete,  as  in  the 
centers  of  the  lobules  in  chronic  passive 
congestion,  the  reaction  becomes  negative.” 
Hanger,  loc.  cit.,  p.  569. 

37.  “Not  all  diseases  of  the  reticulo-en- 
dothelial  system  give  rise  to  this  type  of 
globulin  change,  since  multiple  myeloma, 
Hodgkin’s  disease  and  chronic  leukemia  sel- 
dom give  a positive  cephalin  flocculation  re- 
action.” Hanger,  loc.  cit.,  p.  570. 

38.  “The  cephalin  flocculation  test  is  not 
specific  for  any  clinical  condition.  A positive 
reaction  indicates  the  possibility  of  at  least 
two  types  of  abnormalty  in  the  serum  protein 
complex,  and  liver  disease  or  reticulo-endo- 
thelial  disturbances  can  be  distinguished 
only  by  correlation  with  other  tests  and  by 
a survey  of  the  overall  clinical  picture.” 
Hanger,  loc.  cit.,  p.  570. 

39.  “The  cephalin  flocculation  reaction  is 
of  especial  value  in  recognizing  acute  paren- 
chymal derangements  of  hepatitis  or  cases 
of  acute  poisoning  before  globulin  changes 
have  developed.  On  the  other  hand,  late  hep- 
atitis and  other  chronic  irritative  lesions 
may  be  associated  with  positive  thymol  tur- 


bidity or  zinc  turbidity  tests  which  indicate 
increases  or  alterations  of  the  gamma  glob- 
ulin fraction  after  the  cephalin  flocculation 
test  has  returned  to  normal.”  Hanger,  loc. 
cit.,  p.  570. 

40.  “Less  is  known  about  the  mechanisms 
underlying  the  regulation  of  the  serum  al- 
kaline phosphatase  level  in  the  blood  than 
perhaps  any  other  of  the  important  liver 
function  tests.”  Hanger,  loc.  cit.,  p.  570. 

41.  “Alkaline  phosphatase  is  probably  ex- 
creted by  a different  mechanism  than  bil- 
inibin  for  marked  accumulation  does  not 
occur  in  the  blood  in  acute  yellow  atrophy 
when  the  patient  is  deeply  jaundiced  and 
few  viable  parenchymal  cells  remain  in  the 
liver.  On  the  other  hand,  obstruction  of  the 
biliary  tree,  with  the  exception  of  terminal 
bile  capillaries,  leads  to  a gradual  retention 
of  alkaline  phosphatase  in  the  blood.” 
Hanger,  loc.  cit.,  p.  570. 

42.  “The  combination  of  a negative  ce- 
phalin flocculation  test  with  rising  serum 
alkaline  phosphatase  and  deepening  jaun- 
dice is  the  most  accurate  indication  of  ob- 
structive jaundice  that  has  yet  been  de- 
vised.” Hanger,  loc.  cit.,  p.  570. 

43.  “The  serum  alkaline  phosphatase  is 
also  not  infrequently  elevated  in  the  early 
stages  of  hepatitis  when  the  liver  is  enlarged 
and  tender  and  the  increased  inteiTial  pres- 
sure causes  compression  of  the  smaller  bile 
ducts.  In  contrast  to  obstructive  jaundice, 
however,  it  is  characteristic  for  the  serum 
alkaline  phosphatase  to  decrease  during  the 
course  of  hepatitis,  even  as  the  serum  bil- 
irubin levels  continue  to  rise.”  Hanger,  loc. 
cit.,  p.  751. 

41.  “All  forms  of  cirrhosis  may  lead  to 
constriction  of  the  biliary  radicals  and  there- 
by cause  elevation  of  serum  alkaline  phos- 
phatase; Laennec’s  cirrhosis  rarely,  coarse 
nodular  cirrhosis  not  infrequently,  and  bili- 
ary cirrhosis  practically  always.”  Hanger, 
loc.  cit.,  p.  571. 

4.5.  “In  the  presence  of  osseous  lesions 
such  as  Paget’s  disease  and  hyperparathy- 
roidism the  serum  alkaline  phosphatase  val- 
ues are  useless  in  hepatic  studies.”  Hanger, 
loc.  cit.  p.  571. 

46.  “Bromsulfalein  excretion  is  perhaps 
the  most  reliable  of  tests  to  assess  the  total 
functioning  hepatic  mass  in  the  non-jaun- 
diced  subject.  The  test  is  not  a specific 
measure  of  either  metabolic  or  excretory 
activity  of  the  liver,  for  loss  of  tissue  and 
depression  of  parenchymal  vigor,  venous 
shunts  that  by-pass  the  liver  ancl  obstructive 
processes  in  the  biliary  tree  may  all  lead  to 
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abnormal  retention  of  the  dye.”  Hanger,  loc. 
cit.,  p.  571. 

47.  “One  should  be  very  cautious  about 
attributing  second  attacks  of  jaundice 
occurring  after  six  to  twelve  asymptomatic 
months  to  an  exacerbation  of  the  original 
infection.”  (hepatitis.)  John  R.  Neefe, 
American  Journal  of  Medicine,  May,  1954, 
p.  716. 

48.  “Its  recognition  is  particularly  im- 
portant since  patients  with  viral  hepatitis 
often  tolerate  surgery  poorly,  the  risk  as- 
sociated with  surgery  being  considerably 
greater  (although  less  today  than  in  the 
past)  than  that  associated  with  operations 
for  jaundice  of  posthepatic  obstructive 
origin.”  Neefe,  loc.  cit.,  p.  720. 

49.  “One  or  more  of  the  flocculation  tests 
may  be  negative  throughout  the  course  of 
hepatitis  (20  per  cent  of  cases).”  Neefe, 
loc.  cit.  p.  720. 

50.  “The  proved  sources  of  hepatitis  vi- 
ruses are  feces  and  blood.”  Neefe,  loc.  cit., 
p.  721. 

51.  “Adequate  exposure  to  proper  chemic- 
al disinfectants  for  a sufficient  length  of 
time  undoubtedly  is  capable  of  desinfecting 
hepatitis  virus.  However,  the  information 
necessary  to  establish  the  minimal  require- 
ments is  not  available.  For  this  reason, 
adequate  sterilization  of  such  instruments 
requires,  at  the  present  time,  thorough 
cleansing  of  all  instruments  to  insure  removal 
of  all  traces  of  foreign  material  such  as  blood 
clots,  followed  either  by  boiling,  autoclaving 
or,  when  appropriate,  flaming.”  Neefe,  loc. 
cit.,  p.  722. 

52.  “ “Virus  SH”  has  not  been  infective 
when  administered  by  the  oral  route  and  the 
stools  from  patients  with  “virus  SH”  infec- 
tions have  not  been  shown  to  be  infectious 
(most  such  studies  have  involved  inoculation 
by  the  oral  route  and,  as  this  virus  appears 
to  be  infective  only  by  the  parenteral  route, 
the  absence  of  this  virus  in  the  stools  has  not 
yet  been  adequately  proved.)”  Neefe,  loc.  cit., 
p.  722. 

53.  “Supplies  permitting,  prophylactic  in- 
jections of  gamma  globulin  would  be  desir- 
able in  all  patients  receiving  multiple  blood 
transfusions.”  Neefe,  loc.  cit.,  p.  723. 

54.  “It  is  the  author’s  opinion,  from  his 
personal  experience  to  date,  that  cortisone 
and  ACTH  are  capable  of  favorably  in- 
fluencing the  course  of  complicated  forms 
of  viral  hepatitis.  However,  only  further 
study  will  delineate  the  exact  type  which  will 
be  benefited  and  clarify  the  dosage  schedule 
required.”  Neefe,  loc.  cit.  p.  725. 


College  of  Surgeons  to 
Meet  in  Galveston 

An  impressive  list  of  speakers  has  been 
announced  for  the  Sectional  Meeting  of  the 
American  College  of  Surgeons  by  Dr.  Gerald 
H.  Jordan  of  El  Paso,  Governor  of  the  Amer- 
ican College  of  Surgeons  representing  the 
State  of  Texas.  The  meeting  is  scheduled  for 
Jan.  17-19  at  the  Hotel  Buccaneer  and  Gal- 
vez Hotel  at  Galveston. 

Among  the  speakers  are  Dr.  Kenneth  W. 
Warren,  Surgeon,  Lahey  Clinic,  New  En- 
gland Baptist  and  New  England  Deaconess 
Hospitals,  Boston ; Dr.  Frederick  A.  Coller, 
Professor  of  Surgery  and  Chairman  of  the 
Department,  University  of  Michigan  Medical 
School ; Dr.  G.  W.  N.  Eggers,  Professor  of 
Orthopedic  Surgery  at  the  University  of 
Texas  Medical  Branch ; Dr.  Edgar  J.  Poth, 
Professor  of  Surgery  at  the  University  of 
Texas  Medical  Branch;  Dr.  Albert  0.  Single- 
ton,  Jr.,  Associate  Professor  of  Surgery  at 
the  University  of  Texas  Medical  Branch. 

Dr.  Robert  L.  Sanders,  Professor  of  Sur- 
gery (inactive)  at  the  University  of  Ten- 
nessee College  of  Medicine  and  Senior  Sur- 
geon, Baptist  Memorial  Hospital  and  Sanders 
Clinic,  Memphis ; Dr.  Ian  MacDonald,  As- 
sociate Clinical  Professor  of  Surgery  at  the 
University  of  Southern  California  School  of 
Medicine ; Dr.  G.  V.  Brindley,  Chief  of  Staff, 
Scott  and  White  Clinic,  Temple;  Dr.  H. 
Prather  Saunders,  Associate  Director  of  the 
American  College  of  Surgeons,  and  Dr.  Con- 
rad G.  Collins,  Professor  and  Chairman  of 
the  Department  of  Obstetrics  and  Gynecolo- 
gy at  Tulane  University  of  Louisiana  School 
of  Medicine. 


Mexico  City  Specialist  Talks  on 
Electrocardiology 

Dr.  Demetrio  Sodi-Pallares,  Chief  of  the 
Department  of  Electrocardiology  of  the  Na- 
tional Institute  of  Cardiology  in  Mexico  City, 
was  the  guest  lecturer  at  the  Practical  Elec- 
trocardiology Course  Dec.  6-10  at  the  Texas 
Medical  Center  in  Houston. 

Co-sponsors  of  the  meeting  were  the  Uni- 
versity of  Texas  Postgraduate  School  of 
Medicine  and  the  Baylor  University  College 
of  Medicine.  Dr.  Sodi-Pallares  is  a cele- 
brated electrocardiologist,  having  presented 
similar  courses  in  recent  years  in  Havana, 
Rio  de  Janeiro,  Sao  Paolo,  Buenos  Aires, 
Santiago,  Bogota,  San  Antonio  and  Galves- 
ton. 


JANUARY,  1955 


SOUTHWESTERN  MEDICINE 


Page  19 


MONTHLY  CLINICAL  PATHOLOGICAL  CONFERENCE 
EL  PASO  GENERAL  HOSPITAL 


Frederick  P.  Bornstein,  M.D.,  Editor  — Case  No.  A-323 

Presentation  of  Case  by  J.  Edward  Stern,  M.D. 
Attending  Physician,  Dr.  P.  E.  Geers 


Chief  Complaint: 

Fever,  chills  and  confusion. 

Clinical  History: 

This  58  year  old  Latin-American  female 
was  admitted  to  the  Emergency  Room  con- 
fused, belligerent  and  with  a scared  look  on 
her  face.  She  was  so  confused  that  no  direct 
history  could  be  obtained.  A relative  who 
came  in  with  the  patient  stated  that  there 
was  sudden  onset  of  the  disease  two  days 
ago.  At  this  time  the  patient  had  fever, 
headache,  and  vomiting.  The  patient  refused 
to  eat  for  the  last  two  or  three  days  except 
for  a small  amount  of  soup  or  fluid.  Her 
temperature  was  around  105°.  She  was 
treated  at  home  with  antibiotics,  but  with- 
out response.  It  was  later  learned  that  a 
relative  had  found  this  patient  lying  on  the 
floor  in  a semi-comatose  condition,  but  that 
she  responded  well  after  a few  minutes. 

It  was  stated  that  in  the  past  the  patient 
had  been  fairly  well,  that  she  never  had  any 
hypertension,  or  any  significant  trouble.  The 
history  was  difficult  to  elicit  because  the  pa- 
tient, through  her  entire  stay  in  the  hospital, 
never  was  conscious  enough  to  talk  coherent- 
ly about  any  pain  except  for  the  headache. 

Physical  Examiiiaiion : 

Physical  examination  shows  a thin,  ema- 
ciated woman,  58  years  old,  acutely  ill. 
Temperature  104°,  respirations  18,  pulse  58 
(first  reading) . During  most  of  her  hospital 
course  the  temperatui’e  measui'ed  between 
100  and  110.  Blood  pressure  was  120/70. 
The  skin  was  dry,  yellow  with  loss  of  turgor. 
The  eyes  reacted  to  light  accommodation,  the 
conjunctivae  were  normal,  the  pupils  were 
round  and  equal.  There  were  no  abnormali- 
ties of  vision.  The  abdomen  was  rather  flat. 
No  masses  were  palpable.  The  extremities 
showed  no  deformities  or  limitation  of  move- 
ments. 

Neurological  Examination : 

There  was  marked  stiffness  of  the  neck. 
The  patella  reflexes  were  normal  and  equal. 
Biceps  and  triceps  were  equal  and  hypo- 
active.  There  was  a definite  painful  nuchal 
rigidity  and  at  times  the  patient  was  semi- 
comatose. 


Laboratory  Findings: 

The  spinal  fluid  escaped  at  a pressure  of 
about  lOOcc  of  water.  WBC  89  cells,  all 
lymphocytes ; total  protein,  45  mgm ; sugar, 
98  mgm ; chlorides,  104  mgm ; no  gold  curve. 
Blood : RBC,  4.40  million  ; WBC,  7,750 ; Dif- 
ferential, normal.  Urine:  not  remarkable. 

X-ray  Findings: 

Chest  negative  for  evidence  of  pneumonic 
consolidation.  Possible  metastatic  lesions  on 
the  right  base. 

Course  in  the  Hospital: 

The  course  of  the  patient  in  the  hospital 
was  progressively  downhill  and  was  com- 
plicated by  periods  of  cardiacarrythmia 
which  on  the  ECG  are  interpreted  by  auri- 
cular fibrillation.  She  I'emained  semi-coma- 
tose all  the  time.  Three  days  after  admission 
her  coma  increased  and  her  respirations  be- 
came gasping  in  character.  There  was  flac- 
cid paralysis  of  both  arms.  The  neck  was  not 
as  rigid  as  before  and  the  legs  were  pulled 
up  and  slightly  spastic  suggesting  painful 
stimuli.  During  her  last  day  in  the  hospital 
her  blood  pressure  went  up  to  190/80.  The 
next  day  the  coma  of  the  patient  deepened 
and  she  died  four  days  after  admission,  six 
days  after  the  onset  of  an  acute  febrile 
disease,  accompanied  by  headache,  vomiting 
and  coma. 

Achliliotial  Clinical  History: 

Doct«)r  P.  F.  Geers: 

The  history  is  not  quite  as  clear  as  it  looks 
here.  This  lady  was  58  years  old,  from  Ys- 
leta.  She  had  been  actually  acting  peculiar 
for  about  two  weeks.  She  came  to  the  Emer- 
gency Room  here  with  high  fever  and  in- 
sisted that  she  was  constipated  and  that  all 
that  was  wrong  with  her  was  that  she  just 
didn’t  want  to  eat.  Presumably,  four  to  five 
days  previous  to  admission,  she  was  found 
on  the  floor  in  a semi-comatose  condition, 
but  she  responded  fairly  quickly  to  bed  rest 
and  refused  to  talk  and  refused  to  eat.  Now 
when  this  had  cleared  up  a bit,  this  woman 
actually  had  swallowing  difficulty  and  we 
asked  her  I'epeatedly  through  an  interpi'eter 
if  she  had  pain. 
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She  denied  pain  as  long  as  she  conld  speak. 
I think  the  rest  of  the  history  is  just  about 
all  we  could  find.  We  did  a rectal  and 
vaginal  examination  and  spinal  taps  and 
everything  possible  to  try  to  diagnose  this 
disease,  and  I must  admit  that  she  went 
downhill  very  rapidly  and  I didn’t  know 
what  she  had  when  she  died.  She  died  quiet- 
ly about  the  third  or  fourth  day  of  hospital 
admission,  and,  in  spite  of  all  the  things  that 
we  could  do  for  her,  she  got  worse.  At  one 
time  it  looked  like  she  was  going  to  die  of 
arrythmia,  but  she  was  digitalized  and  that 
cleared  up  and  then  we  took  her  off  digitalis. 
She  was  not  on  digitalis  when  she  died.  She 
was  on  digitalis  only  about  two  days. 

X-ray  Findings; 

Doctor  Jack  C.  Postlewaite: 

The  radiographic  examination  of  the  chest 
reveals  a slight  amount  of  bilateral  pulmona- 
ry emphysema.  There  is  no  evidence  of 
pneumonic  consolidation.  There  are  two 
small  opacities  at  the  right  base  suggestive 
of  an  old  fibroid  lesion  or  possibly  a met- 
astatic lesion.  The  heart  and  mediastinal 
structures  are  otherwise  normal.  The  visual- 
ized portion  of  the  bony  thorax  reveals  a 
moderate  amount  of  hypertrophic  degene- 
rative changes.  The  diaphragm  appears  in- 
tact. Chest  negative  except  for  possible 
evidence  of  pneumonic  consolidation.  Pos- 
sible metastatic  lesions  of  the  right  base. 

Actually  this  chest  is  the  chest  of  an  old 
person.  We  see  a lot  of  these  chests.  In  a 
survey  study  we  read  about  350  x-rays  a 
week  and  it  gets  up  to  about  700.  As  far  as 
I can  see  the  important  details  of  the  chest, 
other  than  this  infiltration  noted,  which 
certainly  doesn’t  look  metastatic  to  me,  one 
could  say  that  there  is  some  fibrosis  here. 
One  question  is  the  possibility  of  this  rib 
having  an  old  fracture  over  the  area,  and  it 
healed.  The  mediastinum,  I think,  was  the 
interesting  finding,  and  that  is  of  an  arterio- 
sclerotic type  of  heart,  with  a considerable 
vascular  change.  The  heart  border  is  not 
unusual  in  size  other  than  it  is  boot-shaped, 
perhaps. 

Differential  Diagnosis: 

Doctor  J.  Edward  Stern: 

I think  in  any  situation  of  this  kind  where 
it  is  difficult  or  impossible  to  get  a proper 
history  the  best  that  one  can  do  is  offer 
some  sort  of  guess.  In  most  neurological 
problems,  and  of  course  in  a great  many 
psychiatric  problems,  and  I think  it  is  equal- 
ly true  in  general  medicine,  the  history  is 
usually  the  most  important  element  in  ar- 
riving at  an  accurate  diagnosis.  The  best 
that  I can  do  in  this  particular  case  is  to 
run  down  through  the  history  and  make 


comments  on  points  which  were  of  some  in- 
terest to  me  as  I read  it  over  and  then  at- 
tempt a guess.  The  patient  is  described  as 
having  been  admitted  in  a confused  and  bel- 
ligerent state  with  a scared  look  on  her  face. 

Patients  with  a wild  or  manic  expression 
may  be  suffering  from  meningitis,  even 
though  the  temperature  need  not  be  very 
high.  In  these  cases,  however,  a stiff  neck 
is  usually  obvious.  I recall  a case  that  I saw 
about  eleven  years  ago,  in  the  Navy,  of  a 
young  colored  man  with  a temperature  of 
about  101.5°  who  was  admitted  to  the  recep- 
tion ward  with  a diagnosis  of  manic  depres- 
sive psychosis  in  the  manic  phase.  As  I 
mentioned  his  temperature  was  found  to  be 
about  101.5°  and  he  had  a moderately  stiff 
neck.  A spinal  tap  had  been  done  only  a few 
hours  previously  and  was  reported  as  being 
normal. 

The  tap  was  repeated  and  the  findings 
were  those  of  an  acute  meningococcic  menin- 
gitis. In  considering  fever  as  in  the  present 
case  with  a temperature  of  105°  and  varia- 
tions from  100°  to  110°,  one  must  think  of 
fever  of  hypothalamic  origin.  This  may  be 
included  in  the  diagnosis,  and  we’ll  come 
back  to  it  later.  The  patient  was  described 
as  showing  emaciation  and  a dry  yellow  loose 
skin  which  would  suggest  some  type  of 
chronic  wasting  disease.  Now,  I would  like 
to  know  if  there  were  any  signs  of  extra- 
occular  palsy?  Were  there  any  squints  noted 
in  the  patient  or  was  she  cross-eyed? 

Dr.  Geers ; 

No,  sir. 

Dr.  Stern : 

All  right,  running  down  through  the  histo- 
ry we  note  that  the  initial  blood  pressure 
readings  were  in  the  area  of  120/70  and  that 
terminally  the  blood  pressure  rose  to  190/80. 
The  stiff  neck  has  already  been  mentioned, 
the  patella  reflexes  were  normal  and  equal, 
the  biceps  and  triceps  reflexes  were  equal 
and  hypoactive,  there  was  definite  nuchal 
rigidity.  Now  we  come  to  the  laboratory 
findings  as  regards  the  fluid.  Could  you  tell 
us  the  gross  appearance  of  the  spinal  fluid? 

Dr.  Geers: 

The  first  tap  was  clear. 

Dr.  Stern: 

Then  the  initial  tap  was  water  clear.  The 
fluid  escaped  at  a pressure  of  about  100. 
Does  that  mean  mm  of  spinal  fluid? 

Dr.  Bornstein: 

It  means  100  mm  of  saline. 

Dr.  Stern : 

All  right,  we  take  it  then  that  the  pres- 
sure was  not  elevated.  Is  that  correct?  Now, 
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white  cells,  89,  the  cells  were  all  lymphocytes 
which  of  course  represents  a pleocytosis. 
Total  protein  at  the  upper  limit  of  normal, 
sugar  perhaps  a little  elevated.  Did  the  pa- 
tient have  an  intravenous  infusion  of  glu- 
cose? 

Dr.  Geers: 

No. 

Dr.  Stern : 

Now  the  cerebrospinal  fluid  chloride  level 
is  reported  here  as  104  milliequivalents.  Isn’t 
the  normal  value  for  that  about  145?  I’d  just 
like  to  mention  one  thing  in  passing  which 
may  or  may  not  have  anything  to  do  with 
the  case.  Round  cells  in  the  cerebrospinal 
fluid  may  sometimes  be  hard  to  distinguish 
from  tumor  cells  and  also  from  certain  kinds 
of  mycotic  organisms.  Now  as  regards  a 
cardiac  arrythmia  and  episodes  of  auricular 
fibrillation,  of  course  one  of  the  common 
causes  of  cerebral  embolisation  is  auricular 
fibrillation,  but  I take  it  that  in  this  case 
this  was  not  chronic  auricular  fibrillation 
but  just  paroxysms  of  auricular  fibrillation; 
is  that  correct?  That  ordinarily  her  pulse 
i-ate  was  regular  and  slow  ? 

Dr.  Geers: 

Her  pulse  rate  was  slightly  irregular  but 
it  was  not  considered  abnormal  for  her  age. 
The  next  morning  she  was  seen  to  be  in  fail- 
ure and  in  respiratory  difficulty,  and  I did 
an  eloctrocardiogram  and  then  digitalized  her 
and  it  cleared  up.  Her  pulse  was  not  slow 
at  the  time.  Her  heart  beat  was  fairly  re- 
gular. 

Dr.  Stern : 

Was  a blood  sugar  and  NPN  done? 

Dr.  liornsteiii: 

No. 

Dr.  Stern : 

All  right,  now  three  days  after  admission 
the  patient  showed  a flaccid  paralysis  of 
both  forearms.  A situation  of  this  kind 
could  go  with  a polioencephalitis  with  in- 
volvement of  the  cortex  or  the  cervical  en- 
largment  of  the  spinal  cord,  or  it  might  be 
part  of  the  general  shock-like  state.  Was 
this  kind  of  response  ever  determined  in 
this  case?  In  other  words,  did  she  have 
positive  Babinski  signs  at  any  time?  Now, 
this  terminal  idse  in  blood  pressure,  men- 
tioned earlier,  could  go  with  a terminal  I'ise 
of  intracranial  pressure.  Among  the  items 
that  I considered  in  the  differential  diagno- 
sis, and  also  based  upon  the  radiographic- 
report,  that  we  had  first  of  all,  encephalitis. 

In  encephalitis  we  are  very  likely  to  find 
pupillary  anomalies  and  occular  palsies  with 
diplopia  which  this  patient  did  not  have.  If 


the  patient  had  had  a low  chloride  level  in 
the  spinal  fluid,  that  would  cause  one  to 
think  pi-etty  seriously  about  tuberculous 
meningitis,  but  I’ve  been  told  that  this  read- 
ing is  regarded  as  being  normal.  Another 
condition  which  we  have  already  mentioned 
is  that  of  polioencephalitis.  Another  one  also 
with  occular  findings  which  this  patient  did 
not  show,  is  the  superior  polioencephalitis  of 
Wernicke  with  hemorrhages  in  the  mid-brain 
especially  around  the  oculomotor  nuclei. 
There  are  a number  of  conditions  in  which 
fever  is  not  present  which  I don’t  think  we 
need  discuss  here  at  all. 

Now,  I should  like  to  say  that  in  brain 
abscess ; if  the  abscess  is  well  walled  off 
there  may  be  a pleocytosis  of  the  brain,  with 
round  cells,  which  will  later  give  way  to  a 
polymorphonuclear  type  of  pleocytosis,  if  the 
abscess  reaches  the  coverings  of  the  brain. 
There  ai'e  certain  types  of  brain  tumor  in 
which  there  are  both  an  increase  in  cells,  in 
the  spinal  fluid,  and  an  increase  in  protein, 
particularly  those  tumors  which  are  close  to 
the  ventricles. 

Now,  I think  probably  in  some  of  the 
ependymomas  it  may  be  very  easy  to  have 
detachment  of  neoplastic  cells  giving  a pleo- 
cytosis, which  in  the  laboratory,  with  work 
done  in  a routine  fashion,  may  very  easily 
be  interpreted  as  lymphocytes.  The  medul- 
loblastoma of  the  cerebellar  vermis  very 
commonly  produces  seeding  through  out  the 
subarachnoid  space  especially  of  the  cord. 
Now,  in  a differential  diagnosis  I think  one 
would  have  to  consider  a variety  of  condi- 
tions including  encephalitis,  including  a 
brain  tumor  with  lesions  involving  the  hy- 
pothalamus because  of  the  wide  swings  of 
fever  and  the  third  ventricle,  and  possibly, 
although  there  is  no  evidence  for  it  in  the 
rest  of  the  examination  that  was  available, 
some  type  of  mycotic  infection  of  the  central 
nervous  system. 

As  I said  before,  in  a situation  like  this 
where  it  is  unavoidable,  where  the  history 
is  meager,  where  the  rest  of  the  data  rel- 
atively meager,  1 think  the  best  that  one  can 
do  is  to  make  a gness.  And  my  guess  in  this 
situation,  as  my  first  diagnosis,  would  be 
that  of  a brain  tumor  involving  the  floor  of 
the  third  ventricle  and  the  hypothalamus. 

Doctor  W.  I*.  Stratcmcyer: 

Along  with  what  Dr.  Stern  said,  I recall 
about  a year  and  a half  ago  we  had  a little 
girl  who  had  been  in  another  hospital  about 
two  weeks  with  a diagnosis  of  poliomyelitis. 
She  was  paralyzed  in  her  legs,  lethargic  and 
had  high  fever.  Of  course  she  was  only  two 
years  old.  We  tapped  her  spine,  and  found 
a lot  of  white  cells.  I forget,  a hundred  or 
two  hundred,  a large  number  of  white  cells. 
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So  we  thought  of  course  of  meningitis  or 
abscess  or  something  of  that  sort.  We  final- 
ly did  a posterior  fossa  exploration.  I found 
a medulloblastoma  in  the  fourth  ventricle. 
These  cells  were  reported  not  as  medul- 
loblastoma cells  but  white  cells  by  the  girls 
in  the  laboratory. 

After  that  the  pathologist  used  to  check 
all  our  spinal  fluid  cells  for  a while,  I don’t 
know  if  he  still  does.  But  that  was  a case 
where  there  were  a lot  of  tumor  cells  mis- 
interpreted and  called  white  cells  and  lym- 
phocytes. Now  as  regards  a choked  disc,  it 
is  absent  in  this  case.  Now  with  a tumor 
down  there  as  Dr.  Stern  postulated,  we  might 
expect  a choked  disc  except  that  the  spinal 
pressure  here  is  normal  or  a little  low,  and 
the  proteins  are  elevated,  the  cells,  and  of 
course  with  a stiff  neck  and  fever,  we  think 
of  a meningitis  of  some  type.  We  often  see 
elevated  protein  in  types  of  meningitis.  Some 
of  the  pediatricians  can  bear  me  out  on  that. 
The  confusing  item  here  is,  was  the  history 
one  of  two  weeks  or  two  days.  I would  rather 
think,  even  in  spite  of  the  chlorides  being 
normal,  of  it  as  tuberculous  meningitis  or 
some  type  of  meningitis.  Usually  occular 
palsy  occurs  but  evidently  this  patient  didn’t 
have  any. 

Dr.  Stern : 

I object  to  the  diagnosis  of  tuberculous 
meningitis  because  of  the  absence  of  miliary 
tuberculosis. 

Dr.  Bostlewaite: 

He  stole  my  thunder.  I agree.  We  see 
meningitis  as  a primary  disease  in  children 
due  to  tuberculosis,  but  I daresay  that  is 
just  not  seen  in  an  adult,  unless  the  lung  has 
a primary  lesion.  I presume  that  the  gastro- 
intestinal cases,  some  of  the  bone  cases,  had 
a tuberculous  meningitis  of  the  bovine  origin 
in  which  perforation  occurred,  and  it  entered 
into  the  cerebral  vascular  circulation  into 
the  central  canal  but  we  just  don’t  see  adult 
tuberculosis  ending  up  in  meningitis  with 
the  lung^  not  infected.  Also,  I’d  be  amazed 
to  find  a protein  this  low  in  a tuberculous 
meningitis. 

It  may  be  an  acute  disease  to  those  of  us 
who  see  it  in  the  Emergency  Room  but  it 
is  not  an  acute  disease  unless  it  has  per- 
forated through  an  abscess,  as  someone  do- 
ing an  inadvertant  spinal  tap  through  a cold 
abscess.  It  is  not  seen  as  an  acute  disease  in 
most  of  our  cases.  Our  adult  cases  of  tuber- 
culous meningitis  have  been  sick  for  years 
before  they  break  down  in  this  terminal 
situation.  To  me,  this  case  might  not  be  as 
complicated  as  we  think  it  is  at  the  moment 
with  these  esoteric  diagnoses.  I should  like 
to  go  on  record  that  a vascular  accident  will 
give  almost  everything  we  have  heard  here. 
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The  normal  spinal  fluid  pressure  is  some- 
what upsetting  but  perhaps  this  patient  is 
hypertensive  as  suggested  by  two  problems ; 
one,  her  heart  silhouette;  two,  the  fact  that 
she  fibrillated  so  easily  when  in  this  toxic 
febrile  condition.  Those  aren’t  positive  proof 
evidences  of  hypertensive  disease  but  at  least 
one  might  think  of  it  in  a person  of  this  age. 
The  common  disease  in  a person  of  this  age 
is  a cerebral  vascular  accident. 

The  second  so  called  hemorrhagic  tap  was 
not  a traumatic  tap  but  maybe  true  blood  in 
the  spinal  fluid  and  the  lymphocytosis  is  re- 
flection of  some  localized  bleeding  causing 
the  premonitory  symptoms  and  the  terminal 
state.  The  febrile  state  being  irritation  of 
the  medulla  or  paraventricular  nuclei,  and 
the  terminal  state  being  the  second  hemor- 
rhage which  often  follows  within  a three  or 
four  day  period. 

Dr.  Ira  A.  Biidwig: 

I usually  do  not  have  patients  in  this  age 
group,  but  it  does  fall  in  the  line  of  a possible 
contagious  disease.  I just  wonder  if  she 
doesn’t  have  or  didn’t  have  one  of  the  en- 
cephalitides  that  we’ve  seen  so  much  in 
children  in  the  last  year.  She  definitely  had 
an  encephalomyelitis  of  some  sort.  She  had 
flaccid  paralysis  of  the  arms.  She  had 
definite  signs  of  an  encephalomyelitis. 
Whether  it  is  an  infectious  basis  or  not  is 
hard  to  say.  It  could  be  one  of  these  rare 
coxsacki  virus  things  we  read  about  and 
which  we  can’t  prove.  Maybe  we’ve  seen 
some  here  this  year. 

I know  I have  seen  several  encephalitides 
similar  to  this  but  the  patient  didn’t  expire. 
Lead  encephalitis  is  something  which  we 
probably  have  to  rule  out.  Now  I don’t  know, 
in  children  this  would  definitely  have  to  be 
considered,  in  this  case  where  you  don’t  see 
bone  findings  all  the  time  or  you  don’t  get 
the  stippling  of  the  red  cells  as  often  as  you 
do  in  adults.  Polioencephalitis,  I think,  is  a 
definite  possibility  too,  so  I’d  like  to  go  on 
record  as  saying  it  is  an  encephalomyelitis 
caused  by : one,  an  infective  virus ; two,  such 
as  polio  or  such  as  a coxsacki  virus  and  with 
ruling  out  lead  encephalitis. 

CLINICAL  DIAGNOSIS: 

1.  Meningitis,  probably  tuberculous. 

Dr.  J,  Edward  Stern’s  Diagnosis: 

1.  Brain  tumor  involving  the  floor  of  the 
third  ventricle  and  the  hypothalamus. 

2.  Encephalitis. 

ANATOMICAL  DIAGNOSIS: 

1.  Acute  encephalitis. 

PATHOLOGICAL  DISCUSSION : 

Dr.  Frederick  P.  Boriistein: 

When  we  did  the  autopsy  on  this  woman 
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the  body  was  already  embalmed  and  we 
are  obliged  to  Doctor  Geers’  enthusiasm  to 
have  been  able  to  obtain  an  autopsy  at  all. 
The  examination  of  the  chest  and  abdominal 
cavities  did  not  reveal  any  significant  disease 
except  for  broncho-pneumonia  which  in  this 
case  is  of  secondary  importance.  The  exa- 
mination of  the  brain  showed  a moderate 
amount  of  edema.  This,  however,  is  difficult 
to  evaluate  after  embalming.  There  were  no 
obvious  gross  structual  changes  such  as  a 
tumor,  a hemorrhage,  or  a meningitis.  There- 
fore by  exclusion  and  on  the  strength  of 
the  clinical  history,  I made  a provisional 
gross  anatomical  diagnosis  of  an  acute  en- 
cephalitis. 

The  microscopic  examination  offers  a 
striking  contrast  of  heavy  pathological 
changes  as  compai-ed  to  the  I’ather  meager 
findings  on  the  autopsy. 

The  area  which  you  see  (Figure  I)  was 
practically  a random  area  taken  from  the 
brain  as  the  changes  were  diffuse  and  severe 
in  nearly  every  section  we  took  from  the 
brain.  As  you  can  see  it  consists  of  very 
heavy  lymphocytic  infiltration  of  the  brain 
substance,  mostly  along  the  smaller  blood 
vessels.  In  addition  there  are  degenerative 
changes  of  ganglion  cells  and  in  a few  places 
we  found  an  interstitial  exudate  which  even 
contained  a few  segmented  granulocytes.  In 
short  this  patient  had  an  acute  diffuse  en- 
cephalitis most  likely  viral  in  origin.  Due 
to  the  previous  embalming  it  was  impossible 
to  determine  the  causative  agent.  The  lesion 
in  this  particular  case  was  most  striking  in 
its  extensive  involvment  of  the  brain,  an  in- 
volvment  which  is  responsible  for  the  bizarre 
clinical  picture. 


SUiiSiVIAKY; 

In  summary  then,  we  have  a middle  aged 
woman  who  died  after  a rather  short  disease 
characterized  by  high  fever,  bizarre  symp- 
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toms  referable  to  the  central  nervous  system 
and  a pleocytosis  of  the  spinal  fluid.  This 
picture  is  adecpiately  explained  by  the  pre- 
sence of  an  acute  diffuse  encephalitis. 


Arnyolropliic  Lateral  Sclerosis 
Siibjectol  Research  Project 

The  Phoenix  Institute  of  Neurology  & 
Psychiatry  is  conducting  a research  project 
on  Amyotrophic  Lateral  Sclerosis. 

Initial  studies  indicate  the  possibility  of  a 
vascular  disturbance  in  the  affected  areas 
of  the  medulla  oblongata,  due  to  compression 
of  the  vertebral  arteries  by  proliferative 
changes  in  one  or  several  cervical  vertebrae. 
We  are  greatly  interested  in  obtaining  films 
of  the  cervical  spine  in  patients  suffering 
from  amyotrophic  lateral  sclerosis,  especially 
in  regards  to  the  course  of  the  vertebral 
artery. 

Any  patients  refei'red  to  the  Institute  for 
this  research  project  will  be  examined  free 
of  charge  upon  the  reciuest  of  the  referring 
physician. 

The  cooperation  of  any  physician  who  has 
patients  with  amyotrophic  lateral  sclerosis 
under  his  care  would  be  greatly  appreciated. 


In  Viewing  fhe  VA  Medical  Program  . . . 


veteran  population 


The  U.  S.  veteran  population  now  includes  about  40% 
of  all  adult  males.  Under  existing  legislation,  the 
federal  government  is  obliged  to  provide  "free"  medi- 
cal care  for  many  of  these  veterans,  if  they  request  it. 
The  medical  profession  questions  the  soundness  of 
providing  medical  care  at  federal  expense  to  veterans 
with  non-service-connected  disabilities.  It  is  likely  that 
by  1975  the  U.  S.  will  truly  be  a "nation  of  veterans." 
If  the  VA  medical  program  continues  to  accept 
responsibility  for  the  care  of  veterans  with  service- 
connected  and  non-service-connected  disabilities  alike 
it  is  difficult  to  see  how  a complete  federal  health 
program  can  be  avoided. 
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Clinical  Notes  From  Medical  Grand  Rounds,  Pratt  Diagnostic 
Clinic,  New  England  Center  Hospital,  Boston 


The  blood  urea  nitrogen  should  not  be 
considered  as  having  fixed  normal  limits. 
The  level  of  the  BUN  at  any  moment  rep- 
resents an  equilibrium  between  amounts  of 
nitrogen  (protein)  in  the  diet  or  being  re- 
leased from  tissue,  the  rate  of  glomerular 
filtration  and  the  urine  volume.  In  a normal 
individual  who  is  eating  80  gm.  of  protein 
and  passing  2500  cc.  of  urine  per  day,  the 
BUN  would  be  about  12  mg.%  but  the  same 
person  with  the  same  urine  volume  eating 
only  40  gm.  of  protein  in  a day,  would  have 
a BUN  of  only  6 mg.%.  A person  whose 
glomerular  filtration  is  reduced  by  50  per 
cent  but  passing  2500  cc.  of  urine  per  day  on 
a diet  of  80  gm.  of  protein  per  day,  would 
have  a BUN  of  24  mg.%  but  on  a diet  of  40 
gm.  would  have  a BUN  of  only  12  mg.%. 
Even  when  glomerular  filtration  is  reduced 
to  25  per  cent  of  normal,  the  BUN  may  be 
maintained  in  the  “normal”  zone  by  having 
the  patient  follow  a low  protein  diet  and 
maintain  urine  volume  between  2 and  3 liters 
per  day.  Elevations  of  tissue  catabolism 
(fever,  exercise,  hyperthyroidism)  increase 
the  nitrogen  load  presented  to  the  kidneys 
and  hence  tend  to  cause  increases  in  the 
BUN.  If  the  other  variables  are  constant,  a 
fall  in  urine  volume  is  followed  by  an  in- 
crease in  BUN. 

Chronic  lead  poisoning  may  be  recognized 
by  determining  the  total  lead  excretion  in 
the  urine.  Normally  the  total  output  in  24 
hours  is  less  than  0.08  mg.  Patients  with 
chronic  lead  poisoning  complain  of  fatigue 
and  weakness  of  the  muscles  most  common- 
ly used ; they  may  have  constipation  and  oc- 
casionally abdominal  colic;  irritability  and 
depression  are  indicative  of  central  nervous 
system  involvement  and  may  presage  more 
serious  manifestations  such  as  convulsions. 
In  addition  to  increased  lead  excretion,  labo- 
ratory study  usually  shows  a normochomic 
anemia,  reticulocytosis,  basophilic  stippling 
of  red  cells,  shortened  red  cell  survival  time 
and  an  increase  in  coproporphyrins  (Type 
III)  in  the  urine.  Treatment  of  acute  lead 
poisoning  involves  attemps  to  cause  preci- 
pitation of  lead  in  bones  by  administration 
of  large  amounts  of  calcium.  The  removal 
of  this  lead  may  be  accomplished  gradually 
through  the  process  of  chelation  using  the 
calcium  disodium  salt  of  a substance  called 
EDTA  (ethylene,  diamine  tetra-acetic  acid) 
in  dosage  of  4 gm./day  intravenously.  Chela- 
tion indicates  the  formation  of  strong  soluble 
complexes  with  certain  metals  in  solution. 


thereby  impeding  their  action  and  facilitat- 
ing their  elimination  in  the  urine. 

r 

Hereditary  hemorrhagic  telangiectasia  is 
one  of  the  causes  of  otherwise  unexplained 
severe  gastrointestinal  bleeding.  The  disor- 
der often  manifests  itself  in  early  life,  but 
if  not  before  the  age  of  five  years,  it  usually 
does  not  appear  until  the  age  of  twenty  or 
thirty.  Nodular  telangiectases  of  chronic 
liver  disease  appear  on  the  face,  hands  and 
mucous  membranes.  Bleeding  may  become 
chronic  and  intractable  to  antianemic  thera- 
py. Some  favorable  results  have  been  re- 
ported following  therapy  with  estrogens. 
Also,  progression  of  the  disease  in  women 
seems  to  stop  with  the  menopause. 

It  has  been  noted  with  increasing  frequen- 
cy that  patients  who  have  had  cerebral  in- 
juries or  brain  operations  may  suddenly 
develop  a low  salt  syndrome  caused  by  loss 
of  excessive  amounts  of  salt  in  the  urine  that 
cannot  be  accounted  for  by  renal  or  adrenal 
disease.  This  syndrome  may  be  difficult  to 
detect  in  a patient  with  a severe  neurologic 
defect  but  it  is  characterized  by  sudden  in- 
crease in  urine  volume,  fall  in  blood  pres- 
sure, fall  in  serum  sodium  and  usually  a 
corresponding  fall  in  serum  chloride.  The 
mechanism  of  this  disturbance  is  not  clear. 
Its  recognition  is  important,  however,  for 
if  counteractive  measures  are  not  taken 
promptly,  extreme  degrees  of  sodium  de- 
pletion and  death  may  occur  in  a few  days. 
The  abnormality  is  usually  self-limited  and 
recovery  is  possible.  It  is  important  to  sup- 
ply salt  in  the  amounts  being  lost  in  the 
urine  each  day,  either  by  mouth  or  parent- 
erally.  The  administration  of  desoxycorti- 
costerone  acetate  (DOGA)  which  usually 
promotes  salt  retention  has  not  been  found 
to  be  very  effective. 

Some  authorities  believe  that  “cafe  an 
lait”  spots  on  the  skin  are  indicative  of  neu- 
rofibromatosis, possibly  in  subclinical  or 
forme  fruste  states. 

T 

In  most  cases  of  coarctation  of  the  aorta 
pulses  cannot  be  felt  in  the  femoral  arteries 
and  below.  When  collateral  channels  are 
adequate,  however,  femoral  pulses  may  be 
nearly  normal  in  volume,  but  in  these  cases, 
because  of  the  circuitous  routes  of  blood 
flow,  there  is  a distinct  lag  in  the  femoral 
pulse  when  compared  with  the  heart  beat  or 
radial  pulse. 
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Dr.  Joe  R.  Floyd  New  President 
of  El  Paso  Medical  Society 


Dr.  Joe  R.  Floyd 


Dr.  Joe  R.  Floyd  has  been  elected  President 
of  the  El  Paso  County  Medical  Society  for 
the  1954-55  year.  He  succeeds  Dr.  Robert 
B.  Homan,  Jr. 

other  officers  elected  at  the  annual  meet- 
ing of  the  society  Tuesday  night  were  Dr. 
Newton  Walker,  President-Elect;  Dr.  Robert 
F.  Thompson,  Vice-President;  and  Dr.  Merle 
D.  Thomas,  Secretary-Treasurer. 

Dr.  Floyd,  a local  surgeon,  was  elected  a 
Fellow  of  the  American  College  of  Surgeons 
in  1944.  He  has  been  a member  of  the  El 
Paso  City-County  Board  of  Health  for  three 
years.  He  is  Treasurer  of  the  Medical  Center 
Corp.,  which  operates  the  El  Paso  Medical 
Center  at  1501  Arizona  St. 

Born  in  Rockwood,  Texas,  in  1904,  Dr. 
Floyd  was  educated  in  Rockwood  schools 
and  received  his  B.  A.  from  Howard  Payne 
College  at  Brownwood  in  1924.  He  then 
studied  chemical  engineering  for  two  years 
at  Texas  A.  and  M.  before  transferi'ing  to 
the  field  of  medicine.  He  received  his  M.  D. 
from  Baylor  University  School  of  Medicine 
in  1930. 

Dr.  Floyd  served  his  interneship  at  the 
Anker  Hospital  in  St.  Paul,  Minnesota,  from 


1930  to  1931.  He  was  a resident  at  the 
Methodist  Hospital  in  Dallas  from  1931  to 
1932.  He  then  entered  private  practice  in 
LaMesa,  Texas,  where  he  remained  from 
1932  to  1935. 

In  1935  Dr.  Floyd  entered  the  Army  Med- 
ical Corps  and  for  the  next  seven  years 
served  at  William  Beaumont  General  Hospi- 
tal in  El  Paso.  For  the  last  two  years  of 
this  period  he  was  assistant  Chief  of  Surge- 
ly- 

Dr.  Floyd  was  then  assigned  as  Chief  of 
Surgery  to  the  174th  Station  Hospital,  which 
was  sent  to  the  South  Pacific.  In  1943  Dr. 
Floyd  returned  to  the  United  States  and 
served  as  Chief  of  Surgery  at  Camp  Adair 
Station  Hospital  in  Oregon  and  Camp  Ro- 
berts Station  Hospital  and  Hoff  General 
Hospital  in  California.  He  entei-ed  the  ser- 
vice as  a First  Lieutenant  and  emerged  in 
1946  with  the  rank  of  Colonel. 

Following  the  wai-  Di‘.  Floyd  established 
his  practice  in  El  Paso.  He  is  an  immediate 
past  member  of  the  Board  of  Governors  of 
El  Paso  General  Hospital.  He  is  a member 
of  the  First  Baptist  Church.  He  and  his  wife 
and  t'svo  sons,  Dwight,  nine,  and  Donald,  six, 
reside  at  2809  Richmond  Street. 
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Critical  Evaluation  of  Gytodiagnosis  of  Cancer  of  the  Uterus 

By  Maynard  S.  Hart,  M.  D.,  and 
Janet  Danielson,  Bact.,  (A.S.C.P.),  El  Paso 


The  terms  preinvasive  cancer  or  carcinoma 
-in-situ  have  become  generally  accepted. 
Most  practitioners  of  medicine  are  familiar 
with  the  terms  exfoliative  cytology  oi-  cyto- 
logical  diagnosis  of  cancer.^  Clinicians  also 
accept  the  fact  that  cytological  screening  of 
asymptomatic  adnlt  women  will  result  in  the 
diagnosis  of  cancer  of  the  cervix  in  from  3 
or  4 asymptomatic,  stage  0 cancers?  How 
been  reported  to  show  that  adequate  therapy 
at  this  stage  of  the  disease  results  in  a cure 
rate  that  approaches  100  percent,  while  the 
over-all  cure  rate  for  cancer  of  the  cervix  is, 
and  has  been  for  many  years,  around  30 
percent. 

While  these  facts  are  generally  accepted, 
certain  questions  remain  unanswered.  Can 
we  afford  to  subject  1000  women  to  a cyto- 
logical examination  in  order  to  discover  3 
or  4 asymptomatic,  stage  0 cancers?  How 
many  false  positive  reports  will  result  in 
needless  operations?  How  can  cytodiagnosis 
of  cancer  of  the  cervix  be  utilized  as  a rou- 
tine office  procedure?  Must  all  positive  cyto- 
logical diagnoses  be  confirmecl  by  biopsy? 
The  answer  to  these  questions  will  require 
time. 

These  questions,  of  necessity,  must  be 
answered  by  the  practicing  clinician  and  in 
order  that  the  questions  may  be  answered 
fairly,  it  must  be  emphasized  that  there  are 
basic  steps  in  the  cytodiagnosis  of  cancer 
that  are  important.  Unless  the  clinician  un- 
derstands this,  the  results  of  his  efforts  are 
usually  disappointing. 

This  paper  is  presented  with  the  hope  that 
some  of  the  basic  concepts  of  cytodiagnosis 
may  be  clarified,  and  to  emphasize  the  im- 
poi'tance  of  each  basic  step  in  the  prepara- 
tion of  a slide  for  cytological  diagnosis. 

I’reparatioii  of  the  Slide 

A clean  speculum  without  any  lubricating 
substance,  even  water,  is  introduced.  Two 
smears  are  made,  one  from  the  cervical  os 
and  one  from  the  posteiior  fornix  with  a 
tightly  wound  swab.  The  motion  of  the  sM^ab 
is  rotary  and  very  little  pressure  is  applied 
to  prevent  distortion  of  cells. 

New  slides  are  used  which  have  previous- 
ly been  cleansed  in  alcohol,  dried  with  a soft 
cloth  and  stored  in  a dust-free  container.  The 
slides  are  numbered  with  a diamond  pencil. 
The  slides  must  be  fixed  in  equal  parts  of 
95  pei’cent  ethyl  alcohol  and  ether  and  should 
not  be  allowed  to  dry,  as  then  the  cells  will 
lose  their  differential  staining  characteristic 
and  all  will  stain  a brilliant  orange. 

It  is  important  that  the  slides  be  thinly 


smeared.  The  purpose  of  the  smears  is  to 
obtain  a sample  of  the  secretion  of  the  cervix 
and  not  a collection  of  the  entire  amount 
present.-  If  coplin  jars  are  not  available,  a 
small  wide-mouthed  bottle  may  be  employed 
for  the  fixative  and  slides  may  be  separated 
from  each  other  in  the  solution  by  applying 
a paper  clip  to  one  slide.  The  fixative  must 
be  sufficient  to  cover  the  slides  entirely. 

Complete  fixation  of  cells  probably  takes 
place  rapidly,  but  10  minutes  at  least  should 
be  allowed  before  staining.®  The  slides  may 
remain  in  the  alcohol  and  ether  solution  for 
as  long  as  several  weeks  without  harm  to 
the  smears.  The  slides  are  sent  to  the  labo- 
ratory for  staining  in  the  fixative  solution 
and  the  fixative  may  be  returned  to  the  cli- 
nician and  used  over  again  for  other  pre- 
parations. 

Staining 

When  we  first  began  our  work  in  cytology, 
we  used  the  regular  hematoxylin  and  eosin 
staining  method.  We  later  changed  to  the 
method  of  Shorr,  but  found  this  unsatisfac- 
tory in  many  instances,  and  we  now  use  the 
technic  of  Papanicolaou,  without  modifica- 
tion. 

We  use  24  staining  dishes  with  distilled 
water,  tap  water,  various  percentages  of  alco- 
hol, lithium  carbonate  for  alkaline  pH,  and 
0.5  percent  of  hydrochloric  acid.  The  primary 
stain  used  is  an  aqueous  solution  of  Harris 
alum  hematoxylin.  The  two  counter-stains 
are  orange  G-6  and  EA-50.  The  hematoxylin 
stains  the  nucleus  a deep  blue  and  a crucial 
step  in  the  staining  procedure  is  the  use  of  the 
0.5  percent  hydrochloric  acid.  If  the  slides  are 
left  in  the  acid  too  long,  hematoxylin  will 
be  removed  and  the  nuclear  differentiation 
will  not  be  sharp.”  The  active  ingredients  of 
OG-6  are  orange  G and  phosphotungstic  acid. 
It  is  this  solution  which  adheres  to  the  cyto- 
plasm of  the  mature  or  cornified  epithelial 
cells  and  the  red  blood  cells.  The  active  in- 
gredients of  EA-50  are  light  green  S.  F, 
yellowish,  Bismark  brown  Y,  and  eosin  Y, 
and  phosphotungstic  and  glacial  acetic  acids. 
It  is  this  solution  which  adheres  to  the  cyto- 
plasm of  the  immature  precornified  cells, 
granulocytes,  histiocytes,  bacteria.  Tricho- 
monas and  mucus. 

After  staining  and  dehydration,  the  slides 
are  mounted  in  Canada  balsam  and  perma- 
nently labeled.  When  mounting  the  slides, 
the  technician  must  be  very  careful  to  avoid 
touching  the  dropper  of  mounting  fluid  to 
the  slide  to  prevent  the  transfer  of  cellular 
material  from  one  slide  to  the  next.  Any 
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cellular  material  in  the  staining  dishes  must 
be  filtered  out  as  this  also  may  be  a source 
of  contamination.- 

liiterprelatioii 

The  technician  who  screens  the  slides  co- 
vers systematically  each  field  of  the  entire 
slide  with  the  low-power  objective  of  the 
microscope.  Any  suspicious  cells  or  groups 
of  cells  are  examined  under  high  dry-power 
and  marked  with  a small  circular  rubbei' 
marker  which  has  previously  been  rubbed 
with  stamp  pad  ink  and  placed  into  the  oil 
immersion  objective  socket.  Thus,  the  area 
to  be  examined  more  closely  by  tlie  pathol- 
ogist will  be  enclosed  by  a black  ring.  This 
process  greatly  expedites  the  final  examina- 
tion of  the  slide  by  the  pathologist.  The  time 
spent  on  each  slide  by  the  technician,  depend- 
ing on  amount  of  material  and  normality  of 
the  smear,  is  approximately  15  minutes. 

The  epithelial  cells  are  described  by  the 
cytology  technician  in  considerable  detail. 
Taken  into  consideration  are:  (1)  size  and 
maturity  of  the  cell;  (2)  cytoplasmic  outline 
and  cytoplasmic  detail,  such  as  granularity, 
inclusions,  vacuoles,  and  staining  character- 
istics; (3)  nuclear  detail,  including  size, 

shape  or  contour,  nuclear  outline,  chromatin, 
size  and  number  of  nucleoli,  mitotic  activity 
and  nuclear  cytoplasmic  ratio;  (4)  arrange- 
ment of  the  cells  in  relation  to  one  another, 
such  as  grouping  or  clustering,  growing  iii 
syncytium,  polarity  of  cells  or  regularity  of 
pattern. 

Cl  assificaiioii 

With  these  factors  in  mind,  each  smear, 
after  screening,  is  given  one  of  five  clas- 
sifications ranging  from  Type  0 through  IV. 

Type  0:  This  will  show  mature  cornified 

and  precornified  squamous  epithelial  cells 
with  small,  uniform  nuclei  and  distinct 
nuclear  outline.  Occasional  intermediate  and 
parabasal  epithelial  cells  are  noted.  Histio- 
cytes, occasional  endocervical  and  endome- 
trial cells,  moderate  to  heavy  admixtures  of 
granulocytes  and  occasional  red  blood  cells 
may  be  present.  This  group  constitutes  the 
normal  slide. 

Type  I:  Cellularity  is  increased.  There 

are  more  precornified  squamous  epithelial 
cells.  The  nuclei  tend  to  be  somewhat  larger 
and  the  nuclear  outline  is  often  hazy  or  ir- 
regular. There  will  be  more  basal  cells  pre- 
sent and  these  are  often  arranged  in  clusters. 
There  may  be  many  histiocytes  and  endo- 
cervical and  endometrial  cells,  often  present 
in  sheets.  A heavy  admixture  of  granulo- 
cytes and  red  blood  cells  are  usually  noted. 
Mild  cervicitis  will  usually  fall  into  this 
group. 

Type  II:  A typical  slide  will  contain 
cells  showing  a moderate  irregularity  of  the 


nuclei  with  increase  in  size  and  some  hyper- 
chromatism. Coarsely  granular  chromatin 
with  margination  or  peripheral  thickening 
is  usually  absent,  but  the  nuclear-cytoplasmic 
ratio  may  be  slightly  altered.  There  will  be 
an  increase  of  precornified,  intermediate  and 
basal  squamous  epithelial  cells,  but  the 
superficial  cells  are  predominantly  involved. 
A severe  trichomonad  infection  and  chronic 
inflammations  of  the  cervix  will  usually  fall 
into  this  group. 

Type  III:  This  will  show  occasional  nor- 

mal superficial  cells  with  a definite  increase 
in  basal  cells.  There  will  be  clustei's  of  large 
irregulai-  cells  with  large,  usually  bland 
nuclei  and  occasional  basal  type  cells  with 
irregularity  of  the  chromatin,  but  without 
large  nucleoli.  There  will  be  bizarre  shapes 
which  are  often  rhomboid  or  triangular.  The 
nuclear  outline  remains  sharp  and  clear. 
The  nuclear-cytoplasmic  ratio  will  be  defi- 
nitely altered.  This  group  represents  meta- 
plasia of  the  epithelial  elements.  The  cells 
of  the  deeper  layers  of  the  cervix  are  in- 
volved. 

Type  IV:  This  slide  will  show  veiy  rare 

matui'e  sciuamous  epithelial  cells.  There  will 
be  large  numbers  of  intermediate,  basal  and 
atypical  cells,  often  keratinized.  The  nuclei 
of  these  cells  will  be  large,  hyperchromatic, 
coarsely  granular,  lobulated,  and  will  con- 
tain one  or  moi-e  prominent  nucleoli.  The 
nuclear  outline  will  be  distinct.  The  cyto- 
plasm will  often  contain  vacuoles  and  in- 
clusions, and  cytoplasmic  outlines  will  be 
bizarre  in  shape.  There  will  usually  be  many 
undifferentiated  cells  present.  The  nuclear- 
cytoplasmic  ratio  is  abnormal.  This  group 
pi’esents  the  true  anaplasia. 

Causes  for  Poor  Preparations 

Occasionally  we  find  slide  preparations  which 
stain  so  poorly  they  must  be  classified  as  un- 
satisfactory. This  may  be  due  to : (a)  drying 
of  the  slide  before  fixation  or  during  any  of 
the  staining  steps;  (b)  the  presence  of  ex- 
cess amounts  of  blood;  (c)  the  use  of  lubri- 
cating jelly  before  the  slide  is  obtained; 
(d)  extreme  amounts  of  mucus;  (e)  the  use 
of  a douche  prior  to  obtaining  the  slide,  as 
water  or  any  chemical  will  distort  the  cells 
and  will  free  the  ai’ea  of  descpiamated  cells; 
(f)  slides  which  are  smeared  too  thickly. 

Causes  for  Error  in  Interpretalion 

There  are  sources  of  error  in  the  inter- 
pretation and  proper  typing  of  slides.  These 
may  arise  from  the  improper  technic  in 
securing  the  prepai-ations,  impropei-  technic 
in  the  smearing  of  the  slides  in  which  the 
cells  are  distorted  or  too  scanty,  or  insuf- 
ficient care  taken  in  the  staining  technic. 
Cells  that  produce  a problem  in  intei'preta- 
tion  are  found  in  chronic  inflammations  in 
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which  there  is  metaplasia.  Histiocytes  oc- 
curring in  clumps  may  be  confusing.  De- 
creased ovarian  function  and  radiation  re- 
actions often  produce  atypical  forms  and 
considerable  experience  is  necessary  to  evalu- 
ate these  changes.  False  negative  reports 
may  occasionally  be  encountered  in  fundic 
tumors  or  very  I’arely  in  tumors  with  such 
extreme  cellular  cohesiveness  that  few  tumor 
cells  will  be  desquamated.-  The  second  type 
of  false  negative  report  is  due  to  such  scant 
numbers  of  malignant  cells  present  that  the 
anaplastic  cells  are  missed  by  the  screener. 

Evaluation  of  Statistics 

Cytology  has  developed  into  a science  of 
extreme  importance  to  the  patient  and  to  the 
clinician.  We  are  a step  nearer  the  diagnosis 
of  cancer  at  a stage  where  cure  is  possible. 
Certain  basic  concepts  must  be  understood, 
however,  for  proper  and  fair  evaluation  of 
the  diagnostic  procedure.  First,  it  is  impor- 
tant that  a definite  policy  be  established  as 
to  the  method  used,  the  terminology  of  diag- 
nosis and  classification,  the  practice  of  re- 
peat smears,  and  the  confirmation  of  malig- 
nancy by  biopsy. If  there  is  no  basic  policy 
followed  there  will  be  only  disappointments 
and  frustration. 

We  feel  that  a pathologist  and  his  screener, 
with  the  right  attitude,  interest  and  will  to 
learn,  through  study  and  diligence,  may 
develop  an  accuracy  of  interpretation  which 
can  aid  the  clinician  and  the  community  in 
the  detection  of  early  cervical  cancers.  If  the 
clinician  will  accept  and  follow  basic  prin- 
ciples, the  cytodiagnosis  of  cancer  can  be 
both  gratifying  and  rewarding,  and  will  af- 
ford the  practicing  physician  a chance  to 
diagnose  cancer  when  it  should  be  diagnosed 
— at  the  routine  physical  examination,  and 
not  when  the  patient  presents  herself  with 
symptoms  and  signs  of  advanced  cancer. 

The  importance  of  follow-up  cytology 
studies  on  equivocal  cases  and  biopsy  of  the 
cervix  for  confirmation  of  positive  cases  is 
a problem  that  has  received  considerable  at- 
tention in  the  past  few  years.^-®  It  is  our 
conviction  that  the  well  prepared  cytological 
smear  has  many  advantages  over  multiple 
biopsies  of  the  normal  appearing  cervix ; and 
unless  there  is  definite  gross  pathological 
change  of  the  cervix,  the  biopsy  is  a hit-and- 
miss  procedure,  while  the  cytological  smear 
will  give  a fair  sampling  of  the  cells  des- 
quamating from  any  area  of  the  cervix.  It 
has  been  our  policy  to  recommend  a circular 
sharp-knife  biopsy  of  the  cei’vix  to  include 
the  entire  muco-cutaneous  junction  in  all 
positive  cytological  diagnoses.  This  is  not  so 
much  for  confirmation  of  the  cytodiagnosis 
as  it  is  to  determine  whether  or  not  the  le- 
sion is  truly  preinvasive. 


There  is  still  considerable  controversy  as 
to  the  proper  procedure  to  pursue  if  the 
ring-biopsy  shows  evidence  of  no  invasion. 
We  will  have  to  wait  for  a satisfactory 
answer  to  this  question  until  a large  number 
of  patients  have  been  followed  after  various 
methods  of  treatment.b'^ 

Summary  and  Conclusions 

1.  Cancer  of  the  cervix  is  not  an  explosive 
phenomenon,  but  a relatively  slow  progres- 
sive process  during  which  there  is  a pre- 
invasive phase. 

2.  Cancer  cells  lose  their  adhesiveness  to 
one  another  and  desquamate  readily,  afford- 
ing the  clinician  an  excellent  opportunity  for 
exfoliative  cytological  studies. 

3.  Errors  in  cytodiagnosis  of  cancer  result 
from  failure  to  follow  basic  principles  in 
technic  and  lack  of  training  and  experience 
in  interpretation. 

4.  Cytodiagnosis  of  cancer,  to  be  practical, 
necessitates  the  use  of  a cytotechnician  or 
“screener”,  but  the  pathologist  must  evaluate 
abnormal  cells  and  make  the  final  classifica- 
tion. 

.5.  Cytodiagnosis  of  cancer  of  the  cervix 
is  of  greatest  value  in  the  diagnosis  of  carci- 
noma-in-situ  or  preinvasive  carcinoma,  and 
should  not  be  used  as  a method  of  diagnosing 
gross  lesions  of  the  cervix.  Suspicious  le- 
sions should  be  biopsied. 

6.  The  clinician  must  be  completely  fami- 
liar with  the  terminology  and  classification 
used  by  the  cytologist. 

7.  Positive  cytological  diagnosis  (Type 
IV)  must  be  confirmed  by  sharp-knife  biop- 
sy of  the  cervix,  to  determine  whether  or 
not  there  is  invasion. 

8.  Equivocal  cases  in  which  there  are  no 
gross  changes  are  best  followed  by  repeat 
cytological  studies.  If  the  cytological  eval- 
uation continues  to  be  questionable  (Type 
III),  a sharp-knife  ring  biopsy  of  the  muco- 
cutaneous junction  should  be  made  and  step 
serial  paraffin  sections  studies. 

9.  Exfoliative  cytological  examinations  of 
the  cervix  are  practical  and  valuable  and  af- 
ford an  opportunity  to  establish  a diagnosis 
of  cancer  at  a stage  where  cure  may  be  af- 
fected. 
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Dr.  E.  J.  Hubbard  of  Dexter,  N.  M. 
Honored  for  50  Years  of  Practice 


Dr.  E.  J.  Hubbard  of  Dexter,  was  lionored 
by  the  Chaves  County  Medical  Society  at  a 
dinner  in  the  Nickson  Hotel  in  Rosvv^ell, 

M.,  for  his  50  years  of  service  and  practice 
of  medicine.  He  was  presented  with  a wrist 
watch  by  his  colleagues  during  the  program 
of  the  commemorative  event,  at  wliich  the 
members  of  the  Eddy  County  Medical  Socie- 
ty were  also  guests. 

Dr.  Hubbard  was  born  June  24,  1879,  in 
Jaynesville,  Miss.,  into  a family  of  eight 
children.  He  received  his  elementary  educa- 
tion in  Jaynesville  and  his  high  school  degree 
in  Millsaps,  Miss. 

He  attended  the  University  of  Mississippi 
in  1897  and  1898  where  he  played  football  as 
an  end  cn  the  varsity  team.  Dr.  Hubbard 
entered  the  Pharmaceutical  Department  of 
Tulane  University  in  New  Orleans,  La., 
in  1899  receiving  his  degree  in  pharmacy  in 
1901. 

Slii(lie<l  at  Tulane 

He  supported  his  subsequent  medical  edu- 
cation at  Tulane  working  in  various  New 
Orleans  drug  stores  at  night  and  over  the 
week  ends.  His  M.  D.  degree  was  conferred 
by  Tulane  University  in  1904,  and  his  in- 
ternship year  was  spent  at  Vicksburg  State 
Hospital  in  Mississippi  in  1904  and  1905. 

Dr.  Hubbard  entered  the  practice  of  med- 
icine in  New  Hebron,  Miss.,  in  1900  as  a 
general  practitioner.  Within  nine  months, 
however,  he  contracted  pulmonary  tubercu- 
losis complicated  by  severe  hemorrhages.  As 
was  the  custom  in  those  days,  he  decided  to 
move  west,  first,  to  San  Antonio  for  a few 
months  and  later  to  El  Paso  where  he  re- 
mained for  several  months  in  the  olcf 
Hendricks  Sanatorium. 

In  1907  Dr.  Hubbard  obtained  a position 
as  company  physician  for  a construction 
gang  in  Mexico  that  was  building  a road 
between  Juarez  and  Durango.  Upon  comple- 
tion of  this  project,  he  obtained  employment 
at  Casas  Grandes,  Mexico,  as  a physician 
with  the  American  Smelter  Company.  He 
found  it  judicious,  as  did  other  foreigners, 
to  leave  old  Mexico  during  the  battle  of 
Juarez  in  the  heyday  of  the  late  Pancho 
Villa. 

Farm  Near  Dexter 

Dr.  Hubbard  came  to  Dexter  in  1911, 
where  he  purchased  a farm,  intent  upon  re- 
tiring. His  tuberculosis  was  still  semi-active 
and  occasionally  was  complicated  by  danger- 
ous pulmonary  hemorrhages. 


Save  for  service  during  World  War  I,  as 
an  officer  in  the  U.  S.  Army  Medical  Corps 
at  Fort  Riley,  Kan.,  and  Camp  Wheeler,  Ga., 
he  has  remained  in  Dexter  ever  since.  De- 
spite his  advanced  years,  he  continues  as  an 
active  general  practitioner.  He  has  delivered 
thousands  of  babies  and  is  presently  caring 
foi-  confinements  of  both  daughters  and 
granddaughters  of  women  delivered  by  him 
years  ago. 

Dr.  Hubbard  was  married  to  Rose  Graham 
on  Dec.  6,  1911,  in  Roswell.  They  have  four 
children,  Thomas  J.,  a construction  and 
maintenance  engineer  with  a mining  concern 
at  Hurley,  N.  M.;  Jack,  the  owner  of  a drug 
and  variety  store  in  Dexter;  Mrs.  Rose  Prais- 
ner,  wife  of  Capt.  Ed.  Praisner  of  the  NMMI 
faculty;  and  David,  a psychiatrist  in  Dallas. 
— E.  W.  LANDER,  M.D.,  Roswell,  N.  M. 
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Louis  J.  Manhoff,  Jr.,  M.  D.,  Medical  Director 


Give  Us  A Trial  On  Your 

TAYLOR  BACK  BRACE 

Orders 

• Send  the  following  measurements:  from 
level  of  shoulders  to  tip  of  sacrum;  circum- 
ference of  pelvis  above  trochanters;  circum- 
ference of  waist;  height  and  weight. 

ChHMcfikef^ 

Stace  an4  Cc. 

813  N.  Cedar  at  Five  Points 


5-3841 


EL  PASO,  TEXAS 


The  McMath 
Co.,  Inc. 

printing  ir  Spck 

1] 

Let  Us  Bind  Your  1954  Copies  of 

Southwestern  Medicine 


DIAL  3-3681 


Wyoming  at  Cotton 


El  Paso,  Texas 


We  Carry  A Complete  Line  of 

DIABETIC  FOODS  AND  SUPPLIES 

MCKEE’S  PRESCRIPTION  PHARMACY 

105- A East  San  Antonio  St.,  El  Paso 
Dial  2-2693 


C.  G.  McDow  and  Son,  Props. 


419-421  South  Stanton  St.  2-4473  El  Paso,  Texas 

EXTER-TONELLA  MORTUARY,  INC. 

STRICTLY  ETHICAL 

108  Yale  Blvd.,  S.  E.  3-4571  Albuquerque,  N.  M. 

For  Your  Convenience 
Use  Our  Handy  Charge- A- Plate  Servicel 


Ihe  uiliile  liDuse 


El  Paso,  Texas 


Richard  E.  Martin 

Martin  Mortuary 

710  N.  Stanton  St.  2-3691  El  Paso,  Texas 

JRobeliatrcr  -^Miller 

AMBULANCE  SERVICE 

Phone  5-2748 

2600  East  Yandell  Blvd.  El  Paso,  Texas 

It’s 

Sweeney ’s 


FOR  PRESCRIPTIONS 

MILLS  BLDG.  — PHONE  3-4445  — EL  PASO,  TEXAS 

CITYWIDE  DELIVERY  SERVICE 


X 
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REVICAPS  provide  easy  appetite-control  for  those  patients  who  are 
dangerously  overweight,  and  they  are  ideal  for  the  man  or  woman 
who  doesn’t  require  a drastic  diet,  but  will  benefit  from  losing  a 
few  pounds. 

REVICAPS  supply  d-Amphetamine  to  elevate  the  patient’s  mood, 
methylcellulose  to  furnish  bulk,  21  essential  vitamins  and  minerals. 


The  prescription  product  that  helps  reduce  weight 


Bottles  of  100  and  1,000 
...sold on  prescription  only. 

Dosage:  1 or  2 capsules,  Vi 
to  1 hour  before  each  meal. 


REVICAPS 

d-Amphetamine — Vitamins  and  Minerals  Lederle 


LEDERLE  LABORATORIES  DIVISION  American 


C^anamiJ  ■ 


COMPANV  Pearl  River.  New  York  | 


Price’s  are  the  only  suppliers 
of  Certified  Milk  between  San 
Antonio  and  Los  Angeles. 
Our  production,  on  our  Lower 
Valley  Dairy  Farm,  is  under 
the  supervision  of  the  El  Paso 
County  Medical  Milk 
Commission. 

• 

CERTIFIED  HOLSTEIN  MILK 
CERTIFIED  FAT- FREE  MILK 
CERTIFIED  GOAT’S  MILK 


Please  write  or  call  Price’s  Creameries,  Inc., 
El  Paso,  Texas,  for  descriptive  literature. 


Located  in  The 
New  Medical  Center 


THE  TERRACE 

El  Paso's  Smartest  Restaurant 


Phone  2-3545 

Facilities  For 

Private  Parties  and  Banquets 


HARDING  AND  ORR 

Funeral  Home 

• 

EL  PASO.  TEXAS 

320  Montana  3-1646 


Only  at  the  Popular  in  El  Paso  . . . 

STACY  ADAMS  FOOTWEAR 

MEZZANINE,  MEN'S  STORE 

POPULAR  DRY  GOODS  CO. 

MORTUARY 

910  Grand  Ave.,  N.  E.  3-4404  Albuquerque,  N.  M. 


S^uthu^eMefH  S^utfical 

CptnftaHif 

Your  Complete  Source  in  The  Southwest  For  All  Ethical 
Medical  Equipment  and  Supplies 

EL  PASO  ALBUQUERQUE  TUCSON  PHOENIX 


Raster  & Maxon 

Funeral  Home 

El  Paso,  Texas  2-3431 

TAYLOR-SIMPKINS,  INC. 

MEDICAL  OXYGEN 

2123  T«xas  Street  3-0952  El  Pete,  Texae 

Nights  — Call  5-0359,  or  5-3060 

GUNNING  & CASTEEL  DRUG  STORES 

Complete  Prescription  Service  in  8 Conveniently  Located  Stores 


WARNER  DRUG  CO. 

IN  FRONT  OF  THE  POST  OFFICE 

Our  Prescription  Department  1s 
NEVER  Without  a 
Registered  Pharmacist  on  Duty 


Direct  Physician's  Phone  to 
Prescription  Department  — 3-2352 


EL  PASO,  TEXAS 


YSLETA,  TEXAS 


SOUTHWESTERN  MEDICINE 


'The  U.  S.  - Mexico  Regional  Medical  Journal  serving  West  Texas,  Neii>  Mexico,  Arizona  and  Northern  Mexico 

Official  Journal  of 

SOUTHWESTERN  MEDICAL  ASSOCIATION  and  EL  PASO  COUNTY  MEDICAL  SOCIETY 
VOL.  XXXVI  JANUARY,  1955  No.  1 


BOARD  OF  MANAGERS 


Joseph  Bank,  M.  D. 

A.  G.  Herrera,  M.  D. 

John  H.  Dettweiler,  M.  D. 

Louis  Jekel,  M.  D. 

H.  D.  Garret,  M.  D. 

Earl  Malon'e,  M.  D. 

Maynard  Hart,  M.  D. 

Celso  C.  Stapp,  M.  D. 

EDITOR 

401-3  Banner  Building, 

El  Paso,  Texas 

MANAGING  EDITOR 

520  Montana  Street,  El  Paso,  Texas 
ASSOCIATE  EDITORS 

Branch  Craige,  M.  D.  Maurice  P.  Spearman,  M.  D. 

• 

ADVERTISING  AND  SUBSCRIPTION  OFFICES 
310  North  Stanton  Street,  El  Paso,  Texas 
Printed  at  McMath  Co.,  Inc. 

P.  0.  Box  1887,  El  Paso,  Texas 
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30  West  Washington  Street,  Chicago,  III.,  Dearborn  2-5148 
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SOUTHWESTERN  MEDICAL  ASSOCIATION  OFFICERS 


President Joseph  Bank,  M.  D.,  Phoenix 

President-Elect John  H.  Dettweiler,  M.  D.,  Albuquerque 

Vice-President Earl  Malone,  M.  D.,  Roswell 

Secretary-Treasurer Celso  C.  Stapp,  M.  D.,  El  Paso 

Executive  Committee Louis  Jekel,  M.  D.,  Phoenix 

Maynard  Hart,  M.  D.,  El  Paso  - A.  G.  Herrera,  M.  D.,  Chihuahua  City 

EL  PASO  COUNTY  MEDICAL  SOCIETY  OFFICERS 

President  Joe  R.  Floyd,  M.  D. 

President-Elect Newton  F.  Walker,  M.  D. 

Vice-President Robert  F.  Thompson,  M.  D. 

Secretary-Treasurer Merle  D.  Thomas,  M.  D. 


Regional  Editors 

ARIZONA 

DOUGLAS: — Dr.  James  S.  Walsh,  631  Ninth  Street. 

FLAGSTAFF:— Dr.  D.  W.  Kittredge,  Jr. 

MESA: — Dr.  Angus  J.  Fillmore,  34  North  McDonald  Street. 

PHOENIX: — Dr.  Thomas  H.  Bate,  15  East  Monroe  Street. 
PRESCOTT:— Dr.  Harry  T.  Southworth,  434  West  Gurley  Street. 
TUCSON:— Dr.  N.  K.  Thomas,  130  South  Scott  Street. 

NEW  MEXICO 
ALBUQUERQUE: — Dr.  Robert  Friedenberg, 

2929  Monte  Vista  Blvd.,  N.  E. 

CARLSBAD:— Dr.  J.  W.  Hillsman,  Medical  Arts  Bldg. 

GALLUP:— Dr.  Vincent  Accardi,  202  W.  Hill. 

HOBBS: — Dr.  W.  E.  Badger,  200  North  Dalmont  Street. 

TRUTH  OR  CONSEQUENCES:— Dr.  H.  B.  Johnson,  530  W.  Broadway. 
LAS  CRUCES:— Dr.  L.  S.  Evans,  217  W.  Court  Street. 

LAS  VEGAS:— Dr.  Volney  S.  Cheney,  817  Seventh  Street. 
LORDSBURG:— Dr.  E.  C.  DeMoss,  Box  577. 

RATON: — Dr.  J.  Hunt  Burress,  209  Cook  Ave. 

ROSWELL:— Dr.  E.  W.  Lander,  211  West  Third  Street. 

SANTA  FE:  Dr.  Eric  P.  Hausner,  Coronado  Bldg. 

SILVER  CITY  - FORT  BAYARD  - SANTA  RITA:— Dr.  E.  A.  Rygh, 
Santa  Rita  Hospital. 

TUCUMCARI:— Dr.  Thomas  B.  Hoover,  315  South  Second  Street. 
WEST  TEXAS 

ALPINE  - MARFA:— Dr.  M.  V.  Hill,  Alpine. 

DEL  RIO: — Dr.  L.  M.  Cartall,  501  Del  Rio  National  Bank  Bldg. 
KERMIT  - MONAHANS  - PECOS:— Dr.  W.  H.  McClure,  Kermit. 
MIDLAND:— Dr.  L.  W.  Leggett,  Leggett  Bldg. 

ODESSA:— Dr.  Emmett  Headlee,  Box  3112. 

MEXICO 

CHIHUAHUA,  CHIH.:— Dr.  Julio  Ornelas  K.,  Ojinaga  209. 
DURANGO,  DGO.: — Dr.  Alfonso  P.  Gavilan,  Zaragoza  508  Sur. 
JUAREZ,  CHIH.: — Or.  Luis  Valdes,  16  de  Septiembre  1000  Orlente. 
NACOZARI  DE  GARCIA,  SONORA:— Dr.  Manuel  S.  Perez  Mesquita. 
NUEVO  CASAS  GRANDES,  CHIH.:— Dr.  LeRoy  Hatch. 

TORREON,  COAHUILA: — Dr.  Alvaro  Rodriquez  Villareal,  Cllnica  de 
Radiologia,  Morelos  No.  833  Pte. 


Providence  Memorial  Hospital 

The  Southwesfs  Most  Modern  Hospital 

APPROVED  BY  THE  JOINT  COMMISSION  ON  HOSPITAL  ACCREDITATION 

COMPLETE  DIAGNOSTIC  and  TREATMENT  FACILITIES 
OUTSTANDING  CHEMISTRY  LABORATORY  ISOTOPE  THERAPY  AND  STUDIES 


2001  North  Oregon  Street 


El  Paso,  Texas 
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SAUL  B.  APPEL,  M.  D. 

Certified  by  the  American  Board  of  Internal  Medicine 

CLEMENT  C.  BOEHLER,  M.  D.,  F.  A.  C.  S. 

DIPLOMATE  AMERICAN  BOARD  OBSTETRICS  AND  GYNECOLOGY 

INTERNAL  MEDICINE 
CARDIOVASCULAR  DISEASES 

H.  W.  DEMAREST,  M.  D. 

PRACTICE  LIMITED  TO  OBSTETRICS  AND  GYNECOLOGY 

1201  First  National  Bldg.  3-5201  El  Paso,  Texas 

Suite  8A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-6591  El  Paso,  Texas 

JOSEPH  BANK,  M.  D. 

C.  PARDUE  BUNCH,  M.  D. 

Diplomate  of  American  Board  of  Internal  Medicine 
And  American  Board  of  Gastroenterology 

OWEN  C.  TAYLOR,  JR.,  M.  D. 

GASTROENTEROLOGY,  GASTROSCOPY 

— GENERAL  PRACTICE  — 

800  North  First  Ave.  Alpine  4-7245  Phoenix,  Arizona 

405  S.  Second  St.  Phones  480  - 1375  Artesia,  N.  M. 

FRANK  0.  BARRETT 
ANESTHESIOLOGY  ASSOCIATES 

FRANK  0.  BARRETT,  M.  D. 

MERLE  D.  THOMAS,  M.  D, 

(Diplomates  American  Board  of  Anesthesiology) 

ALFRED  SORENSON,  M.  D. 

JOHN  W.  REDELES,  M.  D. 

ANESTHESIOLOGY 

612  Mills  Bldg.  3-8431  El  Paso,  Texas 

BYRON  BUTLER,  M.  D. 

Med.  Sc.  D.  In  Ob.  & Gyn.  (Col.  Uni.) 

Gynecology  & Infertility 
Radical  Pelvic  Surgery 
Reconstructive  Pelvic  Surgery 

550  W.  Thomas  Rd.  Phone:  Cr.  4-6371  Phoenix,  Ariz. 

OTTO  L.  BENDHEIM,  M.  D. 

2350  Physicians  Read 

DIPLOMATS  AMERICAN  BOARD  OF  PSYCHIATRY  & NEUROLOGY 

Southivestern  Medicine 

1515  N.  Ninth  St.  ALpine  8-2607  Phoenix,  Ariz. 

RAYMOND  j.  BENNETT,  M.  D. 

Diplomate  of  the  American  Board  of  Neurology  and  Psychiatry 

BASIL  K.  BYRNE,  M.  D. 

PEDIATRICS 

PRACTICE  LIMITED  TO  NEUROPSYCHIATRY 

Suite  7A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-1177  El  Paso,  Texas 

Suite  4A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-8487  El  Paso,  Texas 

JACK  A.  BERNARD,  M.  D. 

Diplomate  American  Board  of  Internal  Medicine 

DAVID  M.  CAMERON,  M.  D.,  F.  A.  C.  S. 

(Certified  by  The  American  Board  of  Orthopedic  Surgery) 

INTERNAL  MEDICINE 
CARDIOVASCULAR  DISEASES 

A.  E.  LUCKETT,  M.  D. 

(Certified  by  The  American  Board  of  Orthopedic  Surgery) 

ORTHOPEDIC  SURGERY 

Suite  3C  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-8151  El  Paso,  Texas 

Suite  5A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-3421  El  Paso,  Texas 

LOUIS  W.  BRECK,  M.D. 

ROBERT  J.  CARDWELL,  M.  D. 

(Diplomate  American  Board  of  Obstetrics  and  Gynecology) 

WARD  EVANS,  M.  D. 

W.  COMPERE  BASOM,  M.D. 

(Diplomate  American  Board  of  Surgery) 

MORTON  H.  LEONARD,  M.D. 

414  Banner  Building  3-7587  El  Paso,  Texas 

Diplomates  of  the  American  Board  of  Orthopaedic  Surgery 

CASA  GRANDE  CLINIC 

ORTHOPAEDIC  SURGERY 

H.  B.  LEHMBERG,  Wl.  D.  J.  T.  O'NEIL,  M.  D. 

R.  Z.  COLLINGS,  JR.,  M.  D. 

GENERAL  PRACTICE 

520  Montana  Telephone  3-1671  El  Paso,  Texas 

113  W.  Second  St.  Phones  4495  • 4496  Casa  Grande,  Ariz. 
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ROBERT  N.  CAYLOR,  M.  D. 

E.  S.  CROSSETT,  M.  D. 

Diplomate  American  Board  of  Surgery 

Practice  Limited  to  Ophthalmology 

THORACIC  SURGERY 

207  Medical  Arts  Bldg. 

Cardiovascular  Surgery  Broncho-Esophagology 

415  East  Yandell  Blvd.  3-5897  El  Paso,  Texas 

415  E.  Yandell  Blvd.  3-8511  or  2-2474  El  Paso,  Tex. 

CHILDREN'S  CLINIC 

109  North  Union 

Roswell  N.  Mex. 

Allen  C.  Service,  M.  D.  Karl  L.  Bergener,  M.  D. 

American  Board  of  Pediatrics 

WICKLIFFE  R.  CURTIS,  M.  D.,  F.A.C.S. 

Diplomate  American  Board  of  Urology 

JAMES  D.  BOZZELL,  M.  D. 

— PRACTICE  LIMITED  TO  UROLOGY  — 

Suite  3B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-1426  £1  Paso,  Texas 

MANLEY  B.  COHEN,  M.  D. 

Practice  Limited  to: 

RICHARD  E.  H.  DUISBERG,  M.  D. 

THORACIC  SURGERY 
CARDIOVASCULAR  SURGERY 

(Diplomate  American  Board  of  Psychiatry  and  Neurology) 

BRONCHOSCOPY-ESOPHAGOSCOPY 

415  East  Yandell  Boulevard  3-3353  El  Paso,  Texas 

1313  North  Second  Street  Phones:  AL  3-6701 

Phoenix,  Arizona  aL  2-4542 

WILLIAM  1.  COLDWELL,  M.  D. 

Certified  by  the  American  Board  of  Internai  Medicine 

2350  Physicians  Read 

— INTERNAL  MEDICINE  — 

800  Montana  St.  3-8373  El  Paso,  Texas 

Southwestern  Medicine 

W 0.  CONNOR,  JR.,  M.  D.,  F.  A.  C.  S, 

L.  0.  DUTTON,  M.  D. 

Practice  Limited  to  Obstetrics  and  Gynecology 

ALLERGY 

Medical  Arts  Square  7-8661  Albuquerque,  N.  M. 

616  Mills  Bldg.  2-3671  El  Paso,  Texas 

P G.  CORNISH,  M.D.,  F.  A.  C.  S. 

ORVILLE  E.  EGBERT,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  Internal  Medicine 

GENERAL  SURGERY 

ALLERGY 

DISEASES  OF  THE  CHEST 

Medical  Arts  Square 

801  Enclfio  Place,  Suite  6 2-1333  Albuquerque,  N.  M. 

Suite  3E  1501  Arizona  Street 

El  Paso  Medical  Center  El  Paso,  Texas 

BRANCH  CRAIGE,  M.  D. 

(Certified  by  American  Board  of  Internal  Medicine) 

HAROLD  EIDINOFF,  M.  D. 

INTERNAL  MEDICINE 

PRACTICE  LIMITED  TO  PROCTOLOGY 

Suite  5B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-6931  El  Paso,  Texas 

Suite  4B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-3305  El  Paso,  Texas 

FREDERIC  E.  CRESSMAN,  M.  D. 

Diplomate  of  American  Board  of  Ophthalmology 

JOHN  A.  EISENBEISS,  M.  D.,  F.  A.  C.  S. 
E.  THORNTON  PFEIL,  M.  D.,  F.  A.  C.  S. 

Diplomates  of  the  American  Board  of  Neurological  Surgery 

OPHTHALMOLOGY,  OTOLARYNGOLOGY 

Lois  Grunow  Memorial  Clinic 

102  South  Second  973  Artesia,  New  Mexico 

926  East  McDowell  Road  AL  4-3151  Phoenix,  Arizona 

102  South  Second 


Phoenix,  Arizona 
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LESTER  C.  FEENER,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  Internal  Medicine 

HASKELL  D HATFIELD,  M.  D.,  F.  A.  C.  S. 

(Diplomate  American  Board  of  Otolaryngology) 

INTERNAL  MEDICINE 
CARDIOVASCULAR  DISEASES 

PRACTICE  LIMITED  TO  OTOLARYNGOLOGY 
LARYNGEAL  SURGERY  and  BRONCHO-ESOPHAGOSCOPY 

404  Banner  Bldg.  2-5771  £I  Paso,  Texas 

Suite  4E  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-3201  El  Paso,  Texas 

JOE  R.  FLOYD,  M.  D.,  F.  A.  C.  S. 

GENERAL  SURGERY 

MALONE  V.  HILL,  M.  D.,  F.  A.  C.  S. 

GENERAL  SURGERY 

Suite  9E  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-5881  El  Paso,  Texas 

123  North  Sixth  Street  600  Alpine,  Texas 

1130  N.  Central  Ave.  Memorial  Hospital 

DOUGLAS  D.  GAIN,  M.  D. 
ERNEST  H.  PRICE,  M.  D. 

HERBERT  E.  HIPPS,  M.  D. 

Diplomates  of  American  Board  of  Radiology 
X-RAY  THERAPY  and  DIAGWOSIS 
RADIUM  THERAPY  — RADIOACTIVE  ISOTOPES 

ORTHOPEDIC  SURGERY 

AL  8-8436  Phoenix,  Arizona  AL  8-7531 

1612  Columbus  Ave.  4-4701  Waco,  Tex. 

CHARLES  E.  GALT,  JR.,  M.  D. 

i DRS.  HOGSETT  and  HARGAN 

Practice  limited  to  Obstetrics  and  Gynecology 

G.  C.  Hogsett,  M.  D.  J.  L.  Hargan,  M.  D. 

OBSltlKKJb  and  HtuiAiKiUb 

513  West  Fox  St.  Phone  5-5015  Carlshad,  N.  M 

Medical  Arts  Bldg.  5-4156  Carlsbad,  N.  M. 

H.  M.  GIBSON,  M.  D.,  F.  A.  C.  S. 

(Certified  by  American  Board  of  Urology) 

2350  Physicians  Read 

PRACTICE  LIMITED  TO  UROLOGY 

Southwestern  Medicine 

209  Medical  Arts  Bldg.  2-8130  El  Paso,  Texas 

JAMES  J.  GORMAN,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  of  Internal  Medicine 

RUSSELL  HOLT,  M.  D. 

B.  LYNN  GOODLOE,  M.  D. 
JACK  T.  RUSH,  M.  D. 

DIAGNOSIS  — GASTROENTEROLOGY 

GENERAL  and  GYNECOLOGICAL  SURGERY 
MEDICAL  ARTS  BUILDING 

701  First  National  Building  2-6221  El  Paso,  Texas 

415  East  Yandell  Blvd  3-3443  El  Paso,  Texas 

J.  LEIGHTON  GREEN,  M.  D.,  F.  A.  C.  S. 

RALPH  H HOMAN,  M.  D.,  F.  A.  C.  P. 

CARDIOLOGY 

GENERAL  and  GYNECOLOGICAL  SURGERY 

ROBERT  B.  HOMAN,  JR.,  M.D.,  F.A.C.S. 

DISEASES  OF  THE  CHEST  — THORACIC  SURGERY 

Suite  3A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-9032  El  Paso,  Texas 

Suite 7D  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-1409  El  Paso,  Texas 

HERMAN  J.  HARVIS,  M.  D. 

ALBERT  M.  HORNE,  M.  D.,  D.  A.  B.  R. 

GENERAL  PRACTICE 

RADIOLOGY 

708  Denver  St.  4-2844  Plainview,  Tex. 

2200  West  Illinois  3-3402  Midland,  Tex. 
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GEORGE  W.  HORTON,  M.  D. 

TRUETT  L.  MADDOX,  D.  D.  S. 

PRACTICE  LIMITED  TO  ORTHOPEDICS 

ORAL  SURGERY 

413  N.  Lincoln  7-6641  Odessa,  Texas 

Suite  9A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-3659  El  Paso,  Texas 

W.  A.  JONES,  M.  D. 

Diplomate  American  Board  of  Neurological  Surgery 

MARSHALL  CLINIC 

NEUROLOGICAL  SURGERY 

ROSWELL,  NEW  MEXICO 

Suite  1C  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-9927  El  Paso,  Texas 

1.  J.  Marshall,  M.  D. 

G.  H.  Jordan,  M.D,  F.A.C.S.  C.  E.  Webb,  M.D.,  F.A.C.S. 

Steve  Marshall,  M.  D. 

DRS  JORDAN  AND  WEBB 

Diplomates  American  Board  of  Surgery 

Earl  A.  Latimer,  Jr.,  M.  D. 

GENERAL  and  GYNECOLOGICAL  SURGERY 

D.  H.  Cahoon,  M.  D. 

Suite  7B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-1693  El  Paso,  Texas 

H.  D.  Johnson,  D.  D.  S. 

LINDELL  M.  KINMAN,  M.  D. 

C.  H.  MASON,  M.  D. 

Diplomate  American  Board  of  Urology 

UROLOGY 

M.  S.  HART,  M.  D. 

300  West  Alameda  Phone  4559  Roswell,  N M 

R.  F.  BOVERIE,  M.  D. 

G.  L.  BLACK,  M.  D. 

HERMAN  A.  KLING,  M.  D. 

Associate  Fellow  American  Proctologic  Society 

RADIOTHERAPY  — ROENTGENOLOGY  — PATHOLOGY 

Diseases  of  the  Colon  and  Rectum 

El  Paso  Medical  Center 

1501  Arizona  St..  Suite  2A  3-4478 

107  Girard  Blvd.,  S.  E.  5-1113  Albuquerque,  N.  M. 

105  Medical  Arts  Bldg.  3-7092  El  Paso,  Texas 

HOWARD  C.  LAWRENCE,  M.  D. 

Diplomate  American  Board  of  Plastic  Surgery 

2350  Pliysicicnis  Read 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

709  Professional  Building  Alpine  8-4101  Phoenix,  Arizona 

SoutJiivesteni  Medicine 

LABORATORY 
X-RAY  — CLINICAL-PATHOLOGY 

0.  LEGANT,  M.  D. 

Diplomate  American  Board  of  Radiology 

H,  V.  BEIGHLEY,  M.  D. 

Diplomate  American  Board  of  Pathology 
106  S.  Girard  Ave.  2-2636  Albuquerque,  N.  M. 

BERNARD  L.  MELTON,  M.  D. 

F A.  C.  S.,  F.  1 C.  S. 

EYE,  EAR,  NOSE  AND  THROAT 

Certified  by  American  BoarO  of  Ophthalmology 
Certified  by  American  Board  of  Otolaryngology 
Certified  by  International  College  of  Surgeons 
603  Professional  Bldg.  3-8209  Phoenix,  Arizona 

LEROY  J.  MILLER,  M.  D. 

CHARLES  P.  C.  LOGSDON,  M.  D. 

M.  ROBERT  KLEBANOFF,  M.  D. 

CARDIOLOGY 

NEUROLOGICAL  SURGERY 

415  E.  Yandell  Blvd.  3-7916  El  Paso,  Texas 

106  S.  Girard  Ave.  5-4831  Albuquerque,  N.  M 
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CLINTON  W.  MORGAN,  M.  D. 

NEUROLOGICAL  SURGERY 

215  Oak  1\].  E.  3-6195  Albuquerque,  N.  M. 
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J.  H.  MULLEN,  D.  D.  S. 

GENERAL  DENTISTRY 
(Special  Consideration  Given  Children) 

1335  First  National  Bldg.  3-8687  El  Paso,  Texas 


A.  WILLIAM  MULTHAUF,  M.D.,  F.A.C.S. 

UROLOGICAL  DIAGNOSIS  AND  SURGERY 

1315  First  National  Bldg.  3-8986  El  Paso,  Texas 


WALLACE  E NISSEN,  M.  D.,  F.  A.  C.  S. 
W.  W.  KRIDELBAUGH,  M.  D.,  F.  A.  C.  S. 

GENERAL  SURGERY 

Medical  Arts  Square 

801  Encino  Place,  Suite  35  3-2251  Albuquerque,  N.  M 

THE  ORTHOPEDIC  CLINIC 

Orthopedic  Surgery 

W.  A.  BISHOP,  JR.,  M.  D.,  F.  A.  C.  S. 

ALVIN  L.  SWENSON,  M.  D. 

RAY  FIFE,  M.  D. 

SIDNEY  L.  STOVALL,  M.  D.,  F.  A.  C.  S. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
DE  WITT  W.  ENGLUND,  M.  D.,  ARTHRITIS 

1313  North  Second  Street  — Phone  ALpine  8-1586  — Phoenix,  ArIz 


JAMES  M.  OVENS,  M.  D. 

F.  A.  C.  S.,  F.  I.  C.  S. 

Diplomate  American  Board  of  Surgery 

CANCER  AND  TUMOR  SURGERY  X-RAY  AND 
RADIUM  THERAPY 

608  Professional  Building  AL  4-1973  Phoenix,  Ariz. 


ROBERT  E.  PARKINS,  D.  D.  S. 

GENERAL  DENTISTRY 
(Special  Consideration  Given  to  Children) 

Suite  IE  1501  Arizona  Street 

Phone  3-1245  El  Paso  Medical  Center  El  Paso,  Texas 


EDWARD  PARNALL,  M.D.,  F.A.A.O.S. 

Diplomate  American  Board  of  Orthopedic  Surgery 
ORTHOPEDIC  SURGERY 

1 Medical  Arts  Square  2-4228  Albuquerque,  N.  M. 

JACK  C.  POSTLEWAITE,  M.  D. 

Diplomate  American  Board  of  Internal  Medicine 

Suite  5D  1501  Arizona  St. 

El  Paso  Medical  Center  2-1385  El  Paso,  Texas 


VINCENT  M.  RAVEL,  M.  D. 
CHARLES  C.  McVAUGH,  M.  D. 

— RADIOLOGY  — 

Mills  Building  and 

800  Montana  Street  2-3459  El  Paso,  Texas 

RISSLER-WOLLMANN  CLINIC 
ROSS  W.  RISSLER,  M.  D. 

(Certified  by  the  American  Board  of  Internal  Medicine) 

INTERNAL  MEDICINE— CARDIOLOGY 

WALTER  W.  WOLLMANN,  M.D.,  F.A.C.S. 

(Certified  by  the  American  Board  of  Surgery) 

GENERAL  SURGERY 

2001  Grant  Ave.  3-1601  El  Paso,  Texas 

ROY  R.  ROBERTSON,  M.  D. 

INTERNAL  MEDICINE  AND  CARDIOVASCULAR  DISEASES 

Medical  Arts  Square 

801  Encino  Place,  Suite  20  2-9619  Albuquerque,  N.  M. 


CECIL  A.  ROBINSON,  M.  D. 

Practice  Limited  to  Orthopedics 

111  Pine  St.  2541  Kermit,  Texas 
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J.  S.  RODEN,  M.  D. 

GYNECOLOGY 

Southwestern  M edicine 

W.  S.  PARKS,  Jr„  M.  D. 

OBSTETRICS  AND  GYNECOLOGY 

2350  Physicians  Read 

G.  H,  LANG,  M.  D. 

D.  J.  SIBLEY,  JR.,  M.  D. 

OBSTETRICS 

GENERAL  PRACTICE 

108  N.  Garfield  St.  4-6592  Midland,  Texas 

Box  367  Phone  584  Ft.  Stockton,  Texas 

S.  PERRY  ROGERS,  M.  D. 

EUGENE  P.  SIMMS,  M.  D. 

ORTHOPEDIC  SURGERY 

— GENERAL  PRACTICE  — 

Suite  2B  El  Paso  Medical  Center  1501  Arizona  Street 

Medical  Arts  Center 

Phone  2-4433  El  Paso,  Texas 

1213  Tenth  Street  Phone  8 Alamogordo,  N.  M. 

GEORGE  M.  SCHLENKER,  M.  D. 

GERALD  A SLUSSER,  M.  D.,  A.  1.  C.  S. 

Practice  Limited  To  Neuro-Psychiatry 

Medical  Arts  Building 

SURGERY  AND  OBSTETRICS 

415  E.  Yandell  Blvd.  3-7366  El  Paso,  Texas 

100  Booker  Bldg.  Phone  670  Artesla,  N.  M. 

LESLIE  M.  SMITH,  M.  D.  H.  D.  GARRETT,  M.  D. 

WILLARD  W.  SCHUESSLER,  M.  D. 

Diplomate  American  Board  of  Plastic  Surgery 

DONALD  H.  EWALT,  M.  D. 

Plastic,  Reconstructive  Surgery  and 
Maxillo-facial  Surgery 

1501  Arizona  St.  Medical  Center,  Suite  4-C  El  Paso,  Texas 

DRS.  SMITH  AND  GARRETT 

Diplomates  American  Board  of  Dermatology  and  Syphllology 

DISEASES  OF  THE  SKIN 
X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 
Suite  3D  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-6172  El  Paso,  Texas 

F.  P SCHUSTER,  M.  D, 
S.  A.  SCHUSTER,  M.  D. 

M.  P.  SPEARMAN,  M.  D.,  F.  A.  C.  S. 

Diplomate  American  Board  of  Otolaryngology 

NEWTON  F WALKER,  M.  D. 

EYE  - EAR  - NOSE  - THROAT 

EYE,  EAR,  NOSE  AND  THROAT-BRONCHOSCOPY 

First  National  Bldg.  2-1495  El  Paso,  Texas 

Suite  5C  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-6011  El  Paso,  Texas 

0.  J.  SHAFFER,  D.  D.  S.,  F.  A.  C.  D, 

(Diplomate  American  Board  of  Oral  Surgery) 

ROY  G.  SLACK,  D.  M.  D. 

ORAL  SURGERY 

C.  M.  STANFILL,  M.  D. 

Diplomate  American  Board  of  Otolaryngology 
EAR,  NOSE  and  THROAT 
Bronchoscopy  — Esophagoscopy 

Suite  ID  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-6742  El  Paso,  Texas 

307  MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blvd.  2-9449  El  Paso.  Texas 

W.  G.  SHULTZ,  M.  D.,  F.  A.  C.  S. 

Diplomate  of  The  American  Board  of  Urology 
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E.  R.  UPDEGRAFF,  M.  D. 

1010  N.  Country  Club  Road 

Telephone  5-2609  Tucson,  Arizona 
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C.  S.  STONE,  M.  D.,  F.  A.  C.  S. 

A.  J.  JENSON,  B.  A.,  M.  D. 

V.  M.  HOLLAND,  B.  S.,  M.  D. 

PHONES:  3-5323  - 3-3033  - 3-4427 

301  East  Cain  Street  Hobbs,  N.  M 


JESSON  L.  STOWE,  M.  D. 

GRAY  E.  CARPENTER,  M.  D. 

GYNECOLOGY  AND  OBSTETRICS 
2323  Montana  Street  2-4631  El  Paso,  Texas 


WINSLOW  P.  STRATEMEYER,  M.  D. 

Diplomate  American  Board  of  Neurological  Surgery 
NEUROLOGICAL  SURGERY 

101  Medical  Arts  Bldg. 

415  E.  Yandell  Blvd.  3-7551  El  Paso,  Texas 


ROBERT  F.  THOMPSON,  M.  D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

UROLOGY 

816-818  Mills  Bldg.  2-4321  El  Paso,  Texas 


TUCSON  TUMOR  CLINIC 

CANCER  & ALLIED  DISEASES 

LUDWIG  LINDBERG,  M.  D. 

U.  V.  PORTMANN,  M.  D. 

721  N.  4th  Ave.  3-2531  Tucson,  Arizona 


TURNER'S  CLINICAL 
& X-RAY  LABORATORIES 

GEORGE  TURNER,  M.  D. 

DELPHIN  von  BRIESEN,  M.  D. 

MEDICAL  CENTER 

1501  Arizona  St.  Phone:  2*4689 

Building  No.  6 El  Paso,  Texas 
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W.  E.  VANDEVERE,  M.  D.,  F.  A.  C.  S. 

Diplomate  of  American  Boards  of  Ophthalmology  and  Otolaryngology 

W.  G.  MORROW,  JR.,  M.  D. 

Diplomate  American  Board  of  Ophthalmology 
OPHTHALMOLOGY 

1001  First  National  Bldg.  2-5629  El  Paso,  Texas 


RICHARD  P.  WAGGONER,  M.  D. 

M.  S.  (SURG.),  F.A.C.S. 

GENERAL  SURGERY 

504  N Richardson  St.  Phone  208  Roswell,  N.  M. 

L E.  WILCOX,  M.  D. 

RUSSELL  L DETER,  M.  D. 
HERMAN  RICE,  M.  D. 

GENERAL  AND  THORACIC  SURGERY 

Suite  5E  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-6529  El  Paso,  Texas 


HOTEL  DIEU, 
SISTERS^ 
HOSPITAL 

Operated  in  Conjunction  With 
San  Jose  Clinic  and 
St.  Joseph’s  Maternity  Unit. 

Fully  Approved  by  the 
Joint  Commission  on 
Accreditation  of  Hospitals. 

EL  PASO,  TEXAS 


HOTEL  DIEU 
SCHOOL  OF 
NURSING 

Fully  Approved  by  the  National 
Nursing  Accrediting  Service. 

For  Residencies:  Apply  to 
Sister  Roberta,  Administrator. 

For  School  of  Nursing:  Apply  to 
Sister  Mary  Bernadette,  Director. 

EL  PASO,  TEXAS 


HOTEL  DIEU 
SCHOOL  OF 
MEDICAL 
TECHNOLOGY 

Fully  Approved  by  the 
American  Medical  Association, 
American  Society  of  Clinical 
Pathologists,  and  Registry  of 
Medical  Technologists. 

EL  PASO,  TEXAS 
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Southwestern  General  Hospital 

Approved  by  the  Joint  Commission  on  Accreditation  of  Hospitals 

• 

Member  Hospital: 

American  Hospital  Association 

Blue  Cross  of  Texas 

© 

Open  Staff 

COTTON  AVENUE  AND  ERIE  STREET  • EL  PASO,  TEXAS 


At  Camelback  Road 

Director 


OTTO  L.  BENDHEIM,  M.D. 


AM  6-7238 


Phoenix,  Arizona 
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Plainview  Hospital  and  Clinic  Foundation 

PLAINVIEW,  TEXAS 
— * — 

Fully  equipped  to  furnish  complete  Neuro-Psychiatric  treatment  and  care,  including  deep 
narcosis,  insulin,  shock  therapies,  and  electro-encephelography  for  diagnostic  purposes. 

Fully  equipped  for  the  care  of  all  types  of  Orthopedic  cases  and  poliomyelitis.  Department 
of  Physical  Therapy.  Fully  equipped  for  the  treatment  of  Cancer  and  Allied  diseases. 


E.  O.  NICHOLS,  M.  D. 
Surgery  & Consultation 

J.  H.  HANSEN,  M.  D. 
Radiology 

MARVIN  C.  SCHLECTE,  M.  D. 
Internal  Medicine  & Diagnosis 

JOHN  C.  LONG,  M.  D. 

Surgery 


STAFF  — 

DOROTHY  C.  LONG,  M.  D. 
Pediatrics 

HENRY  SNYDERMAN,  M.  D. 
Neurology  & Psychiatry 

R.  K.  WILLIAMS,  M.  D. 
Obstetrics  & Gynecology 

RANDALL  G.  HEYE,  M.  D. 
Internal  Medicine 

RALPH  E.  DONNELL,  M.  D. 
Orthopedic  Surgery 


LLOYD  A.  STORKS,  M.  D. 
Otolaryngology 

ROY  R.  ROBERTS,  M.  D. 
Urology 

C.  THOMAS  HILL,  JR..  M.  D. 
House  Physician 

W.  W.  KIRK 
Business  Mgr. 

VIRGIL  C.  WITTEN 
Administrator 


RECENT  TECHNICAL  ADVANCES,  a 2 minute  Abstract 
THE  POST-CHOLECYSTECTOMY  SYNDROME 

It  is  estimated  that  only  50%  of  patients  are  completely  relieved  of 
symptoms  following  cholecystectomy  when  no  calculi  are  found.  The  com- 
monest causes  probably  are  common  duct  stone  and  dyskinesia. 

A recent  development,  intravenous  injection  of  a new  contrast  materi- 
al, permits  the  x-ray  visualization  of  the  bile  ducts  even  when  the  gallblad- 
der is  non-functioning  or  has  been  removed.  This  is  possible  because  the 
test  does  not  depend  on  gallbladder  concentration  but  on  rapid  excretion  by 
the  liver.  For  the  same  reason,  however,  the  density  is  not  as  great  as  with 
conventional  oral  cholecystography  when  gallbladder  function  is  adequate. 

The  examination  is  without  serious  side-effects.  However,  preliminary 
tests  of  liver  function  such  as  the  blood  level  of  bilirubin  and  bromsul-  . 
fonphthalein  excretions  as  well  as  the  blood  protein  pattern  determined 
by  electrophoresis  are  necessary  as  screening  procedures.  The  x-ray  technic 
must  be  meticulous  and  requires  the  personal  supervision  of  the  radiologist. 


The  Diagnostic  Laboratory 


1130  E.  McDowell  Road 

Phoenix,  Arizona 

Phone  AL  8-1601 

Maurice  Kosenthal,  31. 1). 
Georgre  Scharf,  31. D. 

3Iarcy  Ja.  Sussman,  3I.D. 
Seymour  B.  Silverman,  31. D. 

ACHROMYCIN  PEDIATRIC  DROPS 

TETRACYCLINE 

Youngsters  take  their  medicine  like  little  men 
and  women— when  the  medicine  is  ACHROMYCIN 
Pediatric  Drops!  Their  candy-like  cherry  flavor 
goes  over  big  even  with  fussy  moppets. 

Mothers  find  these  drops  are  easy  to  administer 
accurately,  too,  because  of  the  clearly-etched 
graduated  dropper. 

When  modern  broad-spectrum  therapy  is 
indicated,  and  palatability  is  important  — specify 
ACHROMYCIN  Pediatric  Drops! 

ACHROMYCIN,  a modern  broad-spectrum 
antibiotic,  is  well  tolerated  by  persons  of  all 
ages.  It  has  proved  effective  against  more  than 
a score  of  infections,  including  those  caused 
by  Gram-positive  and  Gram-negative  bacteria, 
rickettsia,  certain  viruses  and  protozoa. 

Pediatric  Drops  (Cherry  Flavor):  100  mg.  per  cc. 

(approx.  5 mg.  per  drop),  10  cc.  bottles 


HYDROCHLORIDE 


LEDERLE  LABORATORIES  DIVISION  AA/E/i/fAA’ 


Tetracycline  HCI  Lederle 
■AA'  (iitinaniiti roAtPAA/y  PEARL  RIVER,  NEW  YORK 
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esponse...  rapid 
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Gantrisin  plus  Penicillin 


response  . . . rapid 

a synergistic  antibacterial 
combination  prompts  a higher 
and  faster  rare  of  therapeutic 
action  than  obtainable  by 
either  component  alone. 

resistance  . . . rare 

combined  therapy  of  sulfonamide 
plus  antibiotic  minimizes  emergence 
of  resistant  organisms. 


GANTRICILLIN-300.  Each  tablet  provides  0.5  Gm  Gantrisin  (the  single,  highly  soluble  sulfonamide)  plus 
300,000  units  of  crystalline  penicillin  G potassium. 

GANTRICILLIN  (lOO).  Each  tablet  provides  0.5  Gm  Gantrisin  plus  100,000  units  of  crystalline  penicillin  G 
potassium. 

GANTRICILLIN  (acetyl)-200.  Each  teaspoonful  (5  cc)  of  the  cherry-flavored  suspension  provides  0.5  Gm 
Gantrisin  (acetyl)  plus  200,000  units  of  penicillin  G potassium. 

GANTRICILLIN'^;  GANTRISIN^— brand  of  sulfisoxazole  (3,4-dimethyl-5-sulfanilamido-isoxazole) 

GANTRISIN®  (acetyl) — brand  of  acetyl  sulfisoxazole  (Ni-acetyl-3,4-dimethyl-5-sulfanilamido-isoxazole) 


HOFFMANN -LA  ROCHE  INC 


ROCHE  PARK  • NUTLEY  10 


• N.  J. 


A NEW  COUGH  SPECIFIC 

Free  from  central  depression 

NON-NARCOTIC 


Free  from  addiction 

TESTED  IN  18,000  OBSERVATIONS* 


No  constipation 


a lO-mg  dose  of  Romilar 
is  equivalent  to 
a 15-mg  dose  of  codeine 
available  in  tablets 
and  as  a syrup 


*L.  J.  Cass  el  a/..  New  England  J.  Med., 

249:132,  1953;  Am.  J.  M.  Sc..  227:291,  1954. 

Romilar®  Hydrobromide  - brand  of 
dextromethorphan  hydrobromide 
(d-3-methoxy-N-methylmorphinan  hydrobromide) 


HOFFMANN-LA  ROCHE  INC 

Roche  Park  • Nutley  10  • New  Jersey 


Tra.sentine'^-  Phenobarbital 


■ Inhibits  Parasympathetic  Activity 

■ Relaxes  Smooth  Muscle  Directly 

■ Exerts  Local  Anesthetic  Effect 
on  G-I  Mucosa 

■ Sedates  the  Patient 


Without  Atropine  Side  Effects 


Each  tablet  contains  50  mg. 

Trasentine  hydrochloride  and  20  mg. 
phenobarbital. 

Also  available:  Trasentine 
hydrochloride  Tablets,  75  mg. 

Trasentine®  hydrochloride 

(adiphenine  hydrochloride  CIBA) 


2/2061M 


CIBA  Summit,  N.  J. 


(s)  ® 

METANDREN  LINGUETS 

the  most  potent  oral  androgen 

® ® 

FEMANDREN  LINGUETS 

the  most  potent  oral  estrogen  with  the  most  potent  oral  androgen 


Buccallyor  sublingually  absorbed  linguets  by-pass  liver 

inactivation  or  gastric  destruction— are  virtually  as  potent  as  parenteral 

steroids— provide  effective,  convenient,  low-cost  hormone  therapy. 

Supply:  Metandren  Linguets,  5 mg.  (white,  scored)  and  10  mg. 

(yellow,  scored).  Femondren  Linguets  (green,  scored),  each  containing 
0.02  mg.  ethinyl  estradiol  and  5 mg.  methyltestosterone. 

Metandren®  (methyltestosterone  U.S.P.  ciba) 

Femondren®  (methyltestosterone  with  ethinyl  estradiol  ciba) 

Linguets®  (tablets  for  mucosal  absorption  ciba) 


CIBA  Summit,  N.J. 


2/  2079M 
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rapid  relief 

for  coughs  from  colds  or  allergies 


AMBENYIJ  EXPECTORANT 


AMBENYI^  EXPECTORANT  owes  its  special  value 
to  the  action  of  two  outstanding  antihistaminics  com- 
bined with  other  valuable  agents.  Benadryl,®  noted  for 
its  antihistaminic-antispasmodic  action,  and  Ambodryl,® 
with  its  high  antihistaminic  activity,  act  together  to 
make  coughing  patients  more  comfortable.  The  anti- 
spasmodic,  antiallergic,  decongestant,  and  demulcent 
actions  of  pleasant-tasting  AMBENYL  EXPECTORANT 

• quiet  the  cough  reflex 

• facilitate  expectoration 

• decrease  bronchospasm 

• relieve  mucosal  congestion 


AMKK>iVi.  i;xi»KCTOii.VAT  Contains  in 


each  fluidounce; 

Ambodryl  hydrochloride 24  mg. 

(bromodiphenhydraminc  hydrochloride, 

Paike-Davis) 

Benadryl  hydrochloride 56  mg. 

(diphe'nhydramiiic  hydrochloride, 

Parke-Davis) 

Dihydrocodeinone  bitartratc  . . . Ve  gr. 

Ammoniimi  chloride  ......  8 gi'. 

Potassium  guaiacolsulfonate  ...  8 gr. 

Menthol q.s. 

Alcohol 5% 


Supplied  in  16-ounce  and  1-gulIon  bottles. 

dosage  Everv  three  or  four  hours— adults,  1 
to  2 teaspoqnfiils;  children,  14  to  1 teaspoonful. 


setting  new  standards 


ETH  ICON 


sutures 


ETHICON 


needle  sutures 


seamless 

\TR  A LOG*  needles 


Also  available 

DONNATAL: 

tablets,  capsules  and 
elixir 

DONNATAL  No.  2: 

Donnatal  with  aug- 
mented phenobarbi- 
tal  content 


Each  Donnatal  Extentab 
contains: 

Hyoscyamine  Sulfate 0.3111  mg. 

Atropine  Sulfate 0.0582  mg. 

Hyoscine  Hydrobromide  0.0195  mg. 
Phenobarbital  (^^gr.) 48.6  mg. 


For  prolonged  spasmolytic  action, 
Donnatal  Extentabs  are  constructed  to 
release  immediately  the  equivalent 
of  1 Donnatal  tablet ...  thereafter  re- 
leasing the  equivalent  of  2 additional 
tablets  gradually  and  uniformly 
over  a period  of  8 to  10  hours. 
Sustained  therapeutic  effect  is  thus 
provided  for  10  to  12  hours;  and 
1 Extentab  morning  and  night  assures 
'"round-the-clock"  action. 


A.  H.  ROBINS  CO..  INC.  • RICHMOND  20,  VA. 

Ethical  Pharmaceuticals  of  Merit  since  1878 


Trode  Mark 


STREPTOCOCCUS  HAEMOLYTICUS 


FRIEDLANDER’S  BACILLUS 


FOR  MULTIPLE  ATTACK 


Infections  of  the  upper  respiratory  or  lower  urinary  tract 
are  commonly  associated  with  mixed  bacterial  pathogens. 
Combination  therapy  is  the  logical  approach. ^ 


TABLETS 


B I C I LL  I 

Benzathine  Penicillin  G (Dibenzylethylenediamine  Dipenicillin  G) 


Upper 

Respiratory 

Tract 


Lower 

Urinary 

Tract 


STREPTOCOCCUS  FAECALIS 


PSEUDOMONAS  AERUGINOSA 


ON  MIXED  INFECTIO 


Bicillin-Sulfas  provides  multiple  attack 
through  two  distinct  antibacterial  mech- 
anisms.These  actions  give  the  physician  the 
means  to  achieve  control  over  a wide  range 
of  mixed  infections,  both  gram-positive 
and  gram-negative. 

Bicillin-Sulfas  combines  Bicillin,  the 

SUSPENSION 

SULFAS 

and  Triple  Sulfonamides 


penicillin  with  a surety  factor  for  absorp- 
tion, and  SuLFOSE®,  the  highly  soluble 
triple  sulfonamide  of  low  renal  risk.  For 
oral  therapy  distinguished  by  maximal 
safety  and  effective  blood  levels. 

1.  Daly,  J.  W.:  Antibiot.  & Chemo.  4:687  (June) 
1954.  2.  Spink,  W.W.:  J.A.M.A.  152:585  (June 
13)  1953. 


® 

Philadelphia  2,  Pa. 


DIETARY  IN 

WATER- 


INS  INADEQUATE? 


os  in 

marked  deficiency  states 
restricted  diets 

conditions  of  increased  requirements 
conditions  of  impaired  absorption 


A.  H.  ROBINS  CO., 


ascorbic  acid 

(theiiigh/st  C content  of  any 
water-sjoiuble  vitamin  capsule) 

Each  ccfpsule  contains: 

Thiamine  Hydrochloride  ....  15  mg. 

Riboflavin  10  mg. 

Calcium  Panfothenate  10  mg. 

Nicotinamide 50  mg. 

Ascorbic  Acid  250  mg. 

Ethical  Pharmaceuticals  of  Merit  since  1878 


FOR  TREATMENT  AND  MAINTENANCE 
IN  ANEMIA  PATIENTS 

Perihemin,  master  builder  of  red  cells 
and  hemoglobin,  contains  all  the  known 
hemopoietic  essentials  indicated  for  the 
majority  of  your  anemic  patients. 

The  intrinsic  factor,  in  purified,  concen- 
trated form  enhances  absorption  of  Vita- 
min Bi2,  thus  promoting  rapid  hemato- 
logical improvement. 

LEDERLE  LABORATORIES  DIVISION 
AMERICAN  Gjanamid COMPANY  PEARL  RIVER,  NEW  YORK 


PURIFIED  INTRINSIC  FACTOR  CONCENTRATE 


*REG.  U.S.  PAT.  OFF.  - 

IRON  . B,2  . C . FOLIC  ACID  • STOMACH  • LIVER  FRACTION  • PURIFIED  INTRINSIC  FACTOR  CONCENTRATE  LEDERLE 


arthritis 
and 
allied 
disorders. 


•® 


BUTAZOLIDIN 

(brand  of  phenylbutazone) 

for  potent,  nonhormoiial  therapy 


The  anti-arthritic  potency  of  Butazolidin  is  well 
substantiated  by  recent  clinical  reports.  In  peripheral 
rheumatoid  arthritis,  for  example,  Butazolidin  produced 
“major  improvement”  in  42.9  per  cent  of  the  patients  studied; 
in  rheumatoid  spondylitis  “major  improvement” 
in  80  per  cent;  and  in  gout  90.9  per  cent  demonstrated 
“marked  improvement”  or  “complete  remission  of  symptoms 
and  signs  within  48  hours.”* 

Butazolidin  being  a potent  agent,  the  physician  should  carefully  select 
candidates  for  treatment  and  promptly  adjust  dosage  to  the  minimal 
individual  requirement.  Patients  should  he  regularly  examined  during 
treatment,  and  the  drug  discontinued  should  side  reactions  develop. 
Detailed  literature  on  request. 

*MacKnight,  J.  C.  ; Irby,  R.,  and  Toonc,  E.  C.,  Jr.:  Geriatrics  9:111  (Mar.)  1954. 


Butazolidin®  (brand  of  phenylbutazone):  Red  coated  tablets  of  100  nig. 


GEIGY  PHARMACEUTICALS 

Division  of  Geigy  Chemical  Corporation 
220  Cluirch  Street,  New  York  13,  N.  Y. 
In  Canada:  Geigy  Pharmaceuticals,  Montreal 


For  Beginning  Head  Colds — 


For  Allergic  Head  Colds — 


^kinall  Ccld 


Cafi^uie^ 


Useful  in  the  Acute  Coryza  or  Virus 
stage  of  Head  Colds — For  relief  of 
Sneezing,  Blockage,  and  excessive 
Secretions — symptoms  not  relieved 
by  the  sulfonamides. 

EACH  CAPSULE  CONTAINS 

'Propadrine'  Hydrochloride '/s  grain 

I Phenylpropanolamine  Hydrochloride  I 
Powdered  Extract  of  Belladonna  ....  Vs  grain 
(Equivalent  to  0.0015  gr.  total  Alkaloids) 

Acetophenetidin 2 grains 

Acid  Acetylsalicylic 2V2  grains 


In  vials  of  16  Capsules 


Detailed  to  the 
Medical  Profession  Exclusively 

Samples  on  Request 


afFord  welcome  relief  of  the  annoying 
symptoms  associated  with  allergic 
head  colds. 

A combination  of  four  effective  in- 
gredients for  the  symptomatic  relief 
of  nasal  congestion,  hypersecretion 
and  headache  associated  with 
allergies  and  allergic  head  colds. 

EACH  CAPSULE  CONTAINS: 
Pyrilamine  Maleate  ...  25  mg. 

Ephedrine  Sulfate  ....  '/s  gr. 

Atropine  Sulfate  . . . l/soogr. 

Salicylamide 2 'A  gr. 


RHBNOPTO  COMPANY  • Dallas,  Texas 


In  vials  of  12  Capsules 


Price’s  are  the  only  supp'ic 
of  Certified  Milk  between  S:ii 
Antonio  and  Los  Angeles 
Our  production,  on  our  Lowei 
Valley  Dairy  Farm,  is  undei 
the  supervision  of  the  El  Paso 
County  Medical  Milk 
Commission. 

O 

CERTIFIED  HOLSTEIN  MILK 
CERTIFIED  FAT- FREE  MILK 
CERTIFIED  GOAT’S  MILK 


Please  write  or  call  Price’s  Creameries,  Inc., 
El  Paso,  Texas,  for  descriptive  literature. 


pediatric  forms  of  choice 
of  2 antibiotics  of  choice 


therapy 

with  these  Jlmor-favorite 
forms  of 


Brand  of  TETRACYCLINE 


Oral  Suspension  (chocolate  flavored) 
1.5  Gm.,  in  2 oz.  (60  cc.)  bottles, 
supplies  125  mg.  / 5 cc.  teaspoonful 

Pediatric  Drops  (banana  flavored) 


1.0  Gm.  in  10  cc.  bottles  with  special 
dropper  calibrated  at  25  and  50  mg. 


therapy  with  these 
dosage  forms  of  choice 


Brand  of  oxytetracycline 


0,  p-\ 


Oral  Suspension  ( raspberry  flavored) 
1.5  Gm.,  in  1 oz.  (30  cc.)  bottles, 
supplies  250  mg.  / 5 cc.  teaspoonful 

Pediatric  Drops  ( raspberry  flavored) 


1.0  Gm.  in  10  cc.  bottles  with  special  i 

dropper  calibrated  at  25  and  50  mg.  / 


both  antibiotics  discovered  by 


PFIZER  LABORATORIES,  Brooklyn  6,  N.Y. 


DIVISION.  CHAS.  PFIZER  & CO.  INC. 


BOTECTION 


indications 


modification  , 
revention  of 


MWSIES 


pTt^Ctt 

^S»nn' 

siltc‘  *' 
by 


0-UCC.«>‘^ 

etcaW' 


nlf®'"'" 


mo<* 

p"» 


pouo  \ 

or 

Cutter  Polio  Immune  Globulin 


• Derived  from  human  venous  blood — crystal  clear. 

• Produced  by  Cutter  Laboratories,  first  to  offer  gamma 
globulin  commercially. 

• Tested  in  accordance  with  U.  S.  Public  Health  Service 
specifications  for  poliomyelitis  antibody  content. 

• For  measles,  polio,  infectious  hepatitis,  and  agamma- 
globulinemia. 


For  copies  of  the  dosage  chart  illustrated  above, 


write; 

Cutter  L aboratorles 


FIRST  to  produce  blood  fractions  commercially 
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► THE  PRESIDENrS  COLUMN  ^ 


Albert  Schweitzer 

By  Joseph  Bank,  M.D.,  Phoenix 


Albert  Schweitzer,  whose  eightieth  birth- 
day is  being  observed  this  month,  personifies 
the  ideal  physician.  His  life  symbolizes  in 

the  minds  of  men 
the  devotion  of  the 
medical  profession 
to  the  ills  of  man- 
kind since  Hippo- 
crates. This  world 
acclaim  is  not  the 
mere  acquisition  of 
a reputation.  Repu- 
tation is  something 
which  may  come  and 
go,  and  which  may 
be  acquired  by  les- 
Dr.  Bank  ser  men  or  by  the 

products  they  sell,  by  public  figures  or  enter- 
tainers with  the  aid  of  press  agents. 

Universally  Loved 

The  recognition  of  Schweitzer  as  a uni- 
versally loved  figure  is  based  on  character 
rather  than  reputation ; on  something  which 
comes  from  within,  rather  than  from  pro- 
paganda. Yet  it  did  not  come  without  sacri- 
fice. He  was  content  to  labor  for  thirty  years 
in  the  fields  of  music,  philosophy  and  medi- 
cine in  complete  obscurity.  He  built  a better 
mouse  trap  which  led  mankind  to  beat  a path 
to  his  door  in  darkest  Africa.  But  it  was  not 
his  latest  surgical  technique,  nor  scientific 
advances  that  attracted  world  attention.  It 
was  the  character  of  the  man  who  found  his 
soul  in  serving  without  world  applause,  his 
only  reward  the  inner  satisfaction.  The  recog- 
nition that  came  to  him  in  recent  years  is 
strong  proof  how  much  the  world  still  seeks 


the  foundation  of  character  to  maintain  its 
social  sti'ucture. 

Personal  Kelalioiisliii) 

In  a similar  manner  American  medical 
practice  seeks  to  glorify  the  country  doctor  or 
general  practitioner  for  traits  of  character. 
Still  outstanding  is  that  man  who  seeks 
opportunity  for  service  rathei’  than  security 
for  self.  There  is  essentially  always  the 
personal  relationship  between  the  physician 
and  patient  based  on  faith  and  understand- 
ing, making  medicine  more  an  art  than  a 
science. 

Psyoliologioal  Techniques 

While  it  is  true  that  en  masse  the  pro- 
fession has  something  to  sell,  in  matters  that 
pertain  to  our  business  and  public  relation- 
ship to  the  community,  we  need  the  services 
of  the  public  relations  advisors.  We,  too, 
must  employ  the  same  psychological  tech- 
niques of  salesmanship  the  rest  of  the  com- 
munity employs.  This  is  particularly  true  in 
these  days  when  we  are  the  targets  of  authors 
without  other  topics,  or  politicians  lacking 
other  platforms.  But  group  action  of  this 
type  cannot  replace  individual  responsibility. 

Deep  Compassion 

Not  all  of  us  may  find  in  ourselves  the 
deep  compassion  of  an  Albert  Schweitzer. 
But  in  lesser  measure  each  of  us  has  within 
himself  the  capacity  of  projecting  himself 
in  service.  Perhaps  no  pi’ecept  more  aptly 
fits  the  physician  than  Schweitzer’s  admoni- 
tion, “.  . . therefore  search  and  see  if  there 
is  not  some  place  where  you  may  invest 
your  humanity.” 
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Gastrointestinal  Antispasmodics 

By  Jack  A.  Bernard,  M.  D.,  El  Paso 


Atropine  and  its  derivatives  have  long 
been  used  in  the  management  of  gastro- 
intestinal disturbances.  The  efficacy  of  these 
preparations  has  been  established  but  their 
undesirable  side  effects  have  created  the 
need  for  more  satisfactory  antispasmodics. 

The  antispasmodics  may  be  divided  into 
three  groups : The  Atropine  group,  which 
includes  Bellafoline  and  Donnatal ; a tertiary 
amino  group,  which  includes  Trasentine, 
Syntropan  and  Pavatrine;  and  the  quater- 
nary amines,  which  include  Banthine,  Pro- 
Banthine,  Darstine,  Antrenyl,  Prantal,  Ben- 
tyl,  Pamine,  and  Elorine. 

Evaluation  Difficult 

These  drugs  are  extremely  difficult  to 
evaluate  in  that  reliable  methods  for  evalu- 
ating their  efficacy  do  not  exist.  The  labo- 
ratory testing  does  not  indicate  that  a similar 
effect  will  be  observed  in  man.  Also,  they 
may  be  effective  parenterally  but  not  effec- 
tive orally.  And  finally,  clinical  evaluation 
is  extremely  difficult  because  of  the  psychic 
factors  involved. 

Atropine  and  Belladonna  are  the  most  ef- 
fective compounds  in  relieving  hyperchlorhy- 
dria  and  suppressing  the  volume  and  raising 
the  PH  of  gastric  secretions. 

Trasentine,  Syntropan  and  Pavatrine  have 
been  advocated  as  a substitute  for  Belladonna 
in  the  relief  of  spasm  of  the  gastrointestinal 
tract.  Their  effect  is  enhanced  when  admin- 
istered in  combination  with  Phenobarbital. 

Quaternary  Amines 

The  quaternary  amines  are  effective  in 
the  relief  of  pylorospasm  and  the  pain  of 
duodenal  ulcer.  It  has  been  pointed  out  that 
the  cessation  of  pain  may  be  on  the  basis  of 
decreased  motor  activity  of  the  stomach  and 
duodenum  and  may  not  be  due  to  the  de- 
crease in  acidity,  as  Banthine  causes  a delay 
in  gastric  emptying  time,  but  does  not  bring 
about  a striking  reduction  in  the  acidity  of 
the  gastric  juice. 

Comparative  studies  are  not  sufficiently 
available  to  establish  the  relative  effective- 
ness of  these  drugs  with  any  degree  of  cer- 
tainty. Prantal  and  Banthine  seem  superior 


to  Bentyl  in  the  relief  of  spasm  of  ulcer  pain. 
Pro-Banthine  has  an  activity  of  two  to  five 
times  that  of  Banthine. 

As  to  side  effects,  Bentyl  is  reported  to 
give  only  occasional  side  effects.  Banthine 
side  effects  seem  more  common.  Less  fre- 
quent side  effects  have  been  encountered  with 
Prantal.  Pamine  side  effects  were  less  severe 
than  those  observed  with  Banthine  but  were 
more  pronounced  than  those  noted  with 
Prantal.  There  were  fewer  side  effects  with 
Pro-Banthine  than  with  Banthine.  The  side 
effects  from  Banthine  are  often  sufficiently 
severe  to  necessitate  its  discontinuance. 

Side  Effects 

The  side  effects  are  mainly  blurring  of 
vision,  dryness  of  the  mouth,  urinary  reten- 
tion, dizziness  and  drowsiness.  Contraindica- 
tions to  the  use  of  these  drugs  include  blad- 
der neck  obstruction,  glaucoma,  and  pyloric 
obstruction. 

In  summary,  for  the  present,  the  choice 
of  a gastrointestinal  antispasmodic  is  an 
individual  one  for  the  physician,  as  not 
enough  data  is  available  to  establish  the 
superiority  of  any  one  of  these  drugs  over 
the  others  in  gastrointestinal  disorders.  Good 
reports  indicate  the  effectiveness  of  all  of 
them.  The  side  effects  seem  to  parallel  clini- 
cal effectiveness : that  is,  the  less  potent  the 
compound,  the  less  side  effects.  Therefore, 
the  physician  should  use  the  antispasmodic 
of  his  choice  with  which  he  is  familiar  and 
which  he  has  found  gives  relief  to  the  ma- 
jority of  his  patients  with  a minimal  of 
side  effects. 

Drugs  of  Choice 

Thus  the  purist  who  has  tried  the  many 
Atropine  derivatives  and  the  numerous  syn- 
thetic antispasmodics  may  wish  to  return 
to  the  natural  products;  that  is.  Belladonna, 
the  dosage  of  which  might  be  adjusted  more 
easily.  However,  in  actual  practice,  the  avail- 
able synthetic  products  give  excellent  results 
with  minimal  side  effects,  and  their  ease 
of  administration  makes  them  the  current 
drugs  of  choice  in  spasmodic  gastrointestinal 
disorders. 
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Truths  and  Concepts  Concerning  Neuro-Psychiatry 

By  Andrew  M.  Babey,  M.  D.,  Las  Cruces,  N.  M. 


1.  “The  most  severe  anxiety  states  occur 
in  individuais  who  are  physiologically  pre- 
disposed to  such  reactions  and  whose  per- 
sonality structures  are  rigidly  defended  by 
meticulosity,  perfectionism,  hyper-responsi- 
bility, insatiable  ambition,  and  inability  to 
accept  frustration.  ‘Striving  personalities’ 
sacrifice  recreation,  exercise,  and  social 
amenities  to  bolster  their  ego  by  mere 
accomplishment.  They  have  no  hobbies  and 
no  interest  outside  their  limited  field  of 
endeavor.”  William  B.  Terhune,  “G.  P.” 
7:57:  1953. 

2.  “The  older  patient  with  anxiety  must 
be  helped  to  discount  work  and  responsibility. 
He  must  emphasize  play,  rest,  and  exercise 
in  an  effort  to  avert  disaster.  After  fifty, 
most  people  are  increasingly  vulnerable  to 
anxiety.  They  should  make  a business  of 
play  and  begin  to  play  at  business.”  William 
B.  Terhune,  loc.  cit. 

3.  “LUMBAR  PUNCTURE  has  little  value 
in  the  diagnosis  of  any  acute  cerebral  lesion, 
except  to  determine  the  presence  of  infection 
or  subarachnoid  hemorrhage.  The  degree  of 
pressure  recorded  by  the  spinal  manometer 
is  not  an  accurate  estimate  of  the  intracranial 
pressure  when  a space -occupying  cerebral 
lesion  is  present.  Innumerable  incidents  have 
been  recorded  of  normal  or  even  subnormal 
readings  of  spinal  fluid  pressure  which  were 
associated  with  proved  massive  intracranial 

lesions Jugular  compression  (Queck- 

enstedt  test)  has  absolutely  no  value  in  intra- 
cranial diagnosis  and  should  be  condemned. 
The  Queckenstedt  test  is  designed  primarily 
and  solely  to  determine  whether  a block  exists 
in  the  spinal  subarachnoid  space.  Despite 
the  worthlessness  of  jugular  compression  as 
a diagnostic  aid  in  intracranial  disease,  it 
is  almost  a routine  procedure  for  the  average 
physician.”  C.  H.  Shelden  and  R.  H.  Pudenz, 
S.  G.  & 0..  July  1952,  p.  81. 

4.  “It  is  probable  that  many  of  the  deaths 
attributed  to  lumbar  puncture  could  have 
been  prevented  if  the  jugular  veins  had  not 
been  compressed  as  a routine  part  of  the 
procedure.”  C.  H.  Shelden  and  R.  H.  Pudenz, 
loc.  cit.,  p.  81. 

5.  “The  scalenus  anticus  and/or  cervical 
rib  syndrome  — Here  again  it  is  important 
to  be  certain  of  the  diagnosis.  I am  skeptical 
about  a purely  isolated  scalenus  anticus  syn- 


drome. In  most  of  these  patients  it  is  neces- 
sary to  utilize  myelography  to  be  certain  that 
there  is  no  cervical  intervertebral  disk.  I 
hesitate  to  opei’ate  on  these  patients  without 
evidence  of  an  abnormally  elongated  trans- 
verse process  or  a cervical  rib,  or  in  the 
presence  of  a cervical  rib.  These  patients 
seem  to  do  much  better  by  division  of  the 
anterior  scalenus  muscle  and  the  removal  of 
the  cervical  rib,  with  resection  of  the  second 
and  third  thoracic  sympathetic  ganglions. 
This  is  especially  true  of  patients  who  have 
considerable  associated  circulation  changes  in 
the  upper  extremities.”  James  L.  Ponpen, 
Postgraduate  Medicine,  1952,  p.  405-406. 

6.  “Raynaud’s  disease  — The  results  of 
sympathectomy  in  these  patients  have  been 
disappointing  especially  as  related  to  the 
index  finger  and  color  changes.  We  advise 
operation  only  when  considerable  trophic 
changes  of  the  skin  have  taken  place  or  when 
thei’e  is  associated  scleroderma.”  J.  L.  Pop- 
pen,  loc.  cit.,  p.  406. 

7.  “It  is  a good  rule  to  listen  rather  than 
to  talk.  Giving  advice  on  highly  charged 
emotional  matters  is  dangerous.  To  para- 
phrase Lindemann,  ‘Clumsy  psychotherapy 
is  as  dangerous  to  the  social  life  as  clumsy 
surgery  is  to  the  physical  life.’  ” Edward 
Weiss,  Postgrad.  Med.,  Sept.,  1953. 

8.  “People  frequently  try  to  blame  their 
illnesses  on  ‘something  they  et.’  I say,  ‘No, 
it’s  probably  something  you  met.’  And  so 
often  it  is  true  that  the  life  situation  has 
precipitated  the  trouble  but  instinctive  ten- 
dencies place  the  blame  on  something  swal- 
lowed; i.e.,  the  food  eaten  at  the  time.  In 
the  same  connection,  people  are  gullible  about 
wanting  a cure  by  ‘swallowing’  some  magical 
medicine  — vitamins,  for  example.  I say  to 
them,  ‘The  cure  is  not  in  swallowing;  it’s  in 
spitting  out’ ; in  other  words,  talking  about 
some  of  the  things  causing  the  trouble.” 
Edward  Weiss,  loc.  cit. 

9.  “It  is  not  unusual  for  physicians  to 
recommend  pregnancy  and  pai-enthood  as  a 
cui’e  for  neui’otic  and  psychosomatic  illness. 
This  prescription  is  I'arely,  if  ever,  of  value. 
It  is  a rather  safe  rule  that  the  unstable 
person  will  not  be  helped  by  becoming  a 
parent,  but  will  usually  be  made  worse  as 
a result  of  the  added  responsibility.  How 
often  on  taking  the  history  of  a neurotic 
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woman  does  one  hear,  ‘I  was  perfectly  well 
until  my  first  child  was  born,  but  I haven’t 
had  a well  day  since.’”  Edward  Weiss, 
loc.  cit. 

10.  “Reassurance,  in  the  majority  of  in- 
stances, unless  combined  with  an  analysis 
of  the  illness  from  the  standpoint  of  the 
behavior,  gives  only  temporary  help  and 
depending  on  the  degree  of  anxiety,  has  to 
be  repeated  constantly,  like  a dose  of  digi- 
talis in  a failing  heart.  Closely  allied  to  re- 
assurance is  another  superficial  treatment 
that  rarely  results  in  more  than  temporary 
help;  i.e.,  environmental  manipulation,  with- 
out any  attempt  to  give  the  patient  insight 
into  his  conflicts.”  Edward  Weiss,  loc.  cit. 

11.  “Real  psychotherapy,  which  is  directly 
the  opposite  of  simple  reassurance,  tries  to 
make  the  patient  understand  the  meaning  of 
his  symptoms  and  the  nature  of  his  conflicts. 
It  is  a process  of  re-education  and,  when 
properly  done,  leads  to  sufficient  emotional 
development  so  that  the  necessity  for  symp- 
ton  formation  is  abolished.”  Edward  Weiss, 
loc.  cit. 

12.  “Another  way  of  stating  the  problem 
is  to  say  that  there  are  a major  and  a minor 
psychotherapy  just  as  there  are  a major 
and  a minor  surgery.  The  general  physician 
must  be  able  to  treat  the  minor  ailments,  but 
he  must  be  able  also  to  recognize  when  the 
problem  is  beyond  him,  and  then  refer  the 
patient  elsewhere  for  major  psychotherapy.” 
Edward  Weiss,  loc.  cit. 

13.  “The  young  teacher  usually  has  too 
great  an  edge  on  his  young  audience  for  his 
own  good ; students  have  no  way  of  gauging 
the  adequacy  of  the  experience  which  lies 
behind  the  teacher’s  words.  Anyone  who 
lives  in  an  atmosphere  where  nobody  can 
answer  back,  soon  begins  to  feel  omniscient, 
with  the  result  that  effective  self-criticism 
is  almost  as  rare  among  young  teachers  as 
it  is  among  dictators  and  generals.  The  fall  is 
painful  when  those  hard  realities  which  have 
no  respect  for  the  pedagogue’s  fantasies  of 
omniscience  are  encountered.”  Lawrence  S. 
Kubie,  Am.  Scientist,  Jan.  19-54,  p.  104. 

14.  “As  education  requires  a longer  period, 
the  danger  of  its  becoming  more  and  more 
remote  from  reality  increases  steadily,  be- 
cause: (a)  the  student  has  so  limited  an 
opportunity  to  confront  himself  with  exter- 
nal reality  during  the  process  of  education; 
(b)  the  longer  the  educational  process,  the 
more  it  tends  to  select  men  who  secretly 
want  to  escape  external  reality;  (c)  finally, 
it  encourages  his  vanity  by  giving  him  pre- 
mature opportunities  to  teach  theories  which 
have  never  been  tested.  These  are  the  three 
basic  threats  to  maturity  throughout  our 


system  of  higher  education.  The  appoint- 
ment of  brilliant  young  theoreticians  to  pro- 
fessorial chairs  merely  serves  to  increase 
these  dangers  to  the  maturity  of  science  in 
general,  at  the  same  time  that  it  stunts  the 
development  of  the  individuals  themselves.” 
Lawrence  S.  Kubie,  loc.  cit.,  p.  105. 

15.  “In  the  young  scientist’s  approach  to 
his  career,  unrealistic  and  wishful  thinking 
is  not  confined  to  financial  matters.  He  tends 
to  dismiss  other  painful  prospects  with  a 
bland  assumption  that  through  the  interven- 
tion of  some  magic  his  life  will  escape  the 
aches  and  pains  that  others  have  experienced. 
This  was  the  type  of  self-deception  that  pre- 
cipitated many  soldiers  into  emotional  illness. 
Thus  it  was  found  during  the  war  that  the 
man  who  went  into  battle  squarely  facing 
the  fact  that  he  might  be  mutilated  or  killed 
was  less  likely  to  break  down  under  the  stress 
of  combat  than  was  the  soldier  who  went  into 
battle  with  a serene  but  unrealistic  fantasy 
of  his  personal  invulnerability.  Among  young 
scientists  we  find  a similar  self-deceiving 
fantasy:  that  is,  that  a life  of  science  may 
be  tough  for  everyone  else,  but  that  it  will 
not  be  for  him.  Such  an  attitude  prepares 
the  ground  for  the  high  incidence  of  ‘nervous 
breakdowns’  among  scientists  in  their  middle 
years.”  Lawrence  S.  Kubie,  loc.  cit.,  p.  109. 

16.  “Again  the  student  will  often  have 
heard  of  the  pressure  that  will  be  brought 
to  bear  on  him  to  seek  rapid  advancement 
by  means  of  publications;  but  this  will  not 
prepare  him  for  the  intensity  of  the  actual 
conflict  between  such  pressure  and  his  own 
ideal  of  mature,  slow-paced,  and  thoughtful 
work.  Furthermore,  as  the  number  of  young 
scientists  increases,  the  rivaliy  intensifies  so 
that  it  becomes  always  more  difficult  to 
resist  career  pressures.  To  deal  with  them 
realistically  requires  that  the  young  man 
should  yield  just  enough  to  get  ahead,  neither 
defeating  himself  by  blind  opposition,  nor  yet 
selling  out  to  opportunism.  How  can  his 
training  help  him  to  acquire  the  inner  assur- 
ance, the  humor,  and  the  equanimity  which 
will  make  it  possible  to  walk  this  tight-rope 
as  he  attempts  to  achieve  a practical  com- 
promise?” Lawrence  S.  Kubie,  loc.  cit.,  p.  109. 

17.  “Evidently  the  rewards  of  a career 
in  science  are  slow  and  also  uncertain ; bad 
luck  can  frustrate  a lifetime  of  sacrifice  and 
ability.  Every  successful  scientific  career  is 
an  unmarked  gravestone  over  the  lives  of 
hundreds  of  equally  able  and  devoted,  but 
obscure  and  less  fortunate,  anonymous  inves- 
tigators. Science  too  has  its  ‘expendables’ ; 
but  these  do  not  earn  security  or  tenure,  or 
veteran’s  pensions  — not  even  the  honors 
which  accrue  to  the  expendable  soldiers  of 
war.”  Lawrence  S.  Kubie,  loc.  cit.,  p.  111. 
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18.  “Are  we  witnessing  the  development 
of  a generation  of  hardened,  cynical,  amm-al, 
embittered,  disillusioned,  young  scientists? 
If  so,  foi‘  the  present  the  fashioning  of  imple- 
ments of  destruction  offers  a convenient  out- 
let for  their  destructive  feelings:  but  the 
fault  will  be  ours  and  not  theirs  if  this  ten- 
dency should  increase  through  the  coming 
.years  and  should  find  even  more  disastrous 
channels  of  expression.”  Lawrence  S.  Kubie, 
loc.  cit.,  p.  112. 

19.  “Certainly  the  idyllic  picture  of  the 
innocent,  childlike  scientist  who  lives  a life 
of  simple,  secure,  peaceful,  dignified  contem- 
plation has  become  an  unreal  fantasy.  In- 
stead, the  emotional  stresses  of  his  career 
have  increased  to  a point  where  only  men  of 
exceptional  emotional  maturity  and  stability 
can  stand  up  to  them  for  long,  and  remain 
clear-headed  and  generous-hearted  under 
such  psychologically  unhygenic  conditions. 
Thoughtful  educators  are  beginning  to  real- 
ize that  the  socio-economic  basis  of  the  life 
of  the  scientist  must  be  entirely  overhauled ; 
that  the  psychological  setting  of  his  life  needs 
drastic  revision ; and  that  at  the  same  time 
the  emotional  preparation  for  a life  of  re- 
search is  at  least  as  important  as  is  the 
intellectual  training.”  Lawrence  S.  Kubie, 
loc.  cit.,  p.  112. 

20.  “If  we  always  bear  in  mind  that  the 
pursuit  of  unconscious  and  often  unattain- 
able needs  plays  a determining  role  in  the 
intellectual  career,  the  familiar  phenomena 
of  depression  attending  success  would  not 
perplex  us.  We  should  wonder  rather  at  the 
shortsightedness  of  a process  of  scientific 
education  in  which  self-knowledge  is  the  for- 
gotten man,  and  in  which  emotional  matur- 
ation is  left  to  chance.”  Lawrence  S.  Kubie, 
A^nerican  Scientist,  Oct.  1953,  p.  599. 

21.  “I  suppose  that  it  is  not  inaccurate 
to  say  that  of  the  many  unsolved  problems 
of  human  life  two  which  are  of  major  im- 
portance are  how  to  enable  successive  gener- 
ations to  learn  from  the  mistakes  of  their 
predecessors  without  repeating  them,  and 
how  to  make  it  possible  for  young  people 
to  anticipate  the  future  realistically.  Not 
literature  nor  the  arts  or  formal  education 
has  solved  these  two  problems,  which  are 
interdependent  in  every  aspect  of  life.” 
Lawrence  S.  Kubie,  Joe.  cit.,  p.  599. 

22.  “Adolescent  girls  are  engaged  in  the 
difficult  struggle  to  establish  themselves  as 
emotionally  mature  adult  women.  Adolescence 
is  the  transitional  period  between  childhood 
and  adulthood.  The  adolescent  girl  is  attempt- 
ing to  ( 1 ) work  out  the  problems  associated 
with  the  breaking  of  dependency  ties  with 
her  parents  and  (2)  accept  the  sexual  aspects 


of  her  role  as  a woman.”  Carl  L.  Kline, 
Wisconsin  Med.  Joiunal,  Sept.  1953,  p.  482. 

2.3.  “Most  girls  manifest  some  behavior 
which  is  difficult  to  understand  and  which 

is,  at  times,  difficult  to  cope  with.  It  is  this 
fact  which  often  makes  it  difficult  to  evaluate 
the  significance  of  emotional  difficulties  in 
this  age  group  from  the  standpoint  of  diag- 
nosis and  treatment.  One  is  often  faced  with 
the  (luestion : Is  this  ‘normal’  adolescent  be- 
havior or  is  it  indicative  of  psychopatholo- 
gy?” Carl  L.  Kline,  loc.  cit.,  p.  482. 

21.  “The  whole  future  of  the  individual 
girl  may  well  hinge  upon  whether  she  gets 
adequate  help  at  this  crucial  time  in  her  life. 
She  is  ill  prepared  to  cope  effectively  with 
the  complexities  of  adult  womanhood  if  she 
is  still  burdened  with  the  unresolved  conflicts 
of  childhood.”  Carl  L.  Kline,  loc.  cit.,  p.  482. 

2.5.  “In  studying  older  women  suffering 
from  emotional  illness,  it  is  extremely  com- 
mon to  hear  fi’om  them  that  they  first  had 
some  kind  of  emotional  illness  during  their 
teens  or  early  twenties.  After  a brief  or  a 
prolonged  struggle,  depending  upon  the  type 
of  illness  and  upon  the  individual,  the  symp- 
toms improved  or  disappeared.  As  time 
passed,  there  were  occasional  recurrences  of 
symptoms  and  sometimes  severe  episodes  of 
illness.  Such  women  often  end  their  story 
by  expressing  regi’et  that  they  did  not  work 
out  their  problems  when  they  first  began.” 
Carl  L.  Kline,  loc.  cit.,  p.  482. 

26.  “Adolescent  girls  will  often  first  show 
evidence  of  beginning  symptomatic  emotional 
illness  by  difficulties  in  one  or  more  of  these 
four  areas:  (1)  scholastic,  (2)  social,  (3) 
physical,  and  (4)  disciplinaiy.”  Carl  Kline, 
loc.  cit. 

27.  “There  is  often  a temptation  to  mini- 
mize the  emotional  aspects  of  the  illness. 
The  girl’s  parents  may  not  want  to  hear 
that  their  daughter  has  emotional  problems : 
sometimes  the  daughter  doesn’t  want  to  face 

it,  either:  sometimes  the  physician  doesn’t 
want  to  face  it.  Some  doctors  need  to  feel 
that  they  are  omnipotent:  they  find  it  dif- 
ficult to  say  to  the  patient  that  there  is  an 
illness  present  which  they  do  not  understand 
or  know  how  to  treat.  Many  times  a doctor 
finds  it  easier  to  brush  aside  the  facts  and 
to  give  false  reassurance  to  the  patient  and 
to  the  parents.  Or  the  doctor  may  find  it  easy 
to  prescidbe  phemobarbital,  or  even  placebos, 
hoping  that  time  will  take  care  of  the  symp- 
toms.” Carl  L.  Kline,  loc.  cit.,  p.  484. 

28.  “Although  it  may  be  a great  disguiser, 
time  is  seldom  a great  healeiu  The  symptoms 
may  disappear,  but  the  underlying  problems 
are  not  solved.  At  some  later  and  more  un- 
desirable time,  symptoms  will  again  appear 
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— symptoms  which  do  not  yield  to  time. 
Often  by  then  the  symptoms  may  be  reluc- 
tant to  yield  to  anything.”  Carl  L.  Kline, 
loc.  cit.,  p.  485. 

29.  “It  is  unfortunately  true  that  many 
young  women’s  marriages  are  too  much  the 
product  of  their  emotional  conflicts.  In  some 
instances  it  may  be  a matter  of  getting  mar- 
ried to  escape  intolerable  situations  at  home ; 
in  others  it  may  be  a futile  grasping  for 
security.”  Carl  L.  Kline,  loc.  cit.,  p.  485. 

30.  “In  many  instances  the  implications 
of  neurotic  are  rather  subtle;  the  girl  picks 
a man  whose  own  emotional  problems  some- 
how complement  hers.  A gross  example  of 
this  kind  of  occurrence  is  the  girl  who  mar- 
ries a man  20  or  30  years  older  than  she. 
Usually  such  a girl  is  actually  seeking  a 
father  rather  than  a husband.  Many  girls 
with  needs  related  to  fathers  marry  men  in 
whom  they  see  their  own  fathers.  Others, 
rebelling  against  their  fathers,  marry  men 
who  seem  to  be  the  direct  opposite  of  their 
own  fathers.”  Carl  L.  Kline,  loc.  cit.,  p.  485. 

31.  “Marriages  which  are  motivated  by 
immature  emotional  needs  often  fail.  Many 
which  do  not  fail  in  the  sense  that  separation 
or  diyorce  ensues  fail  because  of  emotional 
illness.  Many  women  who  become  emotion- 
ally ill  following  marriage,  childbirth,  or  the 
onset  of  the  menopause  had  distinct  emo- 
tional symptomatology  during  their  teens 
which  was  undiagnosed  or  untreated.  When 
the  woman’s  life  has  become  complicated  in 
a neurotic  marriage,  often  with  children,  it 
becomes  much  more  difficult  to  extricate  her 
from  her  neurosis.”  Carl  L.  Kline,  loc.  cit., 
p.  485. 

32.  “The  implications  from  the  stand- 
point of  preyentiye  medicine  are  two-fold ; 
(1)  preyenting  future  illness  in  the  patient 
and  (2)  ayoiding  the  unfortunate  effects  of 
the  patient’s  neurotic  patterns  of  reaction 
upon  her  children.”  Carl  L.  Kline,  loc.  cit., 
p.  485. 

33.  “The  therapy  of  youngsters  in  the 
early  years  of  adolescence  is,  on  the  other 
hand,  often  yery  difficult.  These  girls  are 
often  too  threatened  by  treatment  to  allow 
themselyes  to  participate.”  Carl  L.  Kline, 
loc.  cit.,  p.  486. 

34.  “Parents  will  unflinchingly  spend 
money  for  education,  wanting  their  daughter 
to  go  to  the  best  possible  school  and  to  haye 
the  most  possible  adyantages  while  there. 
It  is  difficult  for  them  to  see  that  when  their 
daughter  is  emotionally  disturbed  she  will 
not  be  able  to  utilize  effectiyely  the  educa- 
tional adyantages  being  offered.  Further- 
more, it  is  often  difficult  for  the  parents  to 
see  that  failure  to  eliminate  the  emotional 
problems  may  be  a far  greater  handicap  than 


lack  of  a college  education.”  Carl  L.  Kline, 
loc.  cit.,  p.  486. 

3.5.  “Noisy  breathing  should  neyer  be 
countenanced  in  a semi-conscious  or  uncon- 
scious subject.  Wheneyer  breathing  causes 
any  such  sound,  respiratory  obstruction  is 

always  present (roll  such  a patient  on 

his  abdomen).”  H.  R.  Hathaway,  J.  Nervous 
and  Mentod  Dis.,  May  1944,  p.  637. 

36.  “We  attach  the  name  of  ‘schizoid 
personality’  to  the  man  who  is  without  emo- 
tional warmth,  incapable  of  genuine  friend- 
ship, either  coldly  calculating  or  apathetically 
ineffectiye,  a man  who  may  neyer  make  a 
mistake  but  whom  we  would  neyer  trust.” 
H.  Wilson,  British  Medical  Journal,  June  30, 
1951,  p.  1503. 


Post-Graduate  Pediatric  Session 
is  Scheduled  in  El  Paso  Feb.  20 

A one-day  session  of  the  El  Paso  branch 
of  the  Uniyersity  of  Texas  Postgraduate 
School  of  Medicine  will  be  deyoted  to  Pedia- 
trics and  is  scheduled  for  February  20  at 
the  El  Paso  County  Medical  Society’s  Turner 
Home  at  1301  Montana  Street  in  El  Paso. 
Lectures  will  be  presented  from  8 a.  m.  to 
5 p.  m.  with  eight  credit  hours  to  be  awarded. 
Tuition  fee  will  be  $10. 

Morning  discussions  and  the  lecturers  are 
“Newborn  and  Premature  Infants:  New 
Knowledge  (a)  Post  Maturity  (b)  Acute 
Respiratory  Distress  or  Hyalin  Membrane 
Disease  (c)  Oxygen  Use  in  Prematures  (Mist 
TherapyL”  Dr.  C.  W.  Daeschner  of  Houston; 
“Immunizations  in  Children:  A Reyiew  of 
Newer  and  Accepted  Procedures.  Comments 
on  and  Efficacy  of  Less  Well  Known  Im- 
munizing Procedures,”  Dr.  James  L.  McNeil 
of  El  Paso;  “Pediatric  Parasitology:  Labo- 
ratory, Clinic  and  Public  Health  Aspects. 
Amebiasis ; Ascariasis ; Hook  Worm  Disease ; 
Pin  Worm  Infection,”  Dr.  Ira  Budwig  of  El 
Paso;  “Newer  Knowledge  in  Infectious  Dis- 
eases” and  “Rational  Use  of  Cortisone  and 
Antibiotics,”  Dr.  Wataru  W.  Sutow  of 
Houston. 

Afternoon  lectures  will  be  “Management 
of  Poisoning  in  Children,”  Dr.  Daeschner; 
“Therapy  of  Diarrhea  with  a Reyiew  of 
Rational  Fluid  Therapy,”  Dr.  Daeschner; 
“Pediatric  X-ray  Diagnosis,”  Dr.  Vincent  M. 
Ravel  of  El  Paso,  and  “Growth  and  Develop- 
ment of  Children,”  Dr.  Sutow. 

The  session  will  be  held  in  cooperation 
with  the  Texas  Medical  Association,  the 
Texas  State  Department  of  Health  and  the 
Texas  Academy  of  General  Practice.  Dr. 
Ralph  H.  Homan  of  El  Paso  is  assistant  dean 
of  the  school. 
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Research  in  The  Southwest 


Research  facilities  for  the  most  part  are 
only  available  at  large  medical  centers,  name- 
ly those  in  medical  schools  with  both  graduate 
and  undergraduate  teaching.  However,  the 
Southwest  is  growing,  and  it  is  only  natural 
that  research  projects  will  be  instituted.  At 
the  present  time,  it  is  interesting  to  note  that 
El  Paso  has,  through  a grant  of  the  local 
Heart  Association,  established  at  Texas 
Western  College  a research  project  concern- 
ing one  of  the  newer  phases  of  electrocardio- 
graphy. In  Phoenix  the  group  at  the  Phoenix 
Institute  of  Neurology  and  Psychiatry  under 
the  direction  of  Otto  L.  Bendheim,  M.  D.,  has 
begun  an  investigation  of  so-called  “motor 
neuron  disease.” 

Original  Paper 

SOUTHWESTERN  MEDICINE  is  privi- 
leged to  present  an  original  paper  concerning 
the  pathogenesis  of  this  devastating  syn- 
drome, one  of  the  few  papers  on  pathogenesis 
existing  today. 

Physicians  of  all  people  are  in  a position 
to  realize  the  hopeless  outlook  with  which 
these  patients  afflicted  with  such  diseases  as 
amyotrophic  lateral  sclerosis  are  faced.  We 
know  from  sad  experience  the  number  of 
times  these  individuals  become  easy  prey 
to  illegitimate  practitioners,  and  to  the  ad- 
vocates of  various  cults.  The  profession  has 
literally  buried  its  head  in  the  sand  regard- 
ing these  morbid  states.  Dr.  Bendheim  and 
his  co-workers  are  making  a concentrated 
effort  to  throw  some  light  on  this  problem, 
but  because  of  the  rareness  of  these  syn- 
dromes, their  work  by  necessity  must  be 
difficult. 

“Unknown  Land” 

The  author  terms  the  vertebral  artery  as 
“unknown  land.”  The  truth  of  this  state- 
ment cannot  be  denied ; and  if  this  artery 
is  to  be  indicted  as  the  etiological  factor  in 
these  states,  then  it  behooves  us  to  know 
much  more  about  it.  Our  anatomists  have 
told  us  little  about  it.  Our  pathologists  have 
told  us  next  to  nothing.  It  would  not  be 
very  difficult  to  study  the  structure  and 
anatomical  course  of  the  artery  in  relatively 
normal  individuals  in  post-mortem  material, 
and  even  perhaps  by  arteriograms  in  the 
living  subject.  Furthermore,  one  could  in 


elderly  individuals  study  adecpiately  perhaps 
its  relation  to  degenerative  changes  in  the 
cervical  spine,  and  also  changes  in  the  artery 
itself  due  to  arteriosclerosis.  But  the  study 
of  the  individuals  afflicted  with  “motor 
neuron  disease”  must  be  undertaken,  of 
course,  by  those  with  facilities  to  study  them, 
and  these  patients  must  be  situated  so  it  will 
be  economically  possible  for  them  to  travel 
for  study. 

Co-Operation  Sought 

The  Phoenix  group  needs  the  co-operation 
of  all  Southwestern  physicians.  If  patients 
possessing  these  dire  afflictions  could  be 
made  available  by  their  private  physicians 
to  this  group  for  study,  it  would  further 
this  research  greatly.  The  benefit,  of  course, 
would  be  first  to  the  patient,  secondly  to 
other  people  who  will  become  so  afflicted, 
and  lastly  to  the  medical  profession  itself. 

While  the  changes  pathologically  well  may 
not  be  reversible,  if  this  theory  is  valid,  one 
may  be  able  to  do  considerable  regarding 
prophylaxis  so  that  the  incidence  of  these  con- 
ditions may  be  definitely  lessened.  SOUTH- 
WESTERN MEDICINE  sincerely  hopes  that 
the  physicians  in  this  area  will,  if  they  have 
such  patients  available,  communicate  with 
this  group  so  that  their  important  work  may 
be  aided  at  least  to  some  degree.  — L.  C.  F. 


Texas  District  One  To  Meet  in  Pecos 

District  One,  Texas  Medical  Association, 
will  hold  its  annual  meeting  February  11  in 
Pecos,  Texas,  at  the  Pecos  Valley  Country 
Club.  The  meeting  is  scheduled  to  begin  with 
a noon  luncheon  and  business  meeting. 

After  lunch  the  following  scientific  papers 
will  be  read:  “Can  Urinary  Tract  Calculi 
Be  Dissolved,”  Dr.  H.  M.  Gibson,  El  Paso; 
“Some  Aspects  of  Dizziness,”  Dr.  John  I). 
Martin,  El  Paso ; “Cardiac  Arrests,”  Dr.  Jack 
T.  Rush,  El  Paso;  “Diagnosis  of  Low  Back 
Pain,”  Dr.  S.  Perry  Rogers,  El  Paso;  and 
“Amoebiasis,”  Dr.  Frank  Golding,  El  Paso. 

Wives  of  the  physicians  will  be  entertained 
with  a luncheon  at  the  Country  Club  fol- 
lowed by  a meeting  of  the  District  One  Medi- 
cal Auxiliary.  State  Auxiliary  President 
Mrs.  Mark  H.  Latimer  of  Houston  will  be 
the  guest  speaker. 
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The  Pathogenesis  of  Motor  Neuron  Disease 

By  Otto  L.  Bendheim,  M.  D.,*  Phoenix 


“Shotdd  one  not  he  less  inhibited 
in  thought  and  action  ivhen  con- 
fronted. until  disease,  the  'pathologic 
nature  of  ivhich  is  not  knoivn?  If  a 
disease  has  no  known  remedy,  need, 
one  therefore  not  try  empirically  to 
find  one?  ....  Much  thinking  is 
hounded  hy  ‘the  hook  of  tvords,’  the 
experience  of  others;  instead  of  ac- 
cepting this  implied  veto,  why  not 
throw  an  arrow  in  the  air  with  re- 
gards to  7mdti.ple  sclerosis  or  a^ny- 
otrophic  latercd  sclerosis,  or  other 
7norhid  states,  the  'pathologic  nature 
of  7vhich  is  obscure  and  the  reme- 
dies for  ivhich  are  not  known  hut 
ivhich  might  he  discovered  hy  the 
same  kind,  of  directed  happy  chance? 

Our  method  was  not  merely  chance. 
There  was  a growling  theory  behind 
it,  hut  we  prefeimed  to  have  action 
prove  theory.  Surely  this  'is  sound 
tactics  in  a matter  of  which  one 
kno'ivs  as  little  as  one  knotvs  of 
m.ed'ic'ine.” 

Foster  Kennedy'^ 

The  clinical  and  pathological  similarity  be- 
tween the  various  morbid  states  which  com- 
prise “motor  neuron  disease”  has  now  been 
accepted  by  almost  all  authors  in  this  field. 
This  group  consists  of  amyotrophic  lateral 
sclerosis,  progressive  muscular  atrophy,  pri- 
mary lateral  sclerosis,  and  progressive  bulbar 
palsy.  At  the  onset  it  is  frequently  impossible 
to  state  whether  the  condition  will  remain 
one  of  “muscular  atrophy”  or  whether  it  will 
progress  to  “amyotrophic  lateral  sclerosis.” 
Numerous  cases  of  transition  from  one  form 
to  another  have  been  described.  It  is  agreed 
that  these  conditions  differ  from  each  other 
only  in  the  extent  of  the  involvement  of  the 
spinal  cord  and  medulla. 

Despite  this  nosological  agreement,  no 
progress  has  been  made  in  understanding  the 
pathogenesis  and  etiology  of  these  conditions. 
There  are  some  who  still  hold  to  traumatic, 
allergic,  infectious-inflammatory,  vitamin 
and  nutritional  deficiency,  and  toxic-meta- 
bolic factors,  while  the  majority  of  workers 


consider  motor  neuron  disease  an  expression 
of  “abiotrophy,”  a congenital  or  constitu- 
tional weakness  of  the  entire  motor  system. 

In  a previous  communication^  a new  patho- 
genetic theory  was  proposed,  regarding  the 
possible  role  of  the  vertebral  artery  in  motor 
neuron  disease.  Disturbances  of  vertebral 
artery  circulation  are  held  to  produce  an 
ischemic  lesion  of  the  medulla  and  cervical 
cord,  giving  rise  to  the  clinical  picture  of 
motor  neuron  disease. 

It  is  the  purpose  of  this  paper  to  evaluate 
the  pathology  and  pathological  physiology  of 
motor  neuron  disease  in  the  light  of  this 
theory. 

1.  Pathology 

The  concept  of  abiotrophy  or  inherent 
weakness  of  the  motor  apparatus  is  based 
upon  the  observation  that  in  this  disease 
group  the  entire  motor  system  seems  to  be 
involved.  While  the  greatest  change  is  usual- 
ly found  within  the  anterior  horn  cells  of 
the  cervical  cord  and  the  cells  of  the  motor 
nuclei  of  the  lower  cranial  nerves  in  the 
medulla  oblongata,  as  well  as  in  the  pyrami- 
dal tracts,  it  has  been  pointed  out  that  the 
Betz  cells  of  the  motor  cortex  are  frequently 
involved  to  a lesser  or  greater  degree. 

In  reviewing  numerous  autopsy  protocols 
in  the  literature,  one  gains  the  impression 
that  by  far  the  greatest  pathological  change 
is  usually  encountered  in  a relatively  small 
area  comprising  the  upper  cervical  cord  and 
the  medulla  oblongata.  The  pyramidal  tracts 
in  the  thoracic  and  lumbar  cord  are  fre- 
quently involved,  which  could  easily  be  inter- 
preted as  due  to  “wallerian”  degeneration. 

The  pathological  change  observed  in  the 
Betz  cells  could,  in  my  opinion,  be  a represen- 
tation of  retrograde  degeneration  since  it  is 
well  known  that  if  an  axon  be  cut,  its  parent 
cell  suffers  a degree  of  change  depending 
upon  the  severity  of  the  damage,  and  the 
cell  body  may  disappear  altogether  or  under- 
go greater  or  lesser  degenerative  change.^' ® 

The  theory  of  “abiotrophy”  of  the  motor 
neurons  is  supposedly  strengthened  by  the 
fact  that  other  elements  of  the  central  ner- 
vous system  escape  involvement  in  this  dis- 
ease group.  This,  however,  is  not  correct. 
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Numerous  cases  have  been  cited  of  involve- 
ment of  sensory  tracts  as  well  as  sensory 
symptoms,  pain,  loss  of  vibratory  sense,  etc. 
In  the  study  by  Lawyer  and  Netsky,'’  of 
fifty-three  cases  of  amyoti’ophic  lateral  scle- 
rosis, six  presented  subjective  sensory  pheno- 
mena, and  in  one  case  demyelination  of  the 
fasciculus  o-i'acilis  with  well-defined  gliosis 
was  found  at  autopsy.  While  the  authors 
interpret  this  as  coincidental,  Davison  and 
WechsleN  offer  a different  view.  They  de- 
scribe cases  with  involvement  of  the  sensory 
pathways,  manifested  by  astereognosis,  im- 
paired two  point  discrimination,  hypesthesia, 
hypalgesia,  and  absence  of  vibratory  sense, 
with  autopsy  findings  characteristic  of  amy- 
otrophic lateral  sclerosis  but  in  addition 
degeneration  of  the  posterior  columns.  They 
conclude  that  the  similarity  in  the  pathologic 
process  in  the  posterior  to  that  in  the  lateral 
columns  indicates  one  underlying  cause  rather 
than  a chance  association.  They  also  quote 
sevei’al  other  cases  from  the  literature  where 
there  were  marked  sensoiy  disturbances  in 
otherwise  typical  cases  of  amyotrophic  lateral 
sclerosis. 

Thus  the  concept  of  motor  neuron  disease 
as  an  abiotrophy  of  the  motor  system  does 
not  take  into  account:  1)  The  possibility  of 
retrograde  degeneration,  involving  the  Betz 
cells  of  the  motor  cortex  only  secondarily, 
with  the  primary  lesion  in  the  medulla  and 
cervical  cord.  2)  The  sensory  involvement  in 
a certain  number  of  cases,  at  the  same  level 
of  the  cord  and  medulla. 

2,  Histopatliology 

The  histological  picture  is  sui’prising  by 
its  lack  of  outstanding  characteristics.  There 
is  the  usual  demyelination  seen  in  so  many 
“degenerative”  diseases  of  the  central  ner- 
vmus  system,  and  the  typical  cell  death  in- 
volving the  cranial  nerve  nuclei,  anterior 
horns,  and  Betz  cells.  Chromatolysis,  vacuol- 
ation  of  cytoplasm,  nuclear  eccentration  or 
loss,  shrinkage  of  cell  body,  axonal  change 
and  sattelitosis  are  usually  prominent.  Glial 
proliferation  is  a very  frequent  feature,  pro- 
ducing the  typical  scarring  or  “sclerosis,” 
but  this  again  is  only  an  expression  of  a 
reactive  change  to  cell  death  or  cell  disease 
in  the  centi-al  nervous  system. 

The  demyelination  involving  the  pyramidal 
tracts  is  demonstrated  by  shrinkage,  bal- 
looning, bubbling,  and  vacuolation  of  the 
sheaths,  and  in  some  cases  decrease  in  the 
number  of  sheaths.  There,  again,  is  the 
typical  reactive  gliosis  and  fat  deposition 
seen  in  all  demyelination  diseases. 


The  skeletal  muscles  show  typical  atrophy 
of  the  motoi'  units  with  groups  of  atrophic- 
fibers  separated  by  gTOups  of  normal  fibers.*' 

How  do  these  changes  fit  into  the  new 
theory  of  ischemia  in’oduced  by  disturbances 
in  the  vertebral  arteries?  That  “focal  cere- 
b]-al  ischemia”  can  exist  even  in  the  absence 
of  actual  infarction  and  softening  of  brain 
tissue  has  been  abundantly  demonstrated  and 
described,  lately  by  Corday,  Rothenberg,  and 
Putnam.®  Because  of  the  irreversible  nature 
of  nerve  cell  necrosis,  even  temporary  and 
transient  cerebral  vascular  insufficiency 
could  well  produce  permanent  anatomical 
and  neurological  effects.  While  these  authors 
consider  only  ai'teriosclerosis  and  congenital 
defects  as  possible  causes  of  “localized  nar- 
I’owing  of  arteries,”  the  possible  pathological 
change  suspected  iii  the  vertebral  artery, 
which  is  one  of  compression  of  the  artery 
through  hypertrophic  changes  involving  the 
transverse  foramina,  could  produce  similar 
effects.  Baker  demonstrated  patchy  sclerosis 
of  the  brain  and  spinal  cord  as  a result  of 
intermittently  disturbed  cii’culation  caused 
by  postural  changes  of  blood  pressure.® 

3.  Circulatory  Factors 

The  distribution  of  the  blood  supply  car- 
ried in  the  vertebral  arteries  is  certainly  in 
conformity  with  our  theory.  Dandy  has 
dramatically  demonstrated  that  while  liga- 
tion of  one  vertebral  artery  can  be  done  with- 
out deleterious  effects,  death  occurs  imme- 
diately when  the  second  vertebral  artery  is 
compressed  for  only  two  seconds  vdth  sudden 
cessation  of  respiration  and  circulation.^® 
“There  could  be  no  more  rapid  death  or  one 
so  silent.”  It  has  long  been  known  that 
thrombosis  of  the  vertebi'al  arteries  leads 
to  death  within  a few  days  with  typical 
bulbar  symptoms.’^ 

It  can  easily  be  seen  that  when  bulbar 
death  occurs  with  sudden  interruption  of 
blood  flow  within  the  vertebral  arteries,  a 
more  gradual  or  possible  intermittent  inter- 
ruption of  circulation  within  these  arteries 
could  produce  the  symptoms  and  pathological 
findings  shown  in  motor  neuron  disease. 
Thus,  I believe  that  the  clinical  and  patho- 
logical changes  can  well  be  explained  on  the 
basis  of  ischemia  produced  by  interruption 
or  embarrassment  of  blood  flow  within  the 
vertebral  arteries.  It  is  not  known  whether 
one  or  both  arteries  must  be  involved.  This 
apparently  depends  to  a great  extent  upon 
the  distribution  of  these  arteries  and  various 
anatomical  variations.  It  has  been  demon- 
strated that  these  arteries  vary  a great  deal 
in  their  relative  size  with  a good  number 
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of  cases  showing  considerable  inequality  in 
sized"  While  these  arteries  anastomose  quite 
freely  with  each  other,  these  anastomoses 
again  vary  a great  deal  from  case  to  cased^ 
Thus,  it  is  entirely  possible  that  in  most 
cases,  as  Dandy  described,  one  vertebral 
artery  could  well  be  ligated,  while  in  other 
cases  such  ligation  or  interference  with  cir- 
culation could  produce  serious  symptoms.  It 
is  also  possible  that  at  the  age  group  in- 
volved, which  is  usually  in  the  so-called 
“arteriosclerotic  a^e,”  there  is  bilateral  im- 
pairment with  inability  to  establish  collateral 
circulation  if  one  artery  is  seriously  involved. 
The  nature  of  the  pathological  process  to  be 
described  below  is  such  that  in  most  instances 
bilateral  involvement  is  a distinct  possibility. 

4.  Amyotrophic  Lateral  Sclerosis  on  Guam 

The  high  incidence  of  amyotrophic  lateral 
sclerosis  on  Guam  and  other  Pacific  islands 
has  been  puzzling  to  all  investigators.  In  this 
connection  the  important  work  by  Adachi 
and  Hasebe  has  escaped  attention.^*  These 
authors  demonstrated  in  1928  that  in  certain 
orientals  there  seems  to  be  a wider  deviation 
from  normal  in  the  structure  of  the  vessels 
comprising  the  circle  of  Willis.  If  the  same 
assumption  can  be  made  for  the  vertebral 
arteries,  which  are  so  intimately  related  to 
the  circle  of  Willis,  then  this  would  present 
a possible  explanation  for  the  high  incidence 
of  motor  neuron  disease  in  these  people. 

5.  The  Nature  of  the  luvolvemeiit  of  the 

Vertel)ral  Arteries 

In  my  investigations  of  the  vertebral 
artery,  I was  surprised  to  see  how  little  is 
known  about  this  most  important  structure. 
This  is  virtually  “terra  incognita”  of  human 
anatomy  and  pathology.  I had  occasion  to 
question  numerous  pathologists  regarding 
this  structure,  but  none  had  ever  dissected 
the  vertebral  artery.  In  the  text  books  of 
neuropathology,  no  mention  is  made  of  it  nor 
could  anything  be  learned  by  the  perusal  of 
numerous  autopsy  reports  concerning  motor 
neuron  disease.  While  surgeons  are  familiar 
with  this  artery  where  it  emerges  from  the 
subclavian  artery  and  also  with  its  intra- 
cranial course,  the  intervening  portion  is  an 
unknown  last  frontier.  Dandy  states  that  the 
vertebral  arteries  are  accessible  between  the 
atlas  and  the  axis  and  below  the  sixth  cervi- 
cal vertebra.  “Elsewhere  along  the  cervical 
spine  the  artery  is  almost  impossible  of 
approach. ”1° 

In  reviewing  the  literature  of  vertebral 
arteriography,  the  surprising  fact  was  no- 


ticed that  while  the  intracranial  course  of 
the  artery  has  been  investigated  again  and 
again  in  the  minutest  detail,  no  attention  has 
been  paid  to  its  course  through  the  foramina 
within  the  cervical  vertebrae.  This  is  the 
more  surprising  since  the  vertebral  artery 
is  the  only  artery  in  the  human  body  which, 
in  its  course  through  six  small  bony  fora- 
mina, is  particularly  vulnerable  to  any  patho- 
logical change  involving  these  bones.  The 
very  excellent  protection  of  the  vertebral 
artery  which  makes  it  almost  immune  to 
trauma  and  thus  of  little  importance  to  the 
traumatic  surgeon,  could  prove  to  be  a seri- 
ous handicap  when  it  comes  to  degenerative 
or  proliferative  diseases  of  the  armor  in 
which  it  is  imbedded. 

While  cervical  spondylosis  has  been  de- 
scribed as  a rather  frequent  finding  in  motor 
neuron  disease,  the  etiological  significance 
of  this  combination  has  been  thought  to  be 
mainly  on  the  basis  of  radicular  compression, 
direct  compression  of  the  spinal  cord  by  a 
protruding  disc,  and  finally  compression  of 
the  anterior  spinal  artery  by  a disc.^^’ 
None  of  these  explanations,  of  course,  suf- 
fice in  regards  to  the  clinical  and  anatomical 
picture  encountered  in  amyotrophic  lateral 
sclerosis.  It  is  impossible  to  postulate  the 
existence  of  bulbar  symptoms  on  the  basis 
of  compression  of  the  cervical  cord  or  of  the 
anterior  spinal  artery,  nor  is  it  possible  to 
explain  pyramidal  tract  involvement  on  the 
basis  of  radicular  compression. 

In  inspecting  films  of  the  cervical  spine 
in  “spondylosis”  and  motor  neuron  disease, 
one  is  struck  by  the  proximity  of  the  hyper- 
trophic process  involving  the  facets  and 
lamina  to  the  transverse  foramina  which 
contain  the  vertebral  artery.  Since  the  trans- 
verse processes  are  very  short  in  the  cervical 
region,  the  vertebral  artery  is,  indeed,  closely 
related  to  the  area  where  much  hypertrophic- 
proliferative  change  is  seen  in  certain  cases 
of  cervical  arthritis  or  spondylosis. 

The  previously  described  “loop”  in  the 
vertebral  artery  at  the  area  of  this  prolifer- 
ative change,  and  its  interpretation  as  a 
“recoil  phenomenon”  of  the  embarrassed 
artery,  can  well  produce  intermittent  circu- 
latory deficiency  within  this  artery  and  thus 
give  rise  to  focal  ischemia  involving  the 
upper  cervical  cord  and  medulla  oblongata. ^ 

Of  course  the  possibility  of  a congenital 
defect  of  the  vertebral  artery  cannot  be  ex- 
cluded, especially  since  it  is  known  that  the 
vessels  of  the  cranium  are  frequently  the 
sites  of  such  lesions. 
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6.  Selective  Neuronal  Vulnerability 

Assuming-  the  existence  of  such  lesions 
within  the  vertebral  arteries,  each  temporary 
interference  with  the  blood  flow  could  well 
produce  the  death  of  a few  cells  in  the  ante- 
rior horns  of  the  cervical  cord  or  in  the 
motor  nuclei  of  the  medulla  and  at  the  same 
time  produce  demyeliuation  in  the  pyramidal 
tracts  in  the  same  areas.  The  fact  that  the 
sensory  tracts  ai-e  much  less  frecjuently  in- 
volved could  easily  be  explained  on  the  basis 
of  “selective  neuronal  necrosis. As  pointed 
out  above,  total  vascular  obstruction  in  the 
central  nervous  system  produces  complete 
necrosis  with  “softening,”  while  less  com- 
plete involvement  spares  certain  elements, 
especially  the  mesenchyma  and  the  microglia, 
such  giving  rise  to  “scar”  formation,  “scle- 
rosis,” and  atrophy.  The  central  nervous 
system  does  not  react  uniformly  to  ischemia. 
Sensitive  structures  will  become  affected 
earlier  by  ischemic  deficiency.  This  “varying 
order  of  sensitiveness  of  nerve  cells”  to 
anemia  and  ischemia  has  been  demonstrated 
by  numerous  authors,  and  it  is  an  interesting 
fact  that  the  spinal  ganglia  (sensory  cells) 
are  the  most  resistant  of  all  and  die  much 
later  than  the  motor  components.  Thus,  the 
same  degree  of  ischemia  due  to  interference 
of  the  blood  stream  wdthin  the  vertebral  ar- 
teries could  well  produce  motor  degeneration 
much  earlier  and  sensory  changes  either  not 
at  all  or  only  much  later.  The  sensory  cells 
and  tracts  could  well  escape  this  type  of 
damage  because  apparently  they  can  get 
along  on  much  less  blood. 

7.  Outline  of  Future  Investigations 

The  theory  outlined  above  is,  of  course, 
still  speculative  although  in  some  cases  we 
have  demonstrated  clinical  and  radiological 
evidence  to  back  it  up,  in  one  case  by  oper- 
ation upon  the  vertebral  artery  and  later  on 
at  autopsy. 

The  following  questions  must  be  investi- 
gated further: 

1.  The  vertebral  arteries  should  be  ex- 
posed in  their  entire  lengths  in  all  autopsies 
concerning  motor  neuron  disease. 

2.  Vertebral  arteriograms  should  be  per- 
formed. 

3.  Animal  experiments  with  ligation  or 
partial  ligation  of  the  vertebral  arteries, 
especially  in  primates,  should  be  made. 

Summary 

1)  The  concept  of  motor  neuron  disease, 
including  amyotrophic  lateral  sclerosis,  pro- 
gressive muscular  atrophy,  primary  lateral 


sclerosis,  and  bulbar  palsy,  as  a focal  ische- 
mic disorder  of  the  medulla  oblongata  and 
the  cervical  cord  is  formulated. 

2)  The  cause  of  this  focal  ischemia  is 
considered  to  be  an  intermittent,  progressive 
disturbance  of  blood  flow  in  one  or  both 
vertebral  arteries. 

3)  This  reduction  of  blood  flow  in  the 
vertebral  arteries  is  thought  to  be  due  to 

a.  proliferative  bone  changes  (cervical 
osteo-arthritis  or  spondylosis)  in- 
volving the  foramina  transversaria. 

b.  congenital  anomalies  of  the  verte- 
bral arteries. 

c.  possible  aggravation  of  these  fac- 
tors by  arteriosclerotic  changes. 

4)  The  involvement  of  more  cephalad 
located  structures,  the  Betz  cells  of  the  motor 
coi’tex,  is  interpreted  as  the  result  of  retro- 
grade degeneration  of  neurons,  following  the 
destruction  of  fiber  tracts  in  the  primary 
location  (the  medulla  and  cervical  cord). 

5)  The  relative  immunity  of  the  sensory 
components  of  the  medulla  and  cord  to  the 
ischemic  process  is  explained  on  the  basis  of 
selective  neuronal  vulnerability  or  resistance. 
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The  “Slatting  Sail  Sign”  of  Pulmonic  Stenosis* 

By  James  W.  Dow,  M.D.,  and  Mariano  N.  Alimurung,  M.D., 
Boston  City  Hospital,  Boston 


A striking  accentuation  of  the  first  sound 
in  the  second  left  space  regularly  accompa- 
nies slight  pulmonic  stenosis,  and  is  fre- 
quently present  when  obstruction  is  moder- 
ate. The  sign  is  not  associated  with  severe 
pulmonic  stenosis. 

Heart  sound  recordings  show  two  com- 
ponents for  the  first  sound  in  the  pulmonic 
area ; an  initial  component  of  ordinary 
amplitude  coincident  with  the  beginning  of 
ventricular  systole,  and  a later  component 
of  unusually  great  amplitude  with  the  be- 
ginning of  right  ventricular  ejection.  It  is 
suggested  that  the  valve  is  a conical  dia- 
phragm which  everts  during  ventricular  sys- 
tole from  a diastolic  position  with  the  apex 
directed  into  the  ventricle  to  a systolic  posi- 
tion with  the  apex  directed  toward  the  pul- 


monary artery.  As  the  valve  everts  the  rim 
first  folds  then  snaps  taut.  This  sudden  ten- 
sion sets  up  the  unusual  vibrations. 

The  sign  helps  to  distinguish  between  a 
minor  atrial  septal  defect,  slight  pulmonic 
stenosis,  and  a functional  murmur.  Une- 
quivocal exidence  of  right  ventricular  hyper- 
trophy by  electrocardiograph  and  a loud 
systolic  murmur  combine  to  indicate  a sig- 
nificant degree  of  pulmonic  stenosis  even 
when  the  sign  is  present.  Physiological  eval- 
uation of  the  obstruction  and  its  effects  upon 
the  circulation  should  be  undertaken  when 
these  indications  are  found.  Abscence  of  the 
sign  in  the  presence  of  a loud  murmur  and 
definite  right  ventricular  hypertrophy  sug- 
gests a physiologically  important  degree  of 
obstruction. 


The  Effect  of  Heparin  Administration  on  Angina 
Pectoris  and  Serum  Lipoproteins 

By  Harold  L.  Chandler,  M.D.,  and  George  V.  Mann,  M.D., 
Boston  City  Hospital,  Boston 


A study  was  caried  out  to  evaluate  the 
effects  of  heparin  treatment  upon  the  clin- 
ical course  and  certain  serum  lipids  of  a 
group  of  patients  with  angina  pectoris. 
Fourteen  courses  of  treatment  consisting  in 
100  mg.  of  heparin  intravenously  twice 
weekly  were  administered  for  a total  of  1329 
subject  days.  Periods  of  intravenous  placebo 
treatment  preceded  and  followed  the  time  of 
heparin  administration,  and  a double-blind 
technique  of  treatment  was  used. 

Clinical  evaluation  was  based  upon  the 
following  categories  of  collected  data:  Sub- 
jects’ verbal  reports,  weekly  nitroglycerine 
consumption,  data  from  subjects’  daily  re- 
port cards,  repeated  two-step  tests  with 
electrocardiograms,  and  an  analysis  of  all 
these  data  correlated  with  intercurrent 
factors  influencing  each  patient’s  condition. 

There  was  no  evidence  that  this  method 
of  heparin  administration  influenced  the 
angina  pectoris  of  any  of  the  subjects.  Serum 
total  cholesterol  and  Sf  12-20  and  Sf  20-100 

* These  condensed  reports  printed  by  permission  of  the  New 

England  Cardiovascular  Society. 
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lipoprotein  measurements,  performed  at 
monthly  intervals,  indicated  that  there  was 
no  persistent  effect  of  heparin  treatment  on 
the  lipoproteins  or  cholesterol  for  the  three 
or  four  day  interval  between  injections;  nor 


was  any  cumulative  influence  of  prolonged 
treatment  discernible. 

There  were  no  hemorrhagic  or  other  un- 
toward side  effects  of  heparin  administra- 
011  this  group  of  ambulatory  patients. 


Clinical  Observations  on  500  Patients 
Undergoing  Valvuloplasty 

By  Dwight  E.  Harken,  M.D.,  and  Laurence  B.  Ellis,  M.D., 
Boston  City  Hospital,  Boston 


This  report  consists  of  some  observations 
on  the  first  500  cases  of  mitral  stenosis 
operated  on  hy  Harken  and  some  prelimina- 
ry observations  on  the  cases  that  have  been 
followed  for  a period  of  six  months  or  more. 
These  cases  comprise  only  those  operated 
on  by  finger-fracture  valvuloplasty  with  a 
preoperative  diagnosis  of  mitral  stenosis. 
Almost  all  of  them  were  Class  3 or  4 pa- 
tients, there  being  only  about  fifteen  Class 

2 patients  and  none  in  Class  1.  The  operative 
mortality  in  these  patients  has  fallen  from 
the  initial  level  and  in  the  last  several  hun- 
dred patients  tended  to  level  off,  so  that  at 
the  present  time  there  is  an  estimated  oper- 
ative mortality  in  the  neighborhood  of  4% 
for  Class  3 patients  and  20%  to  25Cr,  Class 
4 patients.  The  great  risk  at  operation  is 
embolization.  Almost  all  of  the  Class  3 pa- 
tients and  a great  majority  of  Class  4 pa- 
tients died  as  a result  of  operative  emboli. 
No  significant  efefct  of  age  on  operative 
mortality  was  found.  However,  the  patients 
with  auricular  fibrillation  showed  a very 
much  greater  moidality  being  10%  in  Gi'oup 

3 patients  as  compared  to  only  3%  in  pa- 

tients in  this  group  with  normal  rhythm ; 
and  in  Group  4 patients  the  operative  I'ate 
was  30%  of  those  with  auricular  fibrillation 
as  compared  with  3%  in  the  few  that  had 
normal  rhythm.  Operative  emboli  explains 
most  of  these  deaths  and  the  rate  of  peri- 
pheral embolization  was  about  6%-  in  Group 
3 patients  and  about  19%  in  Group  4 pa- 
tients ; however,  of  the  patients  with  auri- 
cular fibrillation  in  this  group  selected,  11% 
of  Group  3 patients  with  auricular  fibrilla- 
tion showed  operative  emboli  as  compared 
with  only  of  those  in  this  group  with 

normal  rhythm.  In  Group  4 patients,  19%' 
developed  emboli  with  auricular  fibrillation 
as  compared  to  only  7%  of  those  in  normal 
rhythm.  The  percentage  of  patients  who 
had  previous  preoperative  peripheral  emboli 
and  who  developed  operative  emboli  was 


slightly  higher  than  those  with  auricular 
fibrillation  alone  in  each  group.  There  are 
65  patients  with  known  previous  episodes  of 
preoperative  emboli.  However,  if  the  patients 
escaped  the  hurdle  of  the  operation,  there 
appears  to  be  very  little  risk  of  further  em- 
bolization, there  being  only  two  patients  we 
know  of  what  developed  late  emboli. 

Thi'ee  hundred  and  seventy-three  patients 
have  been  followed  for  six  months  or  more, 
and  there  have  been  fifteen  late  deaths  to 
our  knowledge.  These  patients  have  been 
followed  from  periods  of  six  months  to  four 
years.  Two  hundred  and  twenty-three  have 
been  followed  for  more  than  one  year.  Seven- 
ty more  for  more  than  two  years  and  22  for 
more  than  three  years.  We  have  had  replies 
to  (luestionnaries  from  86%  of  these  patients. 
The  vast  majority  of  patients  in  all  three 
groups  feel  that  they  have  been  markedly  or 
moderately  improved  by  the  operation,  and 
only  a relative  few  have  been  unchanged  or 
worse.  On  the  basis  of  this  preliminary 
and  rather  subjective  report,  it  appears  the 
operation  has  been  of  great  benefit  to  these 
people,  and  thisb  enefit  has  been  relatively 
long-lasting.  Twenty  per  cent  of  the  pa- 
tients have  developed  the  “postoperative 
syndrome”  and  this  has  been  discussed. 


Surgeons  To  Meet  In 
Houston  Feb.  28 

Southwestern  division  regional  meeting 
of  the  International  College  of  Surgeons  will 
be  held  in  the  Shamrock  Hotel,  Houston,  Feb. 
28  through  March  1.  Scientific  sessions  will 
be  held  in  the  Jesse  H.  Jones  Library  at  the 
Texas  Medical  Center. 

Registration  fee  will  be  $5.  Leading  phy- 
sicians and  sin-geons  from  all  sections  of  the 
nation  will  speak  and  lead  discussions. 
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Frederick  P.  Bornstein,  M.  D.,  Editor  — Case  No.  A-339 
Presentation  of  Case  by  Antonio  Dow,  M.  D. 


HISTORY 
Dr.  A.  C.  Powers: 

This  was  the  first  admission  to  El  Paso 
General  Hospital  of  this  67  year  old  Latin 
American  male  on  July  27,  1954.  The  chief 
complaint  was  generalized  malaise  of  several 
months  duration,  weight  loss,  weakness, 
yellowed  skin,  two  weeks  in  duration.  The 
patient  complained  of  generalized  malaise 
which  had  a gradual  onset  of  several  months, 
becoming  more  severe  two  weeks  prior  to 
admission.  The  patient  thought  he  had  lost 
weight  during  this  period  of  time,  but  did 
not  know  exactly  how  much.  Two  weeks  pre- 
vious to  admission  the  patient  noticed  his 
sclerae  were  icteric  and  walking  became  dif- 
ficult for  him  because  of  weakness.  At  this 
time  the  patient  also  noticed  a swelling  of 
feet  and  ankles.  He  had  also  observed  that 
the  jaundice  had  become  increasingly  severe 
up  to  the  time  of  admission.  At  no  time 
during  this  illness  did  the  patient  have  ab- 
dominal pain. 

Appetite  Good 

The  patient  stated  his  appetite  remained 
good.  There  was  no  history  of  nausea  or 
vomiting.  The  patient  had  been  constipated 
for  the  past  month  but  did  not  know  of  any 
clay  colored  stools.  He  had  noted  no  change 
in  the  color  of  his  urine.  He  had  no  tem- 
perature elevation.  There  was  no  alcoholic 
history.  The  review  of  the  systems  was  essen- 
tially negative. 

Physical  examination  at  the  time  of  ad- 
mission revealed  a white  male  of  67,  who 
appeared  chronically  ill.  The  patient  was 
visibly  jaundiced  and  emaciated.  Examina- 
tion of  the  heart  was  not  remarkable.  Ex- 
amination of  the  lung  field  revealed  dullness 
and  decreased  breath  sounds  in  both  bases. 
The  abdomen  was  distended;  a fluid  wave 
and  shifting  dullness  were  noted.  The  liver 
was  palpable  and  about  5 cm.  below  the  right 
costal  margin,  and  somewhat  tender.  The 
edge  was  sharp  and  free  of  nodules.  No  other 
viscera  or  masses  were  palpable.  Bowel 
sounds  were  normal.  The  superficial  veins 
of  the  abdomen  were  not  distended.  There 
was  a four  plus  pitting  edema  at  the  ankles 
and  both  feet. 


Mild  Anemia 

The  initial  laboratory  work  revealed  a 
mild  anemia,  with  10.2  gms  hemoglobin  and 
3.57  RBC.  The  WBC  was  15,000,  with  88 
per  cent  segmented  neutrophiles,  12  per  cent 
lymphocytes.  The  serum  bilirubin  on  admis- 
sion was  4.62  direct ; indirect,  5.8.  The  serum 
amylase,  294  units ; total  protein,  5.2  per  cent 
gm.  with  1.5  gm.  of  albumin ; negative  sugar; 
1 plus  bile ; urobilinogen  quantitative,  .85  mg. 
per  cent.  A few  WBC  were  noted  in  the 
urine.  The  Kline  test  was  negative.  The 
stool  urobilinogen  was  negative. 

Chest  X-Ray  was  reported  as  negative 
and  there  was  non-visualization  of  the  gall- 
bladder after  the  administration  of  priodax. 
Upper  GI  series  reported  persistent  hiatal 
hernia,  hypertrophic  gastritis  with  polypoid 
changes.  A carcinoma  of  the  stomach  cannot 
be  excluded.  There  was  no  evidence  of  duo- 
denal ulcer,  or  enlargement  of  the  head  of 
the  pancreas. 

Gallbladder  Enlarged 

One  week  after  admission  the  gallbladder 
was  noted  to  be  grossly  enlarged.  A surgical 
consultation  was  obtained  and  in  spite  of 
the  patient’s  poor  physical  condition,  it  was 
decided  that  an  attempt  be  made  to  drain 
the  gallbladder  under  local  anesthesia.  At  the 
time  the  patient’s  hemoglobin  had  drooped 
to  9.9  gms.  with  a RBC  of  2.75 ; WBC  of 
18,000.  The  patient  was  given  two  units  of 
whole  blood  prior  to  surgery. 

On  August  13,  1954,  under  local  anesthe- 
sia, the  patient  was  opened  and  the  gallblad- 
der was  exposed.  The  gallbladder  was  found 
to  be  grossly  distended  with  clear  white  fluid. 
At  this  time,  the  patient  was  put  under 
general  anesthesia,  the  common  duct  opened 
and  drained.  A large  quantity  of  gravel  like 
material  was  removed  from  the  dilated  com- 
mon duct.  At  this  time  the  patient  went 
into  shock  and  a T-tube  was  placed  in  the 
common  duct,  the  wound  closed  without  fur- 
ther exploration.  The  material  obtained  from 
the  common  duct  was  sent  to  the  laboratory. 

The  section  showed  necrotic  fat  tissue 
and  broken  down  gall  stones.  In  addition 
there  were  a number  of  papillary  structures 
composed  of  bile  duct  epithelium  and  infil- 
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trated  with  lymphocytes  and  plasma  cells. 
The  bili-ny  epithelium  was  well  diffei’en- 
tiated.  Nevertheless  a tumor  of  the  common 
duct  cannot  be  ruled  out. 

I’aJieiil  Improved 

The  patient  improved  slightly.  There  was 
some  clearance  of  the  jaundice.  Complete 
laboratory  work  revealed : cephalin  floccula- 
tion negative  at  24  hours,  1 plus  in  48  hours. 
Serum  bilirubin:  direct  5.  mg  per  cent;  in- 
direct, 6.  mg  per  cent.  Total  protein,  5.4  gm 
per  cent ; albumin,  2.2  gm  and  globulin,  3.2 
gm.  A cholangiogram  was  done  which  re- 
vealed an  obstructive  lesion  of  the  common 
duct,  reported  most  likely  carcinoma  of  the 
head  of  the  pancreas.  Carcinoma  of  the  bile 
duct  could  not  be  excluded  radiographically. 

The  T-tube  drained  well  throughout  the 
postoperative  course.  For  one  week  the  T- 
tube  was  irrigated  with  ether  and  alcohol 
solution  two  times  daily.  The  obstruction  was 
not  relieved  by  this  method. 

Two  weeks  postoperatively  the  patient’s 
clinical  course  started  downhill  and  despite 
supporting  therapy  the  patient  died  in  coma 
on  September  23,  1954,  five  months  after 
the  onset  of  his  first  symptoms,  two  and  a 
half  months  after  the  onset  of  jaundice. 

X-RAY  DISCUSSION 
Dr.  Jack  C.  Postlewaite: 

Now  I see  something  here  that  T don’t  see 
reported  and  apparently  they  had  a T-tube 
in  the  biliary  tree.  This  is  apparently  a post- 
operative picture.  A cholangiogram  is  re- 
corded and  they  are  evidently  able  to  make 
out  the  ducts  of  the  liver  very  well.  There 
is  apparently  nothing  within  the  lumen  of 
these  ducts  going  in  to  the  liver.  Apparently 
the  radio  opaque  substance  regurgitated  and 
did  not  go  through  the  common  bile  duct 
into  the  duodenum.  Therefore,  postoper- 
atively, a complete  obstruction  is  still  present. 

DIFFERENTIAL  DIAGNOSIS 
Dr.  Antonio  Dow: 

I had  intended  just  to  come  up  here  and 
show  you  this  tabulation  (Table  I)  but  I 
feel  that  I have  to  say  something  more 
than  that.  I would  like  to  present  some  addi- 
tional findings  which  were  not  included  in 
the  protocol  which  we  found  at  surgery.  We 
found  an  enlarged  liver  as  mentioned  in  the 
protocol.  The  surface  was  finely  granular. 
It  had  a deep  green  color  and  was  stippled 
with  distended  jjile  canaliculi.  This  was  the 
appearance  of  the  portion  of  the  liver  which 
was  visible  to  the  eye.  Remember  we  did 
this  under  local  anesthesia  so  that  we  had  no 
opportunity  to  free  the  dome  of  the  liver 


but  that  portion  which  we  could  see  had  no 
metastatic  nodules.  The  gallbladder,  as  de- 
scribed in  the  protocol,  was  enlarged,  mar- 
kedly distended,  thin-walled,  and  contained 
whitish  turbid  fluid  of  mucoid  consistency 
and  there  were  no  stones  in  the  gallbladder. 
This  conforms  quite  well  to  the  so-called, 
Courvoisier’s  law.  The  common  duct  was 
quite  large,  about  3 cm.  wide.  It  was  quite 
tense  and  when  we  incised  it,  it  contained 
a pasty  sludge  rather  than  the  gravel  that 
is  reported  in  the  protocol.  When  we  incised 
the  common  duct  this  sludge  just  shot  out 
as  if  we  were  squeezing  a tube  of  toothpaste. 
Well  so  much  for  the  findings.  Now  all  the 
laboratory  findings  which  were  quoted  here 
in  the  protocol  are  pretty  consistent  with 
the  observations  in  surgery.  The  pi'esence 
of  anemia,  the  elevated  direct  Van  den  Bergh, 
the  absence  of  urobilinogen  in  the  stool,  and 
the  decreased  urine  urobilinogen  can  be  ex- 
plained by  a common  duct  obstruction.  The 
elevated  indirect  Van  den  Bergh  together 
with  the  2 plus  cephalin  flocculation  test  of 
48  hours  indicates  or  implies  a hepato- 
cellular damage,  which  of  course  is  due  to 
prolonged  biliary  obstructions.  The  low  value 
of  total  proteins  with  a reverse  in  the  albu- 
min globulin  ratio  which  is  clinically  evi- 
denced by  the  pitting  edema  may  be  due  to 
one  of  three  things : 

1.  Malnutrition  which  may  be  a conse- 
quence of  the  primary  condition  or 
secondary  to  the  effects  of  the  original 
condition. 

2.  Albuminuria. 

3.  Liver  insufficiency. 

The  albuminuria  is  either  a separate  en- 
tity or  represents  a complication  of  biliary 
cirrhosis,  nephrosis,  or  the  so-called  hepato- 
renal syndrome.  The  generalized  malaise  and 
the  weight  loss  of  several  months’  duration 
preceding  the  onset  of  jaundice  probably 
suggest  that  this  patient  had  a chronic  debili- 
tating progressive  type  of  disease.  So  much 
for  the  preliminary. 

Next  Move 

I think  the  next  thing  is  to  approach  the 
differential  diagnosis  of  obstruction  of  the 
common  duct,  and  I think  we  can  break  it 
down  in  this  manner.  There  may  be  a lesion 
involving  external  compression  of  the  duct, 
or  a lesion  within  the  lumen  or  the  wall  of 
the  duct.  Of  those  lesions  causing  external 
compression,  the  first  one  to  be  considered 
is  a tumor  at  the  head  of  the  panci'eas,  usual- 
ly a cancer.  Of  course  we  have  no  definite 
way  of  knowing  what  the  obstructing  tumor 
in  this  particular  case  is,  but  we  do  know 
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that  tumors  of  the  head  of  the  pancreas 
cause  some  obstructive  symptoms  rather 
early,  and  metastases  occur  at  a much  later 
time  than  jaundice  occurs,  and  this  fits  right 
well  with  the  weight  loss.  The  head  of  the 
pancreas,  I think,  should  be  considered  very 
strongly  in  this  particular  instance.  The 
second  one  to  be  considered  is  chronic  fibros- 
ing pancreatitis,  and  in  this  case  it  is  a mat- 
ter of  ruling  it  out  rather  than  ruling  it  in. 
The  radiologist  did  not  report  evidence  of 
calcification  in  the  pancreas.  There  was  no 
evidence  of  disturbance  of  the  carbohydrate 
metabolism.  There  was  no  pain  and  usually 
you  get  pain  with  recurrent  attacks  of  pan- 
creatitis, and  at  the  time  of  surgery  I noticed 
no  obvious  evidence  of  fat  necrosis  or  numer- 
ous adhesions  in  the  region  of  the  gallbladder, 
or  common  duct.  So  that  I think  we  can  rule 
out  chronic  fibrosing  pancreatitis  on  the 
basis  of  insufficient  evidence.  In  the  case 
of  the  adjacent  gland  compression,  we  must 
consider  the  fact  that  the  radiologist  reported 
some  peculiar  findings  in  the  stomach.  Of 
course  cancer  of  the  stomach  would  give  you 
the  same  loss  of  weight,  loss  of  appetite  and 
malnutrition  as  cancer  of  the  pancreas  will, 
and  perhaps  we  have  here  a condition  which 
has  extended  to  the  pancreas  by  direct  inva- 
sion or  possibly  by  invasion  of  the  nodes 
surrounding  the  common  duct  and  obstruc- 
tion resulting  in  that  fashion. 

Dr.  Frederick  P.  Bornstein: 

Did  you  feel  anything  in  the  stomach? 

Dr.  Antonio  Dow : 

Due  to  the  patient’s  critical  condition  of 
surgery,  I had  no  time  to  feel  anything.  Next 
we  will  consider  lesions  in  the  lumen  of  the 
duct.  The  first  one  to  be  considered  is  stones. 
I elected  to  rule  stones  out  on  the  basis  of 
having  found  no  stones  in  the  gallbladder, 
and  having  found  a gallbladder  which  is 
thin  walled  and  distensible.  Intrinsic  neo- 
plasm of  the  common  duct;  here  again  is 
something  else  we  have  to  consider  in  view 
of  the  pathological  report  that  Dr.  Bornstein 
submitted  on  that  specimen  that  we  removed 
from  the  common  duct.  All  we  gave  Dr. 
Bornstein,  incidentally,  was  a little  of  that 
bile  sludge  which  we  removed ; and  he  re- 
ported something  to  the  effect  that  a tumor 
could  not  be  ruled  out.  Intrinsic  neoplasm 
of  the  common  duct  can  be  considei'ed  on 
that  basis.  Neoplasm  of  the  ampulla  of 
Vater  I’m  ignoring  because  of  the  rarity 
of  the  condition.  Of  lesions  in  the  wall 
of  the  duct.  We  have  intramural  tumors 
which  I don’t  know  any  way  of  ruling  out 
except  that  the  cholangiogram  wasn’t  too 
helpful  in  that  respect.  Strictures  of  the 


duct  are  congenital  or  acquired.  It  would  be 
very  difficult  to  have  a congenital  stricture 
for  60  some  odd  years  without  causing  some 
trouble  and  all  of  a sudden  causing  trouble. 
As  far  as  the  acquired  duct  stricture,  70 
per  cent  of  them  are  due  to  surgery  and  some 
of  them  are  either  due  to  chronic  fibrosing 
pancreatitis  which  already  was  ruled  out  or 
stones,  also  ruled  out.  So  I think  we  can  rule 
stricture  out.  I don’t  think  that  kinking 
would  explain  all  the  findings  in  this  par- 
ticular case. 

I suppose  it’s  conventional  for  me  to 
commit  myself,  so  statistically  speaking,  I 
would  pick  tumor  of  the  head  of  the  pancreas 
first,  carcinoma  of  the  stomach  with  metas- 
tases to  the  peri-ductal  lymph  glands  because 
of  the  x-ray  findings  second,  and  carcinoma 
of  the  common  duct  third,  because  Dr.  Born- 
stein mentioned  in  his  report  that  a tumor 
could  not  be  excluded. 

Dr.  Jack  C.  Postlewaite: 

If  the  patient  died  of  hepatic  coma,  which 
is  a possibility,  I doubt  if  surgery  was  as 
great  an  infringment  as  it  looked  at  the  time. 
The  man  survived  two  weeks,  which  means 
that  the  surgery  was  very  successful,  but 
it  looks  as  though  something  suddenly  did 
occur.  One  wonders  if,  with  the  malignancy 
occurring  or  perhaps  even  an  infection,  one 
has  a thrombosis.  Thus  we  have  a liver  with 
poor  circulation  and  we  are  faced  with  some- 
of  the  terminal  events  of  hepatic  coma.  I’d 
like  to  differentiate  a problem  however,  with- 
out going  further  into  hepatic  coma.  A hepa- 
torenal syndrome  is  a diagnosis  which,  I 
believe,  was  mentioned  once  before  as  being 
perhaps  an  unqualified  terminology  because 
more  than  one  organ  seems  to  be  involved. 
The  fact  is  that  renal  diseases  will  wind  up 
with  hepatorenal  findings,  liver  disease  will 
end  up  with  renal  findings,  which  doesn’t 
allow  us  to  use  that  terminology  clinically 
except  for  the  insurance  companies.  I think 
we  are  faced  with  a problem  in  which  there 
is  a general  systemic  effect  and  I think  this 
is  a sudden  fluid  shift.  That  perhaps  is  the 
real  terminal  event  that  occurred  in  the 
patient.  Now,  this  I think  is  the  qualification 
that  many  of  the  people  have  given  the 
hepatorenal  syndrome  and  that  it  is  a sudden 
shift,  whatever  direction  or  quantity  it  may 
be,  and  the  ultimate  serious  result  depends 
on  the  preoperative  care  of  the  liver  patient 
and  is  dependent  upon  the  destructive  pro- 
cesses which  have  occurred. 

Dr,  Antonio  Dow: 

When  I made  the  primary  diagnosis  I 
meant  to  imply  that  together  with  it  we  also 
have  a secondary  effect  like  biliary  cirrhosis 
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which  I think  caused  this  man’s  death  and 
a cholemic  nephrosis.  There  must  have  been 
some  lesion  in  the  kidney  to  account  for  albu- 
minuria. I also  think  that  because  I found 
that  thick  inspissated  bile  in  the  common 
duct,  probably  the  entire  biliary  tree  includ- 
ing the  biliary  canaliculi  is  also  filled  with 
this  inspissated  material.  This  inspissated 
material  always  makes  any  existing  obstruc- 
tion much  worse.  It  also  contributes  to  in- 
creased fibrosis,  peri  biliary  fibrosis  and  I 
think  that  this  was  the  cause  of  this  man’s 
death. 

Dr.  Frederick  I*.  Bornstein: 

If  you  assume  a biliary  cirrhosis,  you  are 
on  sound  ground  assuming  a carcinoma  of 
the  head  of  the  pancreas  or  carcinoma  of 
the  duct.  The  stomach  carcinoma  metas- 
tasizing and  compressing  usually  does  not 
have  any  time  to  permit  the  development  of 
a genuine  biliary  cirrhosis. 

Dr.  Charles  E.  Wehl): 

Did  that  gallbladder  have  white  bile  or 
green  ? 

Dr.  Antonio  Dow: 

It  had  white  bile. 

Dr.  Charles  E.  Wehh: 

Did  it  ever  drain  green  bile  out  of  your 
cholecystostomy ? It  did,  right?  I think  with 
a definite  thin  walled  distended  gallbladder 
you  are  going  to  do  a better  decompression 
by  doing  a cholecystojejunostoniy.  In  that 
way  of  course  you  don’t  lose  all  the  bile  while 
you  do  by  common  duct  cholecystostomy.  If 
you  had  a better  patient  to  work  with  you 
probably  would  have  done  the  same  thing. 

Dr.  Jack  Rush: 

I think  that  I would  have  to  agree  with 
Dr.  Dow  that  he  did  the  wisest  thing  in 
doing  the  most  conservative  type  of  surgery 
in  draining  the  gallbladder  under  local  anes- 
thesia and  putting  a T-tube  in.  I saw  this 
patient  after  Dr.  Dow  left  the  service  and 
watched  him  go  down  hill  and  die  after  he 
was  given  every  type  of  supportive  therapy, 
with  very  little  results.  He  became  comatose 
about  one  week  after  the  operation  and  about 
one  week  or  ten  days  later  he  passed  away. 
There  are  a couple  of  factors  I’d  like  to  add 
to  the  differential  diagnosis,  and  that  is  a 
chronic  hepatitis,  and  it  was  probably  the 
type  of  hepatitis  that  is  known  as  biliary 
hepatitis,  which  is  not  nearly  the  same  as 
Laennec’s  cirrhosis.  You  can  get  a biliary 
cirrhosis  from  an  obstruction  and  apparently 
this  patient’s  liver  went  into  acute  failure 
and  although  he  did  have  a T-tube  in  the 


common  duct  draining  perfectly  normal 
green  bile,  this  did  not  relieve  his  symptoms; 
and  although  he  was  kept  in  as  good  an 
electrolyte  balance  as  we  probably  could 
keep  him,  his  progress  was  very  definitely 
down  hill  and  we  thought  that  he  died  of  liver 
failure.  Another  possibility  that  wasn’t  con- 
sidered is  that  he  might  have  had  a hepa- 
toma, which  is  a rather  rare  thing  that 
occurs  sometimes  and  will  cause  a complete 
obstruction  of  the  biliary  tract.  I think  we 
can  rule  this  out  however,  because  of  the 
fact  that  once  the  T-tube  was  inserted  he 
did  have  a normal  flow  of  nice  yellow  bile 
coming  out  through  the  tube.  Once  these 
patients  develop  the  degree  of  liver  failure 
this  man  had  before  he  received  his  surgeiy, 
there  was  very  little  to  be  done.  I think 
this  is  a case  of  liver  failure  secondary  to 
biliary  cirrhosis. 

CLINICAL  DIAGNOSIS: 

Obstructive  jaundice. 

DR.  DOW’S  DIAGNOSIS:  Carcinoma  of  the 
head  of  the  pancreas ; carcinoma  of  the 
stomach ; carcinoma  of  the  common  duct 
with  secondary  biliary  cirrhosis. 

ANATOMICAL  DIAGNOSIS:  1.  Adenocarci- 
noma of  common  bile  duct  with  biliary 
obstruction.  2.  Biliary  cirrhosis  of  the 
liver. 

PATHOLOGICAL  DISCUSSION 

Dr.  F.  P.  Bornstein: 

On  autopsy  we  found  an  extremely  emaci- 
ated, jaundiced,  elderly  white  male.  There 
was  a T-tube  draining  from  the  right  side 
of  the  abdomen.  The  important  pathological 
findings  were  in  the  abdomen.  The  liver 
weighed  1350  gms.  It  had  a dark  green, 
smooth  surface  with  very  sharply  defined 
greyish  white  markings  between  the  green 
areas.  The  liver  cut  with  increased  resistance. 
The  cut  surface  showed  a dark  green  dis- 


Figure  1 


Page  78 


SOUTHWESTERN  MEDICINE 


FEBRUARY,  1955 


coloration,  and  showed  several  tiny  greyish 
white  nodules.  The  gallbladder  was  dilated 
and  filled  with  thin,  colorless  bile.  The  bile 
duct  was  thickened  and  covered  with  fibrin. 
Stones  were  absent.  On  microscopic  exami- 
nation of  the  liver  (Figure  1),  there  was  a 
profound  alteration  of  the  hepatic  structure. 
The  liver  parenchyma  was  subdivided  into 
innumerable  small  islands  of  liver  tissue 
without  a central  vein.  The  bile  ducts  were 
dilated  and  blocked  with  bile  plugs.  Similar 
small  plugs  were  found  in  the  bile  canaliculi. 
In  addition,  the  septa  between  the  pseudo 
lobules  were  markedly  thickened  and  heavily 
infiltrated  with  lymphocytes  and  plasma 
cells.  These  gross  and  microscopic  findings 
permit  the  diagnosis  of  biliary  cirrhosis,  by 
which  we  mean  a cirrhosis  which  has  de- 
veloped secondary  to  an  obstructive  lesion 
of  long  standing.  The  microscopic  exami- 
nation of  the  common  duct  revealed  the  pres- 
ence of  a tumor  (Figure  2).  The  tumor  was 
papillary  in  character.  It  was  composed  of 
duct- like  small  structures  resembling  the 
epithelium  of  the  common  duct.  However, 
the  individual  cells  were  markedly  anaplastic. 
In  addition  to  the  papillary  proliferation, 
there  was  a diffuse  infiltration  of  the  wall 
by  tumor  tissue. 


Figure  2 


Summary 

In  summary  then,  we  are  dealing  here 
with  a disease  process  which  began  with  the 
appearance  of  a malignant  tumor  in  the  com- 
mon bile  duct.  The  clinical  symptoms  of  such 
a tumor  are  nearly  identical  with  those  pro- 
duced by  a carcinoma  of  the  head  of  the 
pancreas,  and  for  this  reason  a great  number 
of  these  tumors  are  mistakenly  considered 
to  be  carcinomas  of  the  head  of  the  pancreas. 
However,  as  Willis  (1)  points  out,  “Con- 
trary to  the  general  impression  of  clinicians, 
carcinoma  of  the  main  bile-ducts  is  at  least 
as  frequent  as  carcinoma  of  the  gall-bladder 
on  the  one  hand  and  carcinoma  of  the  pan- 


creas on  the  other.”  The  tumoi’  produced  a 
complete  closure  of  the  common  bile  duct 
with  all  the  consequences  of  obstructive  jaun- 
dice, including  the  development  of  a biliary 
cirrhosis.  The  latter  process  produced  the 
extensive  desti'uction  of  the  liver  parenchyma 
with  subsequent  physiological  hepatic  failure, 
which  I consider  to  be  the  immediate  cause 
of  death. 

1.  Willis,  R.  A.;  Pathology  of  Tumors,  First  edition,  p.  411. 

TABLE  1 

Lesions  Causing  Common  Duct  Obstruction 

1.  Lesions  causing  external  compression 

a.  Tumor  of  head  of  the  pancreas 

b.  Adjacent  inflamed  or  metastatic  nodes  causing  obstruction 

c.  Chronic  fibrosing  pancreatitis 

2.  Lesions  within  the  lumen  of  the  duct 

a.  Stones 

b.  Intrinsic  neoplasm 

c.  Neoplasm  of  ampulla  of  Vater 

3.  Lesions  within  the  wall  of  the  duct 

a.  Intramural  tumors 

b.  Stricture 

1)  Congenital 

2)  Acquired 

c.  Kinking 

El  Paso  To  Receive  AAGP 
Closed  Circuit  TV  Program 

El  Paso  will  be  one  of  58  cities  to  receive 
the  largest  closed-circuit  television  program 
ever  staged  Feb.  24  when  six  internationally- 
known  medical  authorities  will  discuss  “The 
Management  of  Streptococcal  Infection  and 
Its  Complications.” 

The  program  is  jointly  sponsored  by  the 
American  Academy  of  General  Practice, 
Kansas  City,  Mo.,  and  Wyeth  Laboratories 
of  Philadelphia.  It  will  be  telecast  from  New 
York  City. 

This  is  the  first  time  that  the  Academy 
has  used  television  to  bring  post-graduate 
education  to  members  in  all  parts  of  the 
country. 

The  program  will  be  seen  in  El  Paso  at 
4 p.  m.  (MST)  at  a site  not  yet  determined. 

The  hour-long  symposium  will  have  Dr. 
William  B.  Hi  1 debrant  president  of  the 
AAGP,  as  moderator.  Those  who  will  deliver 
scientific  papers  are  Dr.  John  D.  Keith, 
associate  professor  of  pediatrics  at  the  Uni- 
versity of  Toronto  and  physician-in-charge 
of  the  cardiac  clinic  and  service  at  Toronto’s 
Sick  Children’s  Hospital;  Dr.  Bcirtis  B. 
Breese,  assistant  professor  of  pediatrics  at 
the  University  of  Rochester;  Dr.  Lowell  A. 
Rantz,  associate  professor  of  medicine  at 
Stanford  University  School  of  Medicine ; Dr. 
Gene  H.  Stollerman,  director  of  Irvington 
House ; Dr.  Keith  Hammond  of  Paoli,  Ind., 
a member  of  the  Academy;  and  Dr.  Charles 
H.  Rammelkamp,  Jr.,  professor  of  medicine 
at  Western  Reserve  University  and  Director 
of  the  Commission  on  Streptococcal  Diseases, 
Armed  Eorces  Epidemiology  Board. 
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Texas  Western  Pre-Meds  To 
Hear  Orthopaedist 


Dr.  Charles  Weir  Goff 

Annual  lectureship  for  pre-medical  stu- 
dents at  Texas  Western  College  will  be  held 
at  8 p.  m.  Monday,  February  7,  in  Cotton 
Auditorium  on  the  TWC  campus. 

Dr.  Charles  Weir  Goff  of  Hartford,  Conn., 
a leading  authority  on  orthopaedic  surgery, 
will  be  the  speaker.  His  topic  will  be  “From 
Ape  to  Physician  and  Vice-Versa.”  The  talk 
will  concern  orthopaedic  aspects  of  the  an- 
thropology of  man. 

This  will  be  the  sixth  annual  lectureship 
at  TWC.  They  are  sponsored  by  Phi  Beta  Pi, 
the  medical  fraternity.  Dr.  Ben  Cooley  is 
president  of  the  El  Paso  alumni.  Dr.  A. 
Robert  Nering  is  lectureship  chairman  for 
the  group. 

Dr.  Goff  is  associate  professor  of  ortho- 
paedics at  Yale  University  Medical  School 
and  is  the  outstanding  authority  on  the  bones 
and  joints  of  ancient  men.  Besides  being  an 
outstanding  medical  author,  he  is  an  excel- 
lent combination  of  a very  good  scientific 
speaker  and  a man  with  a fine  sense  of 
humor. 

Dr.  Goff,  who  will  be  a house  guest  of 
Dr.  Louis  W.  Breck  during  his  El  Paso  stay, 
will  be  a speaker  at  the  American  Academy 
of  Orthopaedic  Surgeons  in  Los  Angeles 
early  this  month. 


In  Viewing  the  VA  Medical  Program  . . . 
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ference of  pelvis  above  trochanters;  circum- 
ference of  waist;  height  and  weight. 

CktiMPfihetA 

Stace  a\n4  Cc. 

813  N.  Cedar  at  Five  Points 

5-3841  EL  PASO,  TEXAS 


We  Carry  A Complete  Line  of 

DIABETIC  FOODS  AND  SUPPLIES 

MCKEE’S  PRESCRIPTION  PHARMACY 

105-A  East  San  Antonio  St.,  El  Paso 
Dial  2-2693 


C.  G.  McDow  and  Son,  Props. 


419-421  South  Stanton  St.  2-4473  El  Paso,  Texas 


EXTER-TONELLA  MORTUARY,  INC. 

STRICTLY  ETHICAL 

108  Yale  Blvd.,  S.  E.  3-4571  Albuquerque,  N.  M. 

For  Your  Convenience 
Use  Our  Handy  Charge- A- Plate  Servieel 


Ihe  uihile  house 


The  McMath 
Co.,  Inc. 
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Let  Us  Bind  Your  1954  Copies  of 
Southwestern  Medicine 
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DIAL  3-3681 


Richard  E.  Martin 


710  N.  Stanton  St.  2-3691  El  Paso,  Texas 


-^Miller 

AMBULANCE  SERVICE 

Phone  5-2748 


2600  East  Yandell  Blvd.  El  Paso,  Texas 


Ws 


Sweeney's 
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MILLS  BLDG. 


FOR  PRESCRIPTIONS 

— PHONE  3-4445  — EL  PASO,  TEXAS 


Wyoming  at  Cotton 


El  Paso,  Texas 


CITYWIDE  DELIVERY  SERVICE 


Located  in  The 
New  Medical  Center 


THE  TERRACE 

El  Paso's  Smartest-  Restaurant 


Phone  2-3545 

Facilities  For 

Private  Parties  and  Banquets 


HARDING 


Only  at  the  Popular  in  El  Paso  . . . 

FINE  HARTMANN  LUGGAGE 

MEZZANINE,  MEN'S  STORE 


Funeral  Home 

EL  PASO.  TEXAS 


POPULAR  DRY  GOODS  CO. 

'Jfench- 

MORTUARY 


320  Montana 


3-1646 


910  Grand  Ave.,  N,  E.  3-4404  Albuquerque,  N.  M. 


ScutkmMetn  ^ut^ical 
Suppiif  CmpaHtf 

Your  Complete  Source  in  The  Southwest  For  All  Ethical 
Medical  Equipment  and  Supplies 

EL  PASO  ALBUQUERQUE  TUCSON  PHOENIX 


WARNER  DRUG  CO. 

IN  FRONT  OF  THE  POST  OFFICE 

Our  Prescription  Department  It 
NEVER  Without  a 
Registered  Pharmacist  on  Duty 


Raster  & Maxon 

Funeral  Home 

El  Paso,  Texas  2-3431 


O 

Direct  Physician's  Phone  to 
Prescription  Department  — 3-2352 

FREE  DELIVERY 


TAYLOR-SIMPKINS,  INC. 

MEDICAL  OXYGEN 

2123  Texas  Street  3-0952  El  Paso,  Texas 

Nights  — Call  5-0359,  or  5-3060 


GUNNING  & CASTEEL  DRUG  STORES 

Complete  Prescription  Service  in  8 Conveniently  Located  Stores 


EL  PASO,  TEXAS 


YSLETA,  TEXAS 
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SOUTHWESTERN  MEDICAL  ASSOCIATION  OFFICERS 

President Joseph  Bank,  M.  D.,  Phoenix 

President-Elect John  H.  Dettweiler,  M.  D.,  Albuquerque 

Vice-President Earl  Malone,  M.  D.,  Roswell 

Secretary-Treasurer Celso  C.  Stapp,  M.  D.,  El  Paso 

Executive  Committee..., Louis  Jekel,  M.  D.,  Phoenix 

Maynard  Hart,  M.  D.,  El  Paso  — A.  G.  Herrera,  M.  D.,  Chihuahua  City 

EL  PASO  COUNTY  MEDICAL  SOCIETY  OFFICERS 

President  Joe  R.  Floyd,  M.  D. 

President-Elect Newton  F.  Walker,  M.  D. 

Vice-President Robert  F.  Thompson,  M.  D. 

Secretary-Treasurer Merle  D.  Thomas,  M.  D. 


Regional  Editors 

ARIZOWA 

DOUGLAS: — Or.  James  S.  Walsh,  631  Ninth  Street. 

FLAGSTAFF;— Dr.  D.  W.  Kittredge,  Jr. 

MESA: — Dr.  Angus  J.  Fillmore,  34  North  McDonald  Street. 

PHOENIX: — Dr.  Thomas  H.  Bate,  15  East  Monroe  Street. 
PRESCOTT: — Dr.  Harry  T.  Southworth,  434  West  Gurley  Street. 
TUCSON: — Dr.  N.  K.  Thomas,  130  South  Scott  Street. 

NEW  MEXICO 

ALBUQUERQUE: — Dr.  Robert  Friedenberg, 

2929  Monte  Vista  Blvd.,  N.  E. 

CARLSBAD: — Dr.  J.  W.  Hillsman,  Medical  Arts  Bldg. 

GALLUP: — Dr.  Vincent  Accardi,  202  W.  Hill. 

HOBBS: — Dr.  W.  E.  Badger,  200  North  Dalmont  Street. 

TRUTH  OR  CONSEQUENCES: — Dr.  H.  B.  Johnson,  530  W.  Broadway. 
LAS  CRUCES:— Dr  L.  S.  Evans,  217  W.  Court  Street. 

LAS  VEGAS: — Dr.  Volney  S.  Cheney,  817  Seventh  Street. 
LORDSBURG: — Dr.  E.  C.  DeMoss,  Box  577. 

RATON: — Dr.  J.  Hunt  Burress,  209  Cook  Ave. 

ROSWELL: — Dr.  E.  W.  Lander,  211  West  Third  Street. 

SANTA  FE:  Dr.  Eric  P.  Hausner,  Coronado  Bldg. 

SILVER  CITY  - FORT  BAYARD  - SANTA  RITA:— Dr.  E.  A.  Rygh, 
Santa  Rita  Hospital. 

TUCUMCARI: — O'.  Thomas  B.  Hoover,  315  South  Second  Street. 
WEST  TEXAS 

ALPINE  - MARFA:— Dr.  M.  V.  Hill,  Alpine. 

DEL  RIO: — Dr.  L.  M.  Cartall,  501  Del  Rio  National  Bank  Bldg, 
KERMIT  - MONAHANS  • PECOS: — Dr.  W.  H.  McClure,  Kermit. 
MIDLAND: — Dr.  L.  W.  Leggett,  Leggett  Bldg. 

ODESSA: — Dr.  Emmett  Headlee,  Box  3112. 

MEXICO 

CHIHUAHUA,  CHIH.: — Dr.  Julio  Ornelas  K.,  Ojinaga  209. 
DURANGO,  DGO.: — Dr.  Alfonso  P.  Gavllan,  Zaragoza  508  Sur. 
JUAREZ,  CHIH.: — Dr.  Luis  Valdes,  16  de  Septiembre  1000  Oriente. 
NACOZARI  DE  GARCIA,  SONORA: — Dr.  Manuel  S.  Perez  Mesquita. 
NUEVO  CASAS  GRANDES,  CHIH.:— Dr.  LeRoy  Hatch. 

TORREON,  COAHUILA: — Dr.  Alvaro  Rodriquez  Villareal,  Clinica  de 
Radiologia,  Morelos  No.  833  Pte. 


Providence  Memorial  Hospital 

The  Southwest’s  Most  Modern  Hospital 

APPROVED  BY  THE  JOINT  COMMISSION  ON  HOSPITAL  ACCREDITATION 


COMPLETE  DIAGNOSTIC  and  TREATMENT  FACILITIES 
OUTSTANDING  CHEMISTRY  LABORATORY  ISOTOPE  THERAPY  AND  STUDIES 


2001  North  Oregon  Street 


El  Paso,  Texas 
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SAUL  B.  APPEL,  M.  D. 

Certified  by  the  American  Board  of  Internal  Medicine 

LOUIS  W.  BRECK,  M.D. 

INTERNAL  MEDICINE 
CARDIOVASCULAR  DISEASES 

W.  COMPERE  BASOM,  M.D. 

1201  First  National  Bldg.  3-5201  El  Paso,  Texas 

MORTON  H.  LEONARD,  M.D. 

JOSEPH  BANK,  M.  D. 

Diplomates  of  the  American  Board  of  Orthopaedic  Surgery 

Diplomate  of  American  Board  of  Internal  Medicine 
And  American  Board  of  Gastroenterology 

GASTROENTEROLOGY,  GASTROSCOPY 

ORTHOPAEDIC  SURGERY 

800  North  First  Ave.  Alpine  4-7245  Phoenix,  Arizona 

520  Montana  Telephone  3-1671  El  Paso,  Texas 

FRANK  0.  BARRETT 
ANESTHESIOLOGY  ASSOCIATES 

CLEMENT  C.  BOEHLER,  M.  D.,  F.  A.  C.  S. 

DIPLOMATE  AMERICAN  BOARD  OBSTETRICS  AND  GYNECOLOGY 

FRANK  0.  BARRETT,  M.  0. 

MERLE  D.  THOMAS,  M.  0. 
(Diplomates  American  Board  of  Anesthesiology) 
ALFRED  SORENSON,  M.  D. 

JOHN  W.  REDELES,  M.  D. 

H.  W.  DEMAREST,  M.  D. 

PRACTICE  LIMITED  TO  OBSTETRICS  AND  GYNECOLOGY 

ANESTHESIOLOGY 

612  Mills  Bldg.  3-8431  El  Paso,  Texas 

Suite  8A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-6591  El  Paso,  Texas 

BYRON  BUTLER,  M.  D. 

riTTH  1 RFKini-IFIA/  M D 

Med.  Sc.  D.  in  Ob.  & Gyn.  (Col.  Uni.) 

DIPLOMATE  AMERICAN  BOARD  OF  PSYCHIATRY  & NEUROLOGY 

Gynecology  & Infertility 
Radical  Pelvic  Surgery 
Reconstructive  Pelvic  Surgery 

1515  N.  Ninth  St.  ALpine  8-2607  Phoenix,  Ariz. 

550  W.  Thomas  Rd.  Phone:  Cr.  4-6371  Phoenix,  Ariz. 

RAYMOND  J.  BENNETT,  M.  D. 

Diplomate  of  the  American  Board  of  Neurology  and  Psychiatry 
PRACTICE  LIMITED  TO  NEUROPSYCHIATRY 

BASIL  K.  BYRNE,  M.  D. 

PEDIATRICS 

Suite  7A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-1177  El  Paso,  Texas 

Suite  4A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-8487  El  Paso,  Texas 

JACK  A.  BERNARD,  M.  D. 

Diplomate  American  Board  of  Internal  Medicine 

DAVID  M.  CAMERON,  M.  D.,  F.  A.  C.  S. 

^Certified  by  The  American  Board  of  Orthopedic  Surgery) 

INTERNAL  MEDICINE 
CARDIOVASCULAR  DISEASES 

Suite  3C  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-8151  El  Paso,  Texas 

A.  E.  LUCKETT,  M.  D. 

(Certified  by  The  American  Board  of  Orthopedic  Surgery) 

ORTHOPEDIC  SURGERY 

Suite  5A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-3421  El  Paso,  Texas 

EDWARD  BLANK,  M.  D. 

Practice  Limited  To  Psychiatry, 

ROBERT  J.  CARDWELL,  M.  D. 

(Diplomate  American  Board  of  Obstetrics  and  Gynecology) 

Neurology  & Psychosomatic  Medicine 
733  W.  McDowell  Rd  AL  2-7388  Phoenix,  Ariz. 

WARD  EVANS,  M.  D. 

(Diplomate  American  Board  of  Surgery) 

If  No  Answer:  AL  3-4189 

414  Banner  Building  3-7587  El  Paso,  Texas 

2350  Physicians  Read 

CASA  GRANDE  CLINIC 

Southivestern  Medicine 

H.  B.  LEHIVIBERG,  IVl.  D.  J.  T.  0 NEIL,  IVI.  D. 

R.  Z.  COLLINGS,  JR.,  M.  D. 

GENERAL  PRACTICE 

113  W.  Second  St. 


Phones  4495  - 4496 


Casa  Grande,  Ariz. 
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ROBERT  N.  CAYLOR,  M.  D. 

E.  S.  CROSSETT,  M.  D. 

Diplomate  American  Board  of  Surgery 

Practice  Limited  to  Ophthalmology 

THORACIC  SURGERY 

207  Medical  Arts  Bldg. 

Cardiovascular  Surgery  Broncho-Esophagology 

415  East  Yandell  Blvd.  3-5897  El  Paso,  Texas 

415  E.  Yandell  Blvd.  3-8511  or  2-2474  El  Paso,  Tex. 

CHILDREN'S  CLINIC 

109  North  Union 

Roswell  N.  Mex. 

Allen  C.  Service,  M.  D.  Karl  L.  Bergener,  M.  D. 

American  Board  of  Pediatrics 

WICKLIFFE  R.  CURTIS,  M.  D.,  F.A.C.S. 

Diplomate  American  Board  of  Urology 

JAMES  D.  BOZZELL,  M.  D. 

— PRACTICE  LIMITED  TO  UROLOGY  — 

Suite  3B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-1426  El  Paso,  Texas 

MANLEY  B.  COHEN,  M.  D. 

Practice  Limited  to; 

RICHARD  E.  H.  DUISBERG,  M.  D. 

THORACIC  SURGERY 

(Diplomate  American  Board  of  Psychiatry  and  Neurology) 

CARDIOVASCULAR  SURGERY 
BRONCHOSCOPY-ESOPHAGOSCOPY 

415  East  Yandell  Boulevard  3-3353  El  Paso,  Texas 

1313  North  Second  Street  Phones:  AL  3-6701 

Phoenix,  Arizona  AL  2-4542 

WILLIAM  1.  COLDWELL,  M.  D. 

Certified  by  the  American  Board  of  Internal  Medicine 

L.  0.  DUTTON,  M.  D. 

— INTERNAL  MEDICINE  — 

ALLERGY 

800  Montana  St.  3-8373  El  Paso,  Texas 

616  Mills  Bldg.  2-3671  El  Paso,  Texas 

W.  0.  CONNOR,  JR.,  M.  D.,  F.  A.  C.  S, 

ORVILLE  E.  EGBERT,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  Internal  Medicine 

Practice  Limited  to  Obstetrics  and  Gynecology 

ALLERGY 

DISEASES  OF  THE  CHEST 

Medical  Arts  Square  7-8661  Albuquerque,  N.  M. 

Suite  3E  1501  Arizona  Street 

El  Paso  Medical  Center  El  Paso,  Texas 

P.  G.  CORNISH,  M.D.,  F.  A.  C.  S. 

HAROLD  EIDINOFF,  M.  D. 

GENERAL  SURGERY 

PRACTICE  LIMITED  TO  PROCTOLOGY 

Medical  Arts  Square 

801  Encino  Place,  Suite  6 2-1333  Albuquerque,  N.  M. 

Suite  4B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-3305  El  Paso,  Texas 

BRANCH  CRAIGE,  M.  D. 

(Certified  by  American  Board  of  Internal  Medicine) 
INTERNAL  MEDICINE 

JOHN  A.  EISENBEISS,  M.  D.,  F.  A.  C.  S. 
E.  THORNTON  PFEIL,  M.  D.,  F.  A.  C.  S. 

Diplomates  of  the  American  Board  of  Neurological  Surgery 

Lois  Grunow  Memorial  Clinic 

Suite  5B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-6931  El  Paso,  Texas 

926  East  McDowell  Road  AL  4-3151  Phoenix,  Arizona 

FREDERIC  E.  CRESSMAN,  M.  D. 

LESTER  C.  FEENER,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  Internal  Medicine 

Diplomate  of  American  Board  of  Ophthalmology 
OPHTHALMOLOGY,  OTOLARYNGOLOGY 

INTERNAL  MEDICINE 
CARDIOVASCULAR  DISEASES 

102  South  Second  973  Artesla,  New  Mexico 

404  Banner  Bldg.  2-5771  El  Paso,  Texas 
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JOE  R FLOYD,  M,  D.,  F.  A.  C.  S. 

GtMERAL  SURGERY 

MALONE  V.  HILL,  M.  D.,  F.  A.  C.  S. 

Suite  9E  El  Paso  Medical  Center  1501  Arizona  Street 

GENERAL  SURGERY 

Phone  3-5881  El  Paso,  Texas 

1130  N.  Central  Ave.  Memorial  Hospital 

123  North  Sixth  Street  600  Alpine,  Texas 

DOUGLAS  D,  GAIN,  M.  D. 
ERNEST  H.  PRICE,  M.  D. 

HERBERT  E.  HIPPS,  M.  D. 

Oiplomates  ot  American  Board  of  Radiology 
X-RAY  THERAPY  and  DIAGNOSIS 
RADIUM  THERAPY  — RADIOACTIVE  ISOTOPES 
AL  8-8436  Phoenix,  Arizona  AL  8-7531 

ORTHOPEDIC  SURGERY 

1612  Columbus  Ave.  4-4701  Waco,  Tex. 

CHARLES  E.  GALT,  JR.,  M.  D. 

DRS.  HOGSETT  and  HARGAN 

Practice  limited  to  Obstetrics  and  Gynecology 

G.  C.  Hogsett,  M.  D.  J.  L.  Hargan,  M.  D. 

OBSTETRICS  and  PEDIATRICS 

513  West  Fox  St.  Phone  5-5015  Carlsbad,  N.  M 

Medical  Arts  Bldg.  5-4156  Carlsbad,  N.  M. 

H.  M.  GIBSON,  M.  D.,  F.  A.  C.  S. 

(Certified  by  American  Board  of  Urology) 

RUSSELL  HOLT,  M.  D. 

B.  LYNN  GOODLOE,  M.  D. 
JACK  T.  RUSH,  M.  D. 

PRACTICE  LIMITED  TO  UROLOGY 

GENERAL  and  GYNECOLOGICAL  SURGERY 
MEDICAL  ARTS  BUILDIIMG 

209  Medical  Arts  Bldg.  2-8130  El  Paso,  Texas 

415  East  Yandell  Blvd  3-3443  El  Paso,  Texas 

JAMES  J.  GORMAN,  M.  D.,  F.  A.  C.  P. 

RALPH  H HOMAN,  M.  D , F,  A.  C.  P. 

CARDIOLOGY 

Diplomate  American  Board  of  Internal  Medicine 

ROBERT  B.  HOMAN,  JR.,  M.D.,  F.A.C.S. 

DIAGNOSIS  — GASTROENTEROLOGY 

DISEASES  OF  THE  CH EST  — THORACIC  SURGERY 

701  First  National  Building  2-6221  El  Paso,  Texas 

Suite7D  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-1409  El  Paso,  Texas 

J.  LEIGHTON  GREEN,  M.  D.,  F.  A.  C.  S. 

GENERAL  and  GYNECOLOGICAL  SURGERY 

ALBERT  M.  HORNE,  M.  D.,  D.  A.  B.  R. 

RADIOLOGY 

Suite  3A  El  Paso  Medical  Center  1501  Arizona  Street 

Phon-e  2-9032  El  Paso,  Texas 

2200  West  Illinois  3-3402  Midland,  Tex. 

HERMAN  J.  HARVIS,  M.  D. 

GEORGE  W.  HORTON,  M.  D. 

GENERAL  PRACTICE 

PRACTICE  LIMITED  TO  ORTHOPEDICS 

708  Denver  St  4-2844  Plainview,  Tex. 

413  N.  Lincoln  7-6641  Odessa,  Texas 

HASKELL  D HATFIELD,  M.  D.,  F.  A.  C.  S. 

(Diplomate  American  Board  of  Otolaryngology) 

W A.  JONES,  M D 

Diplomate  American  Board  of  Neurological  Surgery 

PRACTICE  LIMITED  TO  OTOLARYNGOLOGY 
LARYNGEAL  SURGERY  and  BRONCHO-ESOPHAGOSCOPY 

NEUROLOGICAL  SURGERY 

Suite  4E  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-3201  El  Paso,  Texas 

Suite  1C  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-9927  El  Paso,  Texas 
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G.  H.  Jordan,  M.D,  F.A.C.S.  C.  E.  Webb,  M.D.,  F.A.C.S. 

DRS.  JORDAN  AND  WEBB 

TRUETT  L.  MADDOX,  D.  D.  S. 

Diplomates  American  Board  of  Surgery 
GENERAL  and  GYNECOLOGICAL  SURGERY 

ORAL  SURGERY 

Suite  7B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-1693  El  Paso,  Texas 

Suite  9A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-3659  El  Paso,  Texas 

LINDELL  M.  KINMAN,  M,  D. 

C.  H.  MASON,  M.  D. 

Diplomate  American  Board  of  Urology 

M.  S.  HART,  M.  D. 

UROLOGY 

R.  F.  BOVERIE,  M.  D. 

300  West  Alameda  Phone  4559  Roswell,  N.  M. 

G.  L.  BLACK,  M.  D. 

HERMAN  A.  KLING,  M.  D. 

Associate  Fellow  American  Proctologic  Society 

RADIOTHERAPY  — ROENTGENOLOGY  — PATHOLOGY 

Diseases  of  the  Colon  and  Rectum 

El  Paso  Medical  Center 

1501  Arizona  St.,  Suite  2A  3-4478 

107  Girard  Blvd.,  S.  E.  5-1113  Albuquerque,  N.  M. 

105  Medical  Arts  Bldg.  3-7092.  El  Paso,  Texas 

HOWARD  C.  LAWRENCE,  M.  D. 

Diplomate  American  Board  of  Plastic  Surgery 
PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
709  Professional  Building  Alpine  8-4101  Phoenix,  Arizona 

BERNARD  L.  MELTON,  M.  D. 

F A.  C.  S.,  F.  1.  C.  S. 

EYE,  EAR,  NOSE  AND  THROAT 
Certified  by  American  Board  of  Ophthalmology 
Certified  by  American  Board  of  Otolaryngology 
Certified  by  International  College  of  Surgeons 
603  Professional  Bldg.  3-8209  Phoenix,  Arizona 

LABORATORY 
X-RAY  — CLINICAL-PATHOLOGY 

LEROY  J.  MILLER,  M.  D. 

0.  LEGANT,  M.  D. 

Diplomate  American  Board  of  Radiology 

M.  ROBERT  KLEBANOFF,  M.  D. 

H.  V.  BEIGHLEY,  M.  D. 

Diplomate  American  Board  of  Pathology 

NhUKULUGlUAL  bUkUbRY' 

106  S.  Girard  Ave.  2-2636  Albuquerque,  N.  M. 

106  S.  Girard  Ave.  5-4831  Albuquerque,  N.  M 

CHARLES  P C,  LOGSDON,  M.  D. 

CLINTON  W.  MORGAN,  M.  D. 

CARDIOLOGY 

NhUKULUUiUAL  bUkGbkV 

415  E.  Yandell  Blvd  3-7916  El  Paso,  Texas 

215  Oak  N.  E.  3-6195  Albuquerque,  N.  M. 

MARSHALL  CLINIC 

J.  H.  MULLEN,  D.  D.  S. 

GENERAL  DENTISTRY 

ROSWELL,  NEW  MEXICO 

(Special  Consideration  Given  Children) 

1.  J.  Marshall,  M.  D. 

1335  First  National  Bldg.  3-8687  El  Paso,  Texas 

Steve  Marshall,  M.  D. 
Earl  A.  Latimer,  Jr.,  M.  D. 

A.  WILLIAM  MULTHAUF,  M.D.,  F.A.C.S. 

D.  H.  Cahoon,  M.  D. 

UROLOGICAL  DIAGNOSIS  AND  SURGERY 

H.  D.  Johnson,  D.  D.  S. 

1315  First  National  Bldg.  3-8986  El  Paso,  Texas 
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WALLACE  E.  NISSEN,  M.  D.,  F.  A.  C.  S. 
W.  W.  KRIDELBAUGH,  M.  D.,  F.  A.  C.  S. 

VINCENT  M.  RAVEL,  M.  D. 
CHARLES  C.  McVAUGH,  M.  D. 

GENERAL  SURGERY 

— RADIOLOGY  — 

Medical  Arts  Square 

801  Encino  Place,  Suite  35  3-2251  Albuquerque,  N.  M 

Mills  Building  and 

800  Montana  Street  2-3459  El  Paso,  Texas 

THE  ORTHOPEDIC  CLINIC 

Orthopedic  Surgery 

W.  A.  BISHOP,  JR.,  M.  D.,  F.  A.  C.  S. 
ALVIN  L.  SWENSON,  M.  D. 

ROY  R.  ROBERTSON,  M.  D. 

RAY  FIFE,  M.  D. 

SIDNEY  L.  STOVALL,  M.  D.,  F.  A.  C.  S. 

INTERNAL  MEDICINE  AND  CARDIOVASCULAR  DISEASES 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
DE  WITT  W.  ENGLUND,  M.  D.,  ARTHRITIS 
1313  North  Second  Street  — Phone  ALpine  8-1586  — Phoenix,  Ariz 

Medical  Arts  Square 

801  Encino  Place,  Suite  20  2-9619  Albuquerque,  N.  M. 

JAMES  M.  OVENS,  M.  D. 
F.  A.  C.  S.,  F.  1.  C.  S. 

CECIL  A.  ROBINSON,  M.  D. 

Diplomate  American  Board  of  Surgery 

CANCER  AND  TUMOR  SURGERY  X-RAY  AND 
RADIUM  THERAPY 

Practice  Limited  to  Orthopedics 

608  Professional  Building  AL  4-1973  Phoenix,  Ariz. 

111  Pine  St.  2541  Kermit,  Texas 

ROBERT  E.  PARKINS,  D.  D.  S. 

GENERAL  DENTISTRY 

J.  S.  RODEN,  M.  D. 

(Special  Consideration  Given  to  Children) 

GYNECOLOGY 

Suite  IE  1501  Arizona  Street 

Phone  3-1245  El  Paso  Medical  Center  El  Paso,  Texas 

W.  S.  PARKS,  Jr.,  M.  D. 

OBSTETRICS  AND  GYNECOLOGY 

EDWARD  PARNALL,  M.D.,  F.A.A.O.S. 

Diplomate  American  Board  of  Orthopedic  Surgery 

G.  H.  LANG,  M.  D. 

ORTHOPEDIC  SURGERY 

OBSTETRICS 

1 Medical  Arts  Square  2-4228  Albuquerque,  N.  M. 

108  N.  Garfield  St.  4-6592  Midland,  Texas 

JACK  C.  POSTLEWAITE,  M.  D. 

S.  PERRY  ROGERS,  M.  D. 

Diplomate  American  Board  of  Internal  Medicine 

ORTHOPEDIC  SURGERY 

Suite  5D  1501  Arizona  St. 

El  Paso  Medical  Center  2-1385  El  Paso,  Texas 

Suite  2B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-4433  E)  Paso,  Texas 

RISSLER-WOLLMANN  CLINIC 

GEORGE  M.  SCHLENKER,  M.  D. 

ROSS  W.  RISSLER,  M.  D. 

Practice  Limited  To  Neuro-Psychiatry 

(Certified  by  the  American  Board  of  Internal  Medicine) 

Medical  Arts  Building 

INTERNAL  MEDICINE— CARDIOLOGY 

415  E.  Yandell  Blvd.  3-7366  El  Paso,  Texas 

WALTER  W.  WOLLMANN,  M.D.,  F.A.C.S. 

(Certified  by  the  American  Board  of  Surgery) 

WILLARD  W.  SCHUESSLER,  M.  D. 

Diplomate  American  Board  of  Plastic  Surgery 

GENERAL  SURGERY 

2001  Grant  Ave.  3-1601  El  Paso,  Texas 

DONALD  H.  EWALT,  M.  D. 

Plastic,  Reconstructive  Surgery  and 
Maxillo-facial  Surgery 

1501  Arizona  St.  Medical  Center,  Suite  4-C  El  Paso,  Texas 
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F.  P.  SCHUSTER,  M.  D. 

S.  A.  SCHUSTER,  M.  D. 
NEWTON  F WALKER,  M.  D. 

C.  M.  STANFILL,  M.  D. 

Diplomate  American  Board  of  Otolaryngology 

EAR,  NOSE  and  THROAT 
Bronchoscopy  — Esophagoscopy 

EYE,  EAR,  rJOSE  AND  THROAT-BRONCHOSCOPY 
First  National  Bldg.  2-1495  El  Paso,  Texas 

307  MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blvd.  2-9449  El  Paso..  Texas 

0.  J.  SHAFFER,  D.  D.  S.,  F.  A.  C.  D, 

(Diplomate  American  board  of  Oral  Surgery) 

ROY  G.  SLACK,  D.  M.  D. 

ORAL  SURGERY 

C.  S.  STONE,  M.  D.,  F.  A.  C.  S. 

Suite  ID  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-6742  El  Paso,  Texas 

A.  J.  JENSON,  B.  A.,  M.  D. 

W.  G.  SHULTZ,  M.  D.,  F.  A.  C.  S. 

Diplomate  of  The  American  Board  of  Urology 

V.  M.  HOLLAND,  B.  S.,  M.  D. 

E.  R.  UPDEGRAFF,  M.  D. 

1010  N.  Country  Club  Road 

PHONES:  3-5323  - 3-3033  - 3-4427 

Telephone  5-2609  Tucson,  Arizona 

301  East  Cain  Street  Hobbs,  N.  M 

D.  J.  SIBLEY,  JR.,  M.  D. 

GENERAL  PRACTICE 

JESSON  L.  STOWE,  M.  D. 
GRAY  E.  CARPENTER,  M.  D. 

GYNECOLOGY  AND  OBSTETRICS 

Box  367  Phone  584  Ft.  Stockton,  Texas 

2323  Montana  Street  2-4631  El  Paso,  Texas 

EUGENE  P.  SIMMS,  M.  D. 

— GENERAL  PRACTICE  — 

Medical  Arts  Center 

WINSLOW  P.  STRATEMEYER,  M.  D. 

Diplomate  American  Board  of  Neurological  Surgery 
NEUROLOGICAL  SURGERY 

1213  Tenth  Street  Phone  8 Alamogordo,  N.  M. 

101  Medical  Arts  Bldg. 

415  E.  Yandell  Blvd.  3-7551  El  Paso,  Texas 

GERALD  A,  SLUSSER,  M.  D.,  A.  1.  C.  S. 

ROBERT  F.  THOMPSON,  M.  D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

SURGERY  AND  OBSTETRICS 

UROLOGY 

100  Booker  Bldg.  Phone  670  Artesla,  N.  M. 

LESLIE  M.  SMITH,  M.  D.  H.  D.  GARRETT,  M.  D. 

816-818  Mills  Bldg.  2-4321  El  Paso,  Texas 

DRS.  SMITH  AND  GARRETT 

Diplomates  American  Board  of  Dermatology  and  Syphilology 

TURNER'S  CLINICAL 

DISEASES  OF  THE  SKIN 

X-Ray  and  Radium  In  the  Treatment  of  Skin  Malignancies 

& X-RAY  LABORATORIES 

Suite  3D  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-6172  El  Paso,  Texas 

GEORGE  TURNER,  M.  D. 
DELPHIN  von  BRIESEN,  M.  D. 

M.  P.  SPEARMAN,  M.  D.,  F.  A.  C.  S. 

Diplomate  American  Board  of  Otolaryngology 

MEDICAL  CENTER 

EYE  - EAR  - NOSE  - THROAT 

Suite  5C  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-6011  El  Paso,  Texas 

1501  Arizona  St.  Phone:  2-4689 

Building  No.  6 El  Paso,  Texas 

S()u[Jiw(‘sl(‘rn  Pliysiciaiis’  l)ir(‘do!*y 


TUCSON  TUMOR  CLINIC 

CANCER  & ALLIED  DISEASES 

LUDWIG  LINDBERG,  M.  D. 
U.  V.  PORTMANN,  M.  D. 


721  N.  4th  Aue. 


3 2531 


Tucson,  Arizona 


W.  E.  VANDEVERE,  M.  D.,  F.  A.  C.  S. 

Diplomate  of  American  Boards  of  Ophthalmology  and  Otolaryngology 

W.  G.  MORROW,  JR.,  M.  D, 


Diplomate  American  Board  of  Ophtiialmology 
OPHTHALMOLOGY 


1001  First  National  Bldg 


2-5629 


d:ieu„ 

SISTllsRS^’ 

HOSFI'iLAI^ 

Operated  in  Conjunction  With 
San  Jose  Clinic  and 
St.  Joseph’s  Maternity  Unit. 

Fully  Approved  by  the 
Joint  Commission  on 
Accreditation  of  Hospitals. 

EL  PASO.  TEXAS 


El  Paso,  Texas 


RICHARD  P.  WAGGONER,  M.  D. 

M.  S.  (SURG.),  F.A.C.S. 

GENERAL  SURGERY 

504  N Richardson  Si.  Phone  208  Roswell,  N.  (VI 

L.  E.  WILCOX,  M.  D. 

RUSSELL  L.  DETER,  M.  D, 
HERMAN  RICE,  M.  D. 


GENERAL  AND  THORACIC  SURGERY 


Suite  5£ 
Plione  2-6529 


HOTEL  DIEU 
SCHOO.L  OE 
INlURSlING 

Fully  Approved  by  the  National 
Nursing  Accrediting  Service. 

For  Residencies:  Apply  to 
Sister  Roberta,  Administrator 
For  School  of  Nursing:  Apply  to 
Sister  Mary  Bernadette,  Director 

EL  PASO,  TEXAS 


Ei  Paso  Medical  Center 


1501  Ai  1,10110  btieel 
El  P.isn,  Texas 


HOTEJv  .DllllCU 
8(CHOOE  OE 
M1L]01K:/Vir7 
LFyCxHlNOIvOGY 

Fully  Approved  by  the 
American  Medical  Association, 
American  Society  of  Clinical 
Pathologists,  and  Registry  of 
Medical  Technologists. 

EL  PASO,  TEXAS 


'^7,1  ""TV 


SAISATORl 
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5055  North  Thirty-Fourth  Street 
At  Camelback  Road 


Phoenix  Institute  of 
NEUROLOGY  & PSYCHIATRY 


AM  6-7238 


Director 

OTTO  L.  BENDHEIM,  M.D. 


Phoenix,  Arizona 
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Plainview  Hospital  and  Clinic  Foundation 

PLAINVIEW,  TEXAS 

— — 

Fully  equipped  to  furnish  complete  Neuro-Psychiatric  treatment  and  care,  including  deep 
narcosis,  insulin,  shock  therapies,  and  electro-encephelography  for  diagnostic  purposes. 

Fully  equipped  for  the  care  of  all  types  of  Orthopedic  cases  and  poliomyelitis.  Department 
of  Physical  Therapy.  Fully  equipped  for  the  treatment  of  Cancer  and  Allied  diseases. 


STAFF  — 


E.  O.  NICHOLS,  M.  D. 
Surgery  & Consultation 

J.  H.  HANSEN,  M.  D. 
Radiology 

MARVIN  C.  SCHLECTE,  M.  D. 
Internal  Medicine  & Diagnosis 

JOHN  C.  LONG,  M.  D. 

Surgery 


DOROTHY  C.  LONG,  M.  D. 
Pediatrics 

HENRY  SNYDERMAN,  M.  D. 
Neurology  & Psychiatry 

R.  K.  WILLIAMS,  M.  D. 
Obstetrics  & Gynecology 

RANDALL  G.  HEYE,  M.  D. 
Internal  Medicine 

RALPH  E.  DONNELL,  M.  D. 
Orthopedic  Surgery 


LLOYD  A.  STORES,  M.  D. 
Otolaryngology 

ROY  R.  ROBERTS,  M.  D. 
Urology 

C.  THOMAS  HILL,  JR.,  M.  D. 
House  Physician 

W.  W.  KIRK 
Business  Mgr. 

VIRGIL  C.  WITTEN 
Administrator 


Southwestern  General  Hospital 

Approved  by  the  Joint  Commission  on  Accreditation  of  Hospitals 

• 

Member  Hospital: 

American  Hospital  Association 
Blue  Cross  of  Texas 

Open  Staff 

COTTON  AVENUE  AND  ERIE  STREET  • EL  PASO,  TEXAS 
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When  doctors  have  to  choose  a formula  for  their  own 
babies,  they  often  choose  S-M-A.  We  have  supplied 
S-M-A  for  doctors’  babies  in  response  to  more  than 
55,000*  requests  from  physicians. 

There  can  be  no  higher  recommendation  for  any 
feeding  formula. 


S-M-A  Liquid — cans  of  13.9  fl.  oz. 
S-M-A  Powder — cans  of  1 pound 


S-M-A* 


LIQUID 

POWDER 


penny  an  ounce 


® 


Philadelphia  2,  Pa. 

*Recordsonfileat  1401  Walnut  St.,  Philadelphia,  Pa. 


suppress 


Tra.sentine*’-  Phenobarbita.1 


Without  Atropine  Side  Effects 


Each  tablet  contains  50  mg. 
Trasentine  hydrochloride  and  20  mg. 
phenobarbital. 

Also  available:  Trasentine 
hydrochloride  Tablets,  75  mg. 


Trasentine®  hydrochloride 

(adiphenine  hydrochloride  CIBA) 


Inhibits  Parasympathetic  Activity' 

Relaxes  Smooth  Muscle  Directly 

Exerts  Local  Anesthetic  Effect 
on  G-I  Mucosa 

Sedates  the  Patient 
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CIBA  Summit,  N.  J. 


"an  effective  antirheumatic  agent"* 


nonhormonal  anti-arthritic 

BUTAZOLIDIM  * 

(brand  of  phenylbutazone) 

relieves  pain  • improves  function  • resolves  inflammation 

The  standing  of  Butazolidin  among  today’s  anti-arthritics  is  at- 
tested by  more  than  250  piddished  reports.  From  this  combined 
experience  it  is  evident  that  Butazolidin  has  achieved  recognition 
as  a potent  agent  capable  of  producing  clinical  residts  that  compare 
favorably  with  those  of  the  hormones. 

Indications:  Gouty  Arthritis  Rheumatoid  Arthritis  Psoriatic  Arthritis 
Rheumatoid  SiJondylitis  Painful  Slioulder  Syndrome 
Butazolidin®  (brand  of  phenylbutazone)  re<l  coated  tablets  of  100  mg. 

J.  J. : Research  Activities  in  RluMimatic  Diseases,  Pith.  Healtii  Rep.  60:437,  1954. 


OAMTRMCMlLM-MMf 

Gantrisin  plus  Penicilliti 


response  . . . rapid 

a synergistic  antibacterial 
combination  prompts  a higher 
and  faster  rate  of  therapeutic 
action  than  obtainable  by 
either  component  alone. 

resistance  . . . rare 


esistance. 


combined  therapy  of  sulfonamide 
plus  antibiotic  minimizes  emergence 
of  resistant  organisms. 


rare 


GANTRICILLIN-300.  Each  tablet  provides  0.5  Gm  Gantrisin  (the  single,  highly  soluble  sulfonamide)  plus 
300,000  units  of  crystalline  penicillin  G potassium. 

GANTRICILLIN  (lOO).  Each  tablet  provides  0.5  Gm  Gantrisin  plus  100,000  units  of  crystalline  penicillin  G 
potassium. 

GANTRICILLIN  (acetyl)-200.  Each  teaspoonful  (5  cc)  of  the  cherry-flavored  suspension  provides  0.5  Gm 
Gantrisin  (acetyl)  plus  200,000  units  of  penicillin  G potassium. 

GANTRICILLIN'^;  GANTRISIN"® — brand  of  sulfisoxazole  (3,4-dimethyl-5-sulfanilamido-isoxazole) 

GANTRISIN®  (acetyl) — brand  of  acetyl  sulfisoxazole  (Ni-acetyl-3,4-dimethyl-5-sulfanilamido-isoxazole) 


HOFFMANN -LA  ROCHE  INC 


ROCHE  PARK  • NUTLEY  10 


• N.  J. 


GATVXFlISirV 


f 


or  vaginal  use 


Gantrisin  Cream  offers  a three-fold  advantage  in  the  prophylactic  and  therapeutic 
management  of  vaginitis,  cervicitis,  vulvitis  and  related  gynecologic  disorders: 


1.  wide  antibacterial  spectrum,  plus  high  solubility, ; 
plus  low  incidence  of  sensitization. 


f 


2.  acid  pH  (4.6)  providing 
medium  for  vaqtnal  oatl 


aesthetic  appeal— p 
vanishing  cream. 


r>nS(ige  and  Administration:  from  one-half  to  one  applicatorful 

(2.5- 5 cc)  introduced  into  the  vagina  twice  daily  (in  the  morning 
and  upon  retiring). 

Supplied:  3-oz  tubes,  with  or 
without  applicator. 

Caution:  If  patient  develops  sensiti- 
zation, treatment  should  be  discontinued. 


GANTRISIN® — brand  of  sulfisoxazole  (3,4-dimethyl-5-sullanilamido-isoxazole) 


HOFFMANN 


LAROCHE  INC 


ROCHE  PARK 


N U T I E Y 10 


N . J . 
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Ayerst  Laboratories 
New  York,  N.  Y,  • Montreal,  Canada 


Headache  is  typical  of  the  many 
distressing  but  ill- defined  symptoms  of 
estrogen  deficiency  which  may  occur  long  before 
or  after  cessation  of  menstruation. 

"Premarin”®  (conjugated  estrogens,  equine)  is  an  excellent 


m 
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AXIMUM 
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ANALGESIA 


(free  from  risk  of  addiction) 


in  whatever  potency 
each  patient  may  require 


By  facilitating  the  optimal  analgesic  medication  of  each  patient 
without  risk  of  addiction,  PHENAPHEN  and  PHENAPHEN  WITH  CODEINE 
have  proven  their  wide  range  of  clinical  usefulness  — for  cases  of 
simple  headache  to  many  of  late  cancer. 

True  pharmacodynamic  synergism  enhances  the  therapeutic  poten- 
cy of  each  of  the  4 forms  available  for  discriminating  prescription: 


PHENAPHEN 

— basic  non-narcotic  formula 

Each  brown  and  white  capsule  contains: 


Acetylsalicylic  acid  (2V2  gr.) 162  mg. 

Phenacetin  (3  gr.) 194  mg. 

Phenobarbitai  C/i  gr.) 16.2  mg. 


Hyoscyamine  sulfate  (I/2000  gr.).. 0.031  mg. 


Phenaphen  No.  3 
PHENAPHEN 

with  CODEINE  PHOSPHATE  l/j  .GR. 

Each  black  and  green  capsule  contains. 
The  basic  phenaphen  formula  plus 
Codeine  phosphate  W2  gr.) 32.4  mg. 


Phenaphen  No.  2 
PHENAPHEN 

with  CODEINE  PHOSPHATE  V4  GR. 

Each  black  and  yellow  capsule  contains; 
The  basic  phenaphen  formula  plus 
Codeine  phosphate  {'A  gr.) .16.2  mg 


Phenaphen  No.  4 
PHENAPHEN 

with  CODEINE  PHOSPHATE  1 GR. 


Each  green  and  while  capsule  contains: 
The  basic  phenaphen  formula  plus 
Codeine  phosphate  (1  gr.) 64.8  mg. 


Ac  H.  ROBSNS  CO,,  INC.  • Richmond  20,  Virginia 

Ethical  Pharmaceuticals  of  Merit  since  1878 


® msism 


Phenaphen 

Phenaphen"  with  Codeine 


Supplied:  Bottles  of  12  fluid  oz. 

Literature  available. 

1.  Albert,  A.,  and  Albert,  M.:  Texas  State  J.  Med. 
50:8H  {Dec.)  1951,. 

2,  Sherber,  D.A.,  and  Levites,  M.M.:  J.A.M.A. 
152:682  {June  20)  1953. 


Reduces  elevated  blood  cholesterol  levelsd’^ 

Improves  hypercholesteremic  patients  with  cardiovascular 
disease  and  angina  and  those  with  postoperative  biliary 
dyskinesia,  both  subjectively  and  symptomatically^ 

monichor 

Polysorbate  80,  Choline,  Inositol — the  new  physio-chemical  complex) 

normalizes  cholesterol  metabolism 

IVES-CAMERON  COMPANY 

Philadelphia  2,  Pa. 


*Trademark 


recommended  dosage 

for  pernicious  anemia  L.  (J 
and  all  treatable  anemias  ^ 

roneima 

Hematinic  LEDERLE 

a new  and  potent  oral  hematinic  • one  capsule  daily  meets  the  needs  of  the  average  patient 
Formula  contains  all  known  essential  hemopoietic  factors: 

Each  capsule  contains:  Powdered  Stomach 200  mg. 

Vitamin  B12  with  Intrinsic  Ferrous  Sulfate  Exsiccated 400  mg. 

Factor  Concentrate 1 U.S.P.  Oral  Unit  Ascorbic  Acid  (C) 150  mg. 

Vitamin  B12  (additional) 15  mcgm.  Folic  Acid 4 mg. 

LEDERLE  LABORATORIES  DIVISION  American  Gianamid  company  Pearl  River,  N.Y. 

• *R£G.  U.S.  PAT.  OFF. 


METANDREN 

the  most  potent  oral  androgen 


LINGUETS 


FEMANDREN  LINGUETS 

the  most  potent  oral  estrogen  with  the  most  potent  oral  androgen 

Buccally  or  sublingually  absorbed  linguets  by-pass  liver 

inactivation  or  gastric  destruction— are  virtually  as  potent  as  parenteral 

steroids— provide  effective,  convenient,  low-cost  hormone  therapy. 

Supply:  Metondren  Linguets,  5 mg.  (white,  scored)  and  10  mg. 

(yellow,  scored).  Femondren  Linguets  (green,  scored),  each  containing 
0.02  mg.  ethinyl  estradiol  and  5 mg.  methyltestosterone. 

Metondren®  (methyltestosterone  U.S.P.  ciba) 

Femondren®  (methyltestosterone  with  ethinyl  estradiol  ciba) 

Linguets®  (tablets  for  mucosal  absorption  ciba) 
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CONTAINING 

'Propadrine’  Hydrochloride  . .3  % 

I Phenylpropanolamine  Hydrochloride) 

Phenylephrine  Hydrochloride  .15% 

Chlorobutanol  ...  .15% 

IChloral  derivative) 

Sodium  Bisulfite  . . .03  % 

In  an  Isotonic  Saline  Menstruum 


~k  No  Bad  Taste  if  No  Sting  or  Burn 
if  No  risk  of  Sensitization 


and  for 

Convenience 


V2-0Z.  Plastic  Spray  Bottle 

I -oz.  Rhinall  Nose  Drop  Bottle 
with  Dropper 


* Especially  Useful  in  Children 


Same  Proven  Formula 


★ Samples  on  Request 


R H I N O P T O 
COMPANY 
Dallas,  Texas 


RHINALL  RHINAMIN  CAPSULES  PYROCAIN 
Cold  Capsules  in  Allergic  Colds  in  Acute  Otitis  Media 

ETHICAL  SPECIALTIES  FOR  THE  PROFESSION 


Price’s  are  the  only  suppliers 
of  Certified  Milk  between  San 
Antonio  and  Los  Angeles. 
Our  production,  on  our  Lower 
Valley  Dairy  Farm,  is  under 
the  supervision  of  the  El  Paso 
County  Medical  Milk 
Commission. 

o 

CERTIFIED  HOLSTEIN  MILK 
CERTIFIED  FAT- FREE  MILK 
CERTIFIED  GOAT’S  MILK 


Please  write  or  call  Price’s  Creameries,  Inc., 
El  Paso,  Texas,  for  descriptive  literature. 


for  the  treatment  of  pneumonia 
and  other  respiratory  tract  infections 


Terramyciri 

BRAND  OF  OXYTETRACYCLINE 

For  (established)  broad-spectrum  antibiotic 
therapy— supplied  in  convenient  Capsules, 

Tablets  (sugar  coated),  Oral  Suspension 
(raspberry  flavored),  Pediatric  Drops  (raspberry 
flavored),  Intramuscular,  Intravenous, 

Ophthalmics,  Ointment  and  other  topical  forms. 

Tetracyil 

For  the  (newest)  broad -spectrum  antibiotic 
therapy— supplied  in  convenient  Capsules, 

Tablets  (sugar  coated).  Oral  Suspension 
(chocolate  flavored).  Pediatric  Drops  (banana 
flavored).  Intramuscular,  Intravenous, 

Ophthalmic  and  Ointment. 

Both  discovered  by  world's  largest  producer  of  antibiotics 


PFIZER  LABORATORIES,  Brooklyn  6,  N.  Y. 
Division,  Chas.  Pfizer  & Co.,  Inc. 
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The  Southwest’s  Most  Modern  Hospital 

APPROVED  BY  THE  JOINT  COMMISSION  ON  HOSPITAL  ACCREDITATION 


COMPLETE  DIAGNOSTIC  and  TREATMENT  FACILITIES 
OUTSTANDING  CHEMISTRY  LABORATORY  ISOTOPE  THERAPY  AND  STUDIES 


2001  North  Oregon  Street 


El  Paso,  Texas 


Upjohn 


Bacterial 
diarrheas . . . 


Each  fluidounce  contains: 

Neomycin  sulfate  300  mg.  (4%  grs.) 
[ec|uivalent  to  210  mg.  (3*/4  grs.)  neo- 
mycin liase] 


Kaolin .3.832  CtIii.  I 90  grs. ) 

Pectin 0.130  Gm.  ( 2 grs. ) 


Suspended  with  metliy  Icellulose  1.25% 
Supplied: 

6-fluidounce  and  pint  bottles 


The  Upjohn  Company,  Kalamazoo,  Micliigan 


Neomycin 


a thimbleful  of  dosage 
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2.5  cc.  Hypertussis  eliminates  massive  dosage  in  whoo)i- 
ing  cough  treatment  or  passive  prevention.  A crystal- 
clear  homologous  protein,  2.5  cc.  Hypertussis  contain-: 
the  gamma  globulin  equivalent  of  25  cc.  of  human 
hyper-immune  serum.  This  specific  anti-pertussis  frac- 
tion is  concentrated  10-fold  to  obviate  the  pain  and 
inconvenience  associated  with  massive  dosage — giving 
you  the  advantage  of 

“a  thimbleful  of  dosage  for  a handful  of  baby." 


Hypertussis  will  not  interfere  with 
the  use  of  antibiotics  where  they 
may  be  indicated. 

2.5  cc.  Hypertussis  is  supplied  in  2.5 
cc.  (one  dose)  vials,  ready  for  immedi- 
ate intramuscular  injection. 


Cutter  UbomlorUs 


For  whooping  cough  prophylaxis 
and  treatment  specify 

2.5cc.  HYPERTUSSIS* 

(anti-pertussis  serum-human) 
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► the  president's  column  < 


Distribution  of  Physicians 

By  Joseph  Bank,  M.D.,  Phoenix 


The  past  decade  has  witnessed  an  unpre- 
cedented popnlation  growth  of  the  South- 
west as  part  of  a general  shift  of  the  popnla- 
tion westward.  The 
number  of  physi- 
cians has  likewise  in- 
creased along  with 
this  population  shift, 
perhaps  dispropor- 
tionately. As  is  true 
elsewhere  in  the 
country,  the  vast 
majority  of  new  ai'- 
rivals  were  attrac- 
ted to  the  largest 
population  centres, 
such  as  El  Paso, 
Albuquerque,  Tucson  and  Phoenix.  It  is  dif- 
ficult to  state  with  accuracy  whether  the 
increased  number  of  doctors  in  these  cities 
is  excessive.  There  exists,  nevertheless,  the 
growing  feeling  in  the  minds  of  many  mem- 
bers of  the  profession  that  such  is  the  case. 

It  has  been  pointed  out  that  increasing 
economic  competition  among  physicians  in 
crowded  urban  areas  leads  to  a lowering  of 
professional  standards.  The  newcomers  are 
often  doctors  who  are  close  to,  or  who  have 
reached  the  retirement  age.  They  practice 
“part-time”,  thereby  creating  “unfair”  com- 
petition to  beginners  or  to  those  in  active 
practice,  according  to  the  opinions  of  some. 
Furthermore,  this  influx  fails  to  alleviate 
the  shortage  of  medical  cai-e  in  rural  areas. 

Natural  Tendency 

In  seeking  a solution  to  the  various  phases 
of  this  problem  of  physician  saturation  and 


distribution,  the  natural  tendency  is  to  cast 
about  for  someone  who  has  solved  the  prob- 
lem once  and  for  all.  Thus  attention  is  di- 
rected to  those  states  which  have  discovered 
devices  for  stemming  the  tide  of  unwanted 
physicians.  Among  the  methods  used  were 
changes  in  the  reciprocity  reciuirements,  or 
raising  the  hurdles  in  the  oral  examination. 
Aside  from  these  obstacles  on  the  state  level, 
exclusion  measures  have  been  suggested 
which  may  be  employed  by  individual  county 
societies.  One  such  suggestion  consists  of 
raising  the  initiation  dues  to  a figure  which 
would  discourage  applicants  for  member- 
ship. 

No  one  can  deny  the  reality  or  seriousness 
of  these  problems.  Nor  are  they  new.  State 
health  agencies  and  the  American  Medical 
Association  have  given  the  matter  a good 
deal  of  thought.  But  the  recognition  of  a 
problem,  although  an  important  step  for- 
ward, does  not  automatically  bring  with  it 
the  ability  to  solve  it.  One  may  question  the 
wisdom  of  quickie  solutions  even  though  the 
motives  may  be  above  reproach.  The  natural 
operation  of  the  law  of  supply  and  demand 
usually  creates,  or  permits,  a time  lag  dur- 
ing which  considerable  damage  may  occur. 

Object  ions 

Objections  to  the  hasty  methods  employed 
may  be  raised  on  various  grounds.  Foi-  one 
thing,  they  are  wasteful  of  manpower.  The 
restrictions  just  mentioned  are  not  based 
on  fitness,  skill,  or  capacity  for  service,  but 
are  directed  merely  against  numbers.  Thus 
the  best  may  be  excluded  with  the  pooivst. 
The  medical  profession,  along  with  other 
groups,  has  always  supported  the  political 
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belief  that  the  dignity  and  the  freedom  of 
the  individual  must  be  protected  from  the 
encroachments  of  the  state.  Our  opposition 
to  socialized  medicine  is  based  on  the  as- 
sumption that  an  uninformed  majority  does' 
not  possess  any  mystical  guarantee  of  being 
always  right.  Arbitrary  action  or  regimenta- 
tion is  as  undesirable  within  the  medical 
profession  as  it  is  outside. 

How  can  we  best  tackle  the  problems  dis- 
cussed ? 

Virginia  Method 

There  is  no  easy  or  perfect  answer.  But 
we  can  avoid  mistakes  by  depending  more 
on  persuasion  and  education  than  on  coer- 
cion. One  recent  approach  to  a solution  is 
the  one  promulgated  by  the  Virginia  Council 
on  Health  and  Medical  Care.  As  a first  step, 
the  Council  established  a physicians’  place- 
ment service  in  which  it  had  the  help  of  the 
Council  on  Medical  Services  of  the  American 
Medical  Association.  This  organization  sends 
complete  information  to  prospective  physi- 
cians concerning  communities  that  need 
medical  care.  Last  year  more  than  three 
hundred  physicians  and  seventy-eight  com- 
munities employed  the  Council’s  help  in  get- 
ting together,  and  thirty  physicians  moved 
to  Virginia  from  outside  the  state.  The 
Council  gets  in  touch  with  seniors  in  the 
medical  schools  of  Virginia  and  some  of  the 
neighboring  states.  The  state  grants  $1,000 
annually  to  thirty  medical  students  who,  in 
return,  agree  to  spend  one  year  in  an  ap- 
proved rural  area  for  each  year  they  accept 
the  grant.  As  a result,  a poll  of  last  year’s 
ninety-nine  seniors  at  the  Medical  College 
of  Vii’ginia  showed  that  60  per  cent  planned 
to  enter  general  practice,  and  47  per  cent 
hoped  to  locate  in  small  communities. 

Mutually  Advantageous 

A plan  such  as  that  outlined  above  is  no 
overall  solution,  but  it  has  gone  a long  way 
toward  integrating  the  needs  of  the  com- 
munity and  the  physician  as  an  individual. 
It  is  mutually  advantageous  at  the  outset, 
and  avoids  the  potentiality  of  conflict  of 
interests.  With  modifications  to  suit  local 
needs,  such  a plan  may  be  adapted  to  other 
regions  with  problems  of  a similar  nature. 


Drs.  Oswalt  and  von  Briesen  named 
District  One  Officers 

Dr.  Charles  E.  Oswalt  of  Fort  Stockton, 
retiring  president  of  District  One  of  the 
Texas  Medical  Association,  was  nominated 
councilor  for  the  District,  and  Dr.  Delphin 
von  Briesen  of  El  Paso  was  elected  the 
District’s  new  president  at  the  organiza- 
tion’s annual  meeting  in  Pecos,  Texas,  Feb- 
ruary 11. 

Other  new  officers  elected  were  Dr.  E.  W. 
Schmidt  of  Pecos,  vice-president,  and  Dr, 
Grady  Morrow  of  El  Paso,  secretary-treas- 
urer. Other  retiring  officers  were  Dr.  H. 
M.  Gibson  of  El  Paso,  vice-president,  and 
Dr.  H.  D.  Garrett  of  El  Paso,  secretary- 
treasurer. 

A scientific  program  was  presented  by 
the  following  members  of  the  El  Paso  Coun- 
ty Medical  Society:  Dr.  John  D.  Martin,  Dr. 
S.  Perry  Rogers,  Dr.  Frank  Golding,  Dr. 
Jack  T.  Rush,  Dr.  William  I.  Coldwell,  and 
Dr.  H.  M.  Gibson. 

Pecos  was  selected  as  the  site  for  the  1956 
meeting.  Approximately  50  physicians  from 
El  Paso,  Pecos,  Kermit,  Monahans,  Van 
Horn,  Fort  Stockton,  Marfa,  Alpine,  Iraan 
and  Barstow  attended  the  meeting. 


NARCOTICS 

The  Treatment  Of  Narcotic  Addiction 
Vogel,  V.  H.,  Postgrad.  Med.  12:201,  1952 

Addicts  must  be  treated  in  an  adequately 
equipped,  closed  type  hospital.  To  attempt 
withdrawal  in  the  home,  office  or  clinic 
simply  invites  failure.  In  addition,  “the 
Bureau  of  Narcotics  looks  with  a jaundiced 
eye  upon  the  prescription  of  drugs  in  an 
outpatient  or  office  setting  for  the  purpose 
of  curing  addicts.” 

Clinical  Clippings,  November.  1952. 


ASTHMA 

Terramycin  In  Infectious  Asthma 
Rosen,  F.  L.  Ann.  Allergy  10:629,  1952 

Twenty  patients  whose  bronchial  asthmatic 
attacks  usually  followed  or  accompanied  up- 
per respiratory  infection  were  placed  on 
Terramycin  therapy.  Two  Terramycin  cap- 
sules (250  mg.  each)  were  taken  at  the  on- 
set of  wheezing,  followed  by  one  capsule 
three  times  a day  with  half  a glassful  of 
milk.  Thirteen  patients  obtained  relief  with- 
in 24  to  48  hours.  Similar  asthmatic  attacks 
in  these  patients  had  previously  lasted  for 
four  to  seven  days. 

Clinical  Clippings,  January,  1953. 
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CURRENT  THERAPY 
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The  Amebacides 

By  Jack  A.  Bernard,  M.D.,  El  Paso 


With  the  development  of  each  new  ameba- 
cide,  it  becomes  increasingly  difficult  to 
state  categorically  the  best  treatment  for 
amebiasis.  The  physician  is  confronted  with 
the  following  groups  of  drugs : 

1.  The  alkaloid  group:  Emetine. 

2.  The  arsenicals:  Carbarsone,  Milibis, 
Thio-Carbarsone,  Treparsol  and  Bal- 
arsen. 

3.  The  halogen  derivatives  of  Oxyqui- 
noline:  Diodoquin,  Vioform,  Chinio- 
fon. 

4.  The  aminoquinolines : Chloroquine 
( Aralen) . 

5.  The  antibiotics:  Aureomycin,  Terra- 
mycin,  fumagillin,  Bacitracin,  and 
Magnamycin. 

For  the  treatment  of  the  acute  dysenteric 
disease  and  acute  amebic  hepatitis : Emetine, 
Chloroquine  and  the  antibiotics  are  indicated. 
For  the  asymptomatic  cases,  the  arsenicals 
or  the  oxyquinoline  derivatives  are  used. 

Emetine  is  administered  intramuscularly : 
One  grain  per  day  for  five  to  ten  days.  It 
is  not  used  in  chronic  amebiasis  as  the  en- 
cysted forms  are  not  affected  by  the  drug, 
and  therefore  it  must  be  followed  by  one  of 
the  intestinal  amebacides. 

Toxic  Effect 

The  toxic  effects  of  Emetine  are  well 
known  and  its  instance  of  toxicity  is  said  to 
be  approximately  0.5  per  cent  of  the  cases. 
However  in  one  series  of  100  patients  receiv- 
ing Emetine,  routine  electrocardiograms 
showed  changes  in  approximately  2/3  of  the 
cases. 

Chloroquine  (Aralen)  is  a satisfactory 
substitute  for  Emetine  for  amebic  hepatitis 
and  it  is  reported  to  cure  over  90  per  cent 
of  such  cases.  It  is  not  effective  in  intestinal 
amebiasis  and  again  one  of  the  intestinal 
amebacides  should  be  used  concurrently. 
Dosage  is  one  gram  per  day  for  two  days 
followed  by  0.5  gram  daily  for  two  to  three 
weeks.  The  parenteral  preparation  is  also 
available. 

Arsenicals 

Of  the  arsenicals,  Carbarsone  has  been  a 
very  satisfactory  amebacide  and  satisfactory 
rates  of  cure  have  been  obtained.  Milibis  is 
likewise  a very  efficient  amebacide,  perhaps 
more  so  than  Carbarsone ; and  currently 


may  be  more  popular  than  Carbarsone  in 
the  treatment  of  amebiasis.  It  is  adminis- 
tered in  the  dosage  of  0.5  grams,  three  times 
daily  for  seven  days.  The  potential  dangers 
of  exfoliative  dermatitis,  arsenic  encephalo- 
pathy, leukopenia,  and  agranulocytosis  must 
always  be  borne  in  mind.  Such  I’eactions 
however  may  be  successfully  controlled  by 
BAL. 

Of  the  hydroxyquinoline  derivatives,  Dio- 
doquin produces  few  or  no  toxic  symptoms 
and  is  the  most  dependable  preparation. 
Dosage  is  one  10  grain  tablet  three  times 
daily  for  10  days. 

Ameljacidal  I’roperlics 

Terramycin  and  Aureomycin  have  well 
established  amebacidal  properties  and  cure 
rates  have  been  repoiTed  from  60  to  90  per 
cent,  with  Terramycin  perhaps  more  ef- 
fective, according  to  reports.  Dosage  is  two 
grams  daily,  if  tolerated,  for  seven  to  10 
days.  Nausea,  vomiting,  diarrhea  may  deter 
their  continuance. 

Fumagillin  (Fumidil)  is  a potent  intes- 
tinal amebacide  in  adequate  doses  of  10  to 
20  mg.,  three  times  daily  for  10  to  14  days, 
but  may  be  attended  by  some  mild  side  ef- 
fects, such  as  palpitation,  dizziness,  drow- 
siness and  epigastric  distress. 

Not  Bactericidal 

Although  fumagillin  is  a most  potent 
amebacide  and  has  appeared  most  active  in 
even  chronic  drug-refractive  intestinal  ame- 
biasis, it  is  not  bactericidal.  This  could  be 
an  important  point,  as  amebae  are  dependent 
upon  bacteria  for  survival  and  they  will  not 
sui-vive  and  reproduce  in  a test  tube  unless 
the  culture  is  contaminated  with  viable 
bacteria.  This  dependency  is  also  suggested 
by  the  marked  but  tempoi'ary  improvement 
seen  in  patients  with  amebiasis  of  the  colon 
following  the  use  of  such  antibacterial  agents 
as  penicillin,  the  sulfonamides,  and  strepto- 
mycin. Thus  it  would  seem  logical  to  use 
one  of  these  agents  in  conjunction  with  fu- 
magillin. Such  combination  of  amebacides 
with  other  chemotherapeutic  agents  awaits 
further  study. 

Bacitracin  has  been  reported  to  be  effec- 
tive, with  a cure  rate  as  high  as  80  per  cent, 
with  very  few  side  effects.  It  is  not  ab- 
sorbed from  the  gastro-intestinal  tract  and 


Page  1 1 2 


SOUTHWESTERN  MEDICINE 


MARCH,  1955 


therefore  has  no  effect  on  amebic  hepatitis. 
Dosage  is  60,000  nnits  daily  for  5 days. 

Scant  Reports 

Magnamycin  has  also  been  reported  to  be 
effective,  where  other  amebacides  have 
failed,  but  reports  are  scant,  and  side  effects 
were  noted. 

In  summary,  for  the  treatment  of  the 
acutely  ill  patient  with  amebiasis:  Emetine, 
Chloroquine  or  the  antibiotics  are  indicated ; 
and  one  would  hesitate  to  use  the  antibiotics 
in  a patient  who  gives  a history  of  nausea, 
vomiting,  diarrhea,  or  anal  pruritus  follow- 
ing his  previous  use  of  that  drug.  Chloro- 
quine should  probably  replace  Emetine, 
particularly  since  there  is  also  a parenteral 
form  available. 

For  the  asymptomatic  cases  of  amebiasis : 
Diodoquin  is  one  of  the  most  dependable 
amebacides  and  rarely  produces  side  effects ; 
Carbarsone  and  Milibis  are  very  satisfacto- 
ry, but  serious  toxic  effects  are  a potential 
hazard. 

And  finally,  the  antibiotics,  particularly 
Terramycin,  Aureomycin,  and  fumagillin 
are  very  effective  for  the  acutely  ill  patient; 
and  much  more  work  in  these  drugs  is 
awaited,  particularly  in  their  combination 
with  other  amebacides. 


In  Viewing  the  VA  Medical  Program  . . . 

I 

analysis 

of  present  veteran  population 


AGE  DISTRIBUTION  (Excluiive  of  thote  discharged  on  or  oiler  June  27.  1950) 


DATE 

JAN.  J.  1952 

JAN.  1.  1960 

JAN.  1,  1970 

TOTAl 

18,850,000 

18,160,000 

16,146,000 

AGE 

22-44 

77.2% 

62.7% 

13.5% 

45-64 

21.8% 

27.4% 

73.7% 

OVER  65 

1.0% 

9.9% 

12.8% 

Older  veterans  ore  hospitalized  more  frequently  for 
civilian-incurred  ailments  than  for  service-connected 
disabilities.  By  1970,  over  86%  of  the  present  vet- 
erans will  be  age  45  or  over,  more  than  three  times 
the  number  in  this  older  age  group  today.  Because 
of  advanced  age,  they  will  require  more  frequent  and 
prolonged  hospitalization  for  illnesses  having  no  rela- 
tionship to  their  military  service.  Responsibility  tor 
such  medical  care  should  be  assumed  by  the  individual 
or  local  government,  not  by  the  federal  government 


Border  Public  Health  Group 
To  Meet  In  Mexico  City 

The  Thirteenth  Annual  Meeting  of  the 
United  States-Mexico  Border  Public  Health 
Association  will  be  held  in  Mexico  City  May 
6-9,  Dr.  Sidney  B.  Clark,  El  Paso,  secretary- 
treasurer,  has  announced. 

Registration  will  begin  the  morning  of 
May  6,  and  the  first  meeting  of  the  Govern- 
ing Council  will  be  held  from  10  a.  m.  to  3 
p.  m.  with  the  opening  session  scheduled  for 
that  evening.  General  and  section  meetings 
will  be  held  at  the  University  City  with 
plenary  sessions  the  morning  of  May  7,  and 
afternoon  of  May  9,  and  section  meetings 
on  the  afternoon  of  May  7,  and  morning  of 
May  9.  Sunday,  May  8,  will  be  held  open 
for  trips,  visits  to  interesting  places  in  and 
close  by  Mexico  City,  and  for  meetings  of 
the  special  committees.  Special  evening  ses- 
sions for  various  sections  to  hold  informal 
dinner  meetings  and  for  the  meeting  of  the 
U.  S.  and  Mexican  Sections  of  AIDIS  will 
be  arranged  for  the  evening  of  May  8.  Such 
arrangements  will  be  made  for  individual 
sections  and  groups  upon  request. 

Hotel  del  Bosque 

Headquarters  hotel  selected  is  Hotel  del 
Bosque,  Melchior  Ocampo  Num.  323,  Mexico, 
D.  F.  Requests  for  reservations  should  be 
addressed  either  to  the  hotel  or  to  the  Geneve 
Travel  Service,  c/o  Hotel  Geneve,  Londres 
Num.  130,  Mexico,  D.  F.,  with  mention  of 
the  Association.  The  rates  are  estimated 
between  35-50  pesos  single  and  65-80  pesos 
double.  Sufficient  rooms  will  be  available 
for  all  those  who  make  early  reservations. 

The  program  for  the  respective  sections 
will  be  the  responsibility  of  the  section  of- 
ficers, and  any  suggestions  should  be  sent 
directly  to  them.  The  Secretary  of  the  As- 
sociation will  welcome  suggestions  for  the 
general  sessions.  An  abstract  of  the  papers 
to  be  read  on  the  scientific  program  should 
be  submitted  in  both  English  and  Spanish 
in  duplicate,  not  exceeding  two  typewritten 
pages,  to  the  Secretary  of  the  Association, 
204  U.  S.  Court  House,  El  Paso,  Texas. 
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► APHORISMS  and  MEMORABILIA  i 


Miscellaneous  Medical  Truths  and  Concepts 

By  Andrew  M.  Babey,  M.  D.,  Las  Cruces,  N.  M. 


1.  “Osteoporosis  may  prove  to  be  a major 
complication  of  prolonged  cortisone  therapy. 
The  24-hour  urine  calcium  excretion  is  a 
convenient  index  of  bone  metabolism.” 
Philip  Henneman : American  Practitioner 
and  Digest  of  Treatment ; September,  1954; 
p.  744. 

2.  “Whereas  ACTH,  especially  when  given 
by  slow  drip  over  six  to  ten  hours,  provides 
rapid  adrenal  stimulation  in  the  normal 
person,  one  can  never  be  certain  of  a rapid 
adrenal  response  to  ACTH  in  a patient  with 
adrenal  atrophy  induced  by  cortisone  thera- 
py. Thus  ACTH  is  second-best  as  compared 
with  intravenous  hydrocortisone  in  the  treat- 
ment of  acute  surgical  problems.”  Philip 
Henneman  ; Joe  cit.;  p.  747. 

.3.  “A  related  error  of  teachers  is  chid- 
ing students  for  wild  guesses.  Many  students 
will  stop  thinking  if  laughed  at  or  harshly 
reproved.  The  student  should  be  encouraged 
to  allow  as  many  hypotheses  as  possible  to 
come  into  his  foreconscious  for  critical  as- 
sessment. Only  thus  will  he  have  an  open 
mind  and  a pmcticed  critical  faculty.  Did 
not  Roosevelt  say  of  Churchill  that  he  has  a 
hundred  ideas  a day  and  four  of  them  good 
ones?”  Ronald  Mac  Keith;  The  Lancet;  Au- 
gust 28,  1954 ; p.  405. 

4.  “Ideally  the  doctor  should  never  accept 
so  many  patients  that  conflict  will  arise 
between  his  duty  to  them  and  his  duty  to 
his  family.  Ideally,  too,  his  standard  of  liv- 
ing should  not  be  set  so  high  as  to  oblige  him 
to  accept  more  patients  than  he  can  manage 
properly.  Both  ideals  are  more  often  real- 
isable than  is  sometimes  supposed,  and 
would  be  more  often  realised  if  we  all  made 
a habit  of  stopping  occasionally  to  think 
what  we  are  doing  with  our  lives.”  T.  F.  Fox; 
loc.  cit.;  p.  417. 

5.  “It  is  well  recognized  that  adjusted 
homosexuals  of  high  character  and  stable 
personality  form  one  of  the  most  impoi'tant 
sources  of  suppoi-t  of  youth  organizations, 
and  without  them  the  youth  organizations 
could  scarcely  carry  on  their  work.”  Kenneth 
Soddy;  The  Lancet;  September  11,  1954; 
p.  541. 


6.  “A  girlish  man  is  an  object  of  scorn ; a 
mannish  woman  may  command  respect.  It 
is  polite  for  women  to  embrace  and  kiss  in 
public,  but  not  for  men.  Sexual  relations 
between  men,  even  in  the  privacy  of  their 
joint  home,  are  a criminal  offence ; but  single 
women  may  live  together,  and  even  share  a 
bed,  in  circumstances  outwai’dly  indistin- 
guishable from  matrimony.”  K.  Soddy;  Joe. 
cit.;  p.  541. 

7.  “In  order  that  life  should  be  tolerable 
it  must  hold  some  meaning  and  purpose  be- 
yond the  purely  material.  This  is  the  only 
enduring  incentive  and  the  only  ideal  through 
which  man  can  attain  to  true  mental  health.” 
Sir  Geoffrey  Vickers;  The  La)icet;  Septem- 
ber 11,  1954  ;p.  .550. 

8.  “When  itching  occurs  in  leukemia  and 
Hodgkin’s  disease,  it  is  notoriously  intrac- 
table.” BritisJt  Medical  Journal;  September 
11,  19.54;  p.  6.57. 

9.  “Percussion  note  of  tympany  over  the 
chest  may  be  difficult  to  distinguish  from 
that  of  dullness.  The  examiner  must  be  care- 
ful not  to  rule  out  pneumothorax  on  the  basis 
of  percussion  findings  alone.  This  is  par- 
ticularly important  in  that  many  cases  of 
pneumothorax  with  less  than  40  per  cent 
collapse  of  the  lung  may  not  lend  themselves 
to  accurate  diagnosis  by  physical  signs 
alone.”  Kermit  Katz;  The  Boston  Medical 
Qvarterlti;  March,  1950;  p.  22. 

10.  “It  is  a matter  of  common  experience 
that  ordinary  posteroir-anterior  x-ray  pro- 
jections fre(iuently  do  not  reveal  mediastinal 
emphysema.  Lateral  x-ray  views  are  fre- 
quently essential  to  prove  tlie  diagnosis  when 
these  other  signs  are  absent.  Most  patients 
with  mediastinal  em])hysema  do  not  require 
specific  therapy  for  the  emphysema.  Oc- 
casionally, however,  considerable  tension 
may  be  built  up  and  circulatoiy  dynamics 
within  the  chest  seriously  handicapped.  The 
effect  has  been  likened  to  that  of  increased 
intrapericardial  pressure.  In  these  instances, 
incision  above  the  suprasternal  notch  allows 
the  escape  of  air,  and  may  be  life-saving.” 
K.  Katz;  loc.  cit.,  p.  25. 
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11.  “It  is  worth  pointing  out  in  this  re- 
gard that  mai'ked  proliferation  of  the  mes- 
othelium  is  common  in  patients  with  long- 
standing ascites,  and  the  cells  which  result 
often  resemble  carcinoma  cells  closely.”  L.  V. 
Ackerman ; The  American  Journal  of  Medi- 
cine; September,  1954 ; p.  408. 

12.  “The  protein-bound  iodine  is  lowered 
abruptly  by  administration  of  mercurial 
diuretics,  so  caution  is  necessary  in  evalua- 
tion of  this  test  of  cardiac  patients.  One 
ought  to  allow  at  least  three  days  for  the 
mercury  to  be  excreted  before  one  measures 
the  protein-bound  iodine.  The  explanation 
for  the  interference  is  that  mercury  inhibits 
the  reduction  of  ceric  sulfates  and  thus  alters 
the  color  reaction  used  to  determine  protein- 
bound  iodine.”  W.  H.  Daughaday;  loc.  cit.; 
p.  409. 

13.  “Whenever  a positive  diagnosis  of 
carcinoma  is  made  on  ascitic  fluid  from  a 
patient  with  long-standing  ascites,  it  must 
always  be  kept  in  mind  that  in  a certain 
percentage  of  such  cases  the  cells  will  have 
arisen  from  hyperplastic  mesothelium  and 
not  from  a tumor.”  John  M.  Kissane;  The 
American  Journal  of  Medicine;  September, 
1954;  p.  413. 

14.  “One  of  the  few  alterations  that  is  al- 
most constantly  associated  with  hepatic  fail- 
ure is  a decrease  in  the  total  serum  choles- 
terol.” J.  R.  Shank;  loc.  cit.;  ij.  413. 

15.  “The  first  gesture  to  the  patient  by 
the  doctor  has  a significance  far  beyond  the 
usual  formalities  of  introduction.  For  in- 
stance, the  degree  of  emotional  warmth  of- 
fered in  the  first  handshake  may  profoundly 
affect  the  subsequent  relationship  with  the 
patient.”  Ainsile  Meares;  The  Lancet;  Sep- 
tember 18, 1954 ; p.  592. 

16.  “If  the  first  handshake  is  cold,  indif- 
ferent, or  inconsequential,  the  patient  senses 
that  his  emotional  state  is  out  of  tune.  He 
feels  rejected.  Barriers  arise,  and  it  may  be 
some  time  before  rapport  can  be  gained.” 
A.  Meares;  loc.  cit.;  p.  592. 

17.  “The  inhibited  patient,  on  the  other 
hand,  is  tense,  uncertain,  and  apprehensive 
about  the  interview.  To  greet  him  warmly 
would  make  emotional  demands  which  he 
would  be  unable  to  fulfill.  He  is  not  ready 
to  respond  with  warmth.  Friendship  offered 
too  readily  frightens  him  and  makes  him 
withdraw  further  into  himself.  With  such 
patients  the  first  handshake  must  be  casual, 
perhaps  rather  distant,  and  without  emo- 
tional significance.”  A.  Meares;  loc.  cit.; 
p.  592. 

18.  “A  cigarette  offered  at  the  right  time 
is  taken  as  an  offer  of  friendship ; a cigarette 


offered  at  the  wrong  time  is  an  incongruity 
which  makes  the  patient  withdraw  into  him- 
self.” A.  Meares;  loc.  cit.;  p.  592. 

19.  “To  take  a patient’s  hand  when  he  is 
struggling  with  emotion  gives  him  the  feel- 
ing that  somehow  the  problem  is  shared  with 
the  doctor.  This  is  an  emotional  process  and 
the  same  effect  cannot  be  brought  about  by 
words.  It  helps  the  patient  in  his  “distress 
and  helps  to  establish  a therapeutically  va- 
luable relation  between  doctor  and  patient.” 
A.  Meares;  loc.  cit.;  p.  592. 

20.  “Touching  can  have  an  undisguised 
erotic  significance  The  patient  who  feels 
that  it  is  an  erotic  advance  to  overcome  a 
difficulty,  will  probably  reject  the  gesture 
and  withdraw  behind  an  emotional  barrier. 
If,  on  the  other  hand,  the  gesture  is  inter- 
preted as  erotic  and  accepted  the  chances  of 
establishing  therapeutically  useful  rapport 
have  lessened.”  A.  Meares;  loc.  cit.;  p.  593. 

21.  “When  the  doctor  interviews  the  pa- 
tient across  a large  desk  the  desk  becomes, 
in  the  patient’s  mind,  a psychological  barrier. 
It  reminds  him  of  interviews  with  his  head- 
master, his  employei',  his  bank  manager  — 
occasions  when  he  would  be  on  guard,  when 
he  would  not  give  away  too  much  informa- 
tion.” A.  Meares;  loc.  cit.;  p.  593. 

22.  “Some  hospitals  provide  the  doctor 
with  a comfortable  chair,  while  the  patient 
is  given  a cheap,  inferior,  uncomfortable 
stool.  This  has  a significance  beyond  the 
provision  of  comfort  for  the  physician.  It 
implies  his  superiority  and  the  patient’s  in- 
feriority.” A.  Meares;  loc.  cit.;  p.  593. 

23.  “The  ideal  of  the  servantless  civiliza- 
tion, already  fully  realised  in  the  United 
States,  is  doubtless  a noble  one,  and  those 
who  so  bravely,  and  possibly  sincerely,  main- 
tain that  they  feel  degraded  by  being  waited 
on  by  their  fellow  human  beings  compel  our 
admiration,  although  personally  they  in- 
variably provoke  me  to  confess  that  I can 
tolerate  without  discomfort  being  waited  on 
hand  and  foot.  But  it  is  an  ideal  attended  by 
one  grave  disadvantage — whom  is  there  left 
for  the  children  to  talk  to?  A mother’s  love 
is  all  very  well,  but  it  is  only  a poor  sub- 
stitute for  good  relations  with  the  cook.” 
Osbert  Lancaster;  The  CornhiU;  Summer, 
1954 ; p.  247. 

24.  “Antibodies  against  influenza  may  ap- 
pear within  48  hours  after  onset,  whereas 
those  against  lymphocytic  choriomeningitis 
may  not  be  present  until  eight  to  ten  weeks 
after  the  acute  stage  of  the  disease.”  H.  B. 
Harding,  N.  J.  Schmidt,  and  O.  E.  Hepler; 
A.  M.  A.  Archives  of  Pathology;  June,  1954; 
p.  449. 

(To  Be  Continued) 
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Tumors  of  the  Spermatic  Cord'^' 

By  Robert  F.  Thompson,  M.D.,  F.A.C.S.,  El  Paso 


Tumors  of  the  spermatic  cord  are  rare. 
They  arise  from  the  different  elements  of 
the  cord  and  at  times  from  the  remains  of 
the  Wolffian  body. 

The  subject  has  been  exhaustively  studied 
recently  by  Fitzpatrick,  Orr,  Glanton  and 
Hayward  and  these  authors  have  reviewed 
the  literature  and  added  two  more  cases, 
making  a total  of  286  reported  instances  of 
this  condition  at  the  present  time.  This  in- 
cludes both  benign  and  malignant  growths. 
Sherwin  and  Bergman  and  later  Wessel  have 
each  reported  an  instance  of  malignant  tu- 
mor of  the  cord.  In  this  report  one  more  case 
is  to  be  added,  making  the  total  now  289. 

Concerning  only  the  malignant  tumors  of 
the  spermatic  cord,  Wessel,  who  has  reported 
a case  of  leiomyosarcoma,  studied  the  liter- 
ature and  found  only  eighty  recorded  in- 
stances of  malignant  growths  previous  to  his 
case.  Thus,  according  to  his  figures,  the 
case  described  in  this  presentation  is  the 
eighty-second  malignant  tumor  of  the  sper- 
matic cord  to  be  reported. 

Classificalion  and  Incidence 

A satisfactory  classification  of  tumors  of 
the  spermatic  cord  is  that  of  Hinman  and 
Gibson. 

A.  Benign  tumors 

1.  Epithelial  (none  on  record) 

2.  Mesoblastic 

(a)  Lipoma 

(b)  Fibroma 

(c)  Myxoma 

(d)  Leiomyoma 

(e)  Vascular  tumors 

3.  Heterologous  tumors 

(a)  Cystic  dermoid 

U.  Malignant  tumors 

1.  Epithelial 

2.  Mesoblastic 

(a)  Sarcoma 

(1)  Myxosarcoma 

(2)  Chondrosarcoma 

(3)  Fibrosarcoma 

(4)  Liposarcoma 

(.5)  Rhabdomyosarcoma 

*Presented  at  South  Central  Section.  Aniericnn  Urological  Asso- 
ciation. Kansas  City. 


Lipoma  of  the  coi'd  has  been  frecpiently 
reported.  It  is  the  type  most  often  encoun- 
tered. These  fatty  tumors  ai-e  usually  of 
slow  growth  and  sometimes  attain  consider- 
able size.  They  usually  develop  fi'om  the 
subserous  fat  around  the  internal  inguinal 
ring. 

Sarcomas  are  the  next  type  most  frecpient- 
ly  reported,  followed  by  the  mixed  group 
(heterologous  tumors  and  cystic  dei'inoids). 
The  fibromas  are  the  rarest. 

The  only  authentic  case  of  epithelial  tu- 
mor of  the  cord  was  reported  by  Patel  and 
Chalier  in  1909. 

Lipomas  and  dermoid  cysts  are  usually 
found  in  the  inguinal  canal,  while  the  other 
types  of  tumoi-s  are  found  near  the  lower 
end  of  the  cord. 

I)iagn«*sis 

Tumors  of  the  cord  do  not  present  any 
typical  characteristic  symptoms.  Those  aris- 
ing in  the  inguinal  area  may  be  suspected 
of  being  hernias.  These  are  usually  dermoids 
or  lipomas  and  are  usually  benign. 

Tumors  arising  in  the  scrotal  portion  of 
the  cord  are  often  diagnosed  as  cysts,  hy- 
drocele of  cord,  or  spermatocele.  The  true 
nature  of  the  growth  may  not  be  recognized 
until  operation  is  performed.  These  scrotal 
tumors  of  the  cord  are  usually  malignant. 
Any  mass  which  is  fixed  to  the  cord  should 
arouse  the  suspicion  of  tumor. 

In  general,  the  conditions  which  are  liable 
to  be  confused  with  cord  tumors  are : 

1.  Hydrocele  of  the  cord 

2.  Cyst  of  cord 

3.  Hernia 

4.  Spermatocele 

5.  Gumma 

In  view  of  the  high  propoiHon  of  malig- 
nant tumors  of  the  cord,  early  diagnosis  is 
most  important.  In  case  there  is  any  doubt 
concei'iiing  the  natui’e  of  the  gi’owth,  siu'gi- 
cal  exploi'ation  is  warranted. 

Trealnienl 

The  treatment  for  all  tumors  of  the  cord 
is  surgical  excision.  Simple  removal  is  all 
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that  is  needed  for  the  benign  types.  The 
malignant  growths  should  receive  the  same 
radical  treatment  given  testicular  tumors. 
After  wide  excision  deep  x-ray  therapy  may 
be  considered. 

Case  Report 

A.  C.  S.,  CC  Hospital  No.  2940,  an  elderly 
man  aged  71  was  admitted  to  the  hospital 
with  the  complaint  of  a mass  in  the  right 
groin.  It  was  first  noticed  3 years  previous- 
ly and  had  grown  steadily  larger.  He  com- 
plained of  a vague  pain  in  that  area  and  a 
dragging  sensation  v/hen  he  was  on  his  feet 
for  any  length  of  time. 

The  blood  pressure  was  134  over  80. 
Laboratory  work  was  normal  except  a posi- 
tive serology.  The  Kahn  test  was  three  plus. 
Examination  revealed  a tumor  mass  in 
the  right  scrotum  above  the  testicle  and 
fixed  to  the  spermatic  cord.  It  was  slightly 
tender  to  palpation.  X-rays  of  the  lungs  and 
pelvis  and  spine  were  negative  for  possible 
metastases. 

Operation  (November  18,  1943)  : Under 
spinal  anesthesia  an  incision  was  made  in 
the  upper  right  scrotum  extending  to  the 
right  external  inguinal  ring.  A mass  was 
found  to  be  springing  from  the  cord  and 
extending  down  to  the  testicle.  The  cord 
was  severed  at  the  inguinal  ring  and  re- 
moved along  with  the  right  testicle.  The 
stump  of  the  cord  was  ligated  and  the  scrotal 
wound  was  closed  with  drainage. 

The  patient  was  returned  to  his  room  in 
good  condition.  The  postoperative  convales- 
cence was  uneventful  and  he  was  discharged 
December  7,  1943. 

Pathological  report:  “The  specimen  con- 
sists of  a testicle  and  spermatic  cord  with 
a good  size  tumor  mass  arising  from  the 
cord  above  the  testicle  (fig.  1).  The  testicle 
is  normal  in  appearance.  Sections  from  the 
tumor  show  that  it  is  composed  of  a prolifer- 
ation of  round  cells  with  early  malignant 
appearances.  Diagnosis:  Sarcoma  of  sper- 
matic cord.” 

Folow-up  note:  After  leaving  the  hospital 
the  patient  enjoyed  good  health  for  three 
months  when  he  was  readmitted,  seriously 
ill  and  semicomatose  with  pneumonia.  He 
never  regained  consciousness  and  died  six 
days  later  on  March  3,  1944.  An  autopsy 
was  not  obtained. 
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OBSTETRICS 

Intravenous  Seconal  Sodium 
In  Obstetric  Labor 

Weitzmcvn,  C.  C.  & Davis,  J.  G.  Am.  Pract. 

3:712,  1952 

A special  preparation  of  Seconal  sodium* 
was  administered  intravenously  to  74  women 
during  labor.  Maternal  and  neonatal  effects 
were  recorded.  The  majority  of  patients  also 
received  ether  anesthesia.  Intravenous  Sec- 
onal seemed  to  produce  fair  amnesia  but  only 
slight  analgesia.  Many  patients  required 
Demerol  and  scopolamine.  Eighty-six  per 
cent  of  the  infants  breathed  spontaneously**. 
It  is  said  that  “Seconal  sodium  is  a useful 
adjuvant  in  obstetric  amnesia.” 

*fiupi)lied  by  Eli  Lilly  & Co. 

**See  Clinical  Cliiiinngs,  June,  1952. 

Clinical  Clippings,  November,  1952. 

DEODORANTS 

Chlorophyll  As  A Deodorant 
Editorial:  Lancet  2:373,  1952 

The  reputed  action  of  chlorophyll  as  a 
general  body  deodorant  is  difficult  to  under- 
stand. Some  investigators  contend  that  the 
agent  is  not  absorbed  from  the  gastrointes- 
tinal tract  whereas  others  believe  that  orally 
administered  chlorophyll  can  be  assimilated. 
In  any  event  the  following  couplet  is  of 
interest : 

“The  goat  that  reeks  on  yonder  hill 
Has  broivsed  all  day  on  chloroi)hyll.” 

Clinical  Clippings,  November,  1952. 


MARCH,  1955 


SOUTHWESTERN  MEDICINE 


Page  1 1 7 


Control  of  Pain  in  Childbirth* 

By  Celso  C.  Staff,  M.  D.,  El  Paso 


Needless  to  say,  there  is  no  one  method  of 
control  of  pain  in  childbirth,  which  may  be 
considered  as  ideal  or  which  would  do  in 
every  instance.  For  the  sake  of  claidty,  the 
proprietary  names  of  the  drugs  discussed 
will  be  used.  Over  the  past  centuries,  the 
record  is  full  of  a bizarre  array  of  methods 
supposed  to  relieve  the  suffering  of  the 
parturient  woman.  In  many  civilizations, 
this  has  been  the  subject  of  attention  in 
many  religious  rites. 

At  present,  we  shall  limit  our  discussion 
to  what  is  being  done  in  the  present  time. 
Of  necessity,  we  must  divide  our  discussion 
into  preparation  for  labor,  onset  of  labor, 
labor,  and  the  delivery.  Reed  and  his  work- 
ers have  placed  considerable  emphasis  on 
this  phase  and  feel  they  have  pi’ecluded  the 
need  of  any  further  help  in  their  “Childbirth 
Without  Fear”.  Most  of  us  will  not  go  that 
far,  at  present,  but  it  has  been  demonstrated 
very  conclusively  that  the  properly  instructed 
patient  gains  a self-confidence  that  abates 
fear  and  makes  her  more  tolerant  to  pain. 
Also,  an  assurance  that  a definite  program 
will  be  carried  out  to  help  her  through  her 
labor  allays  some  of  the  anxiety  and  helps 
to  control  pain  responses. 

Fast  HarbiUirate 

At  the  onset  of  labor,  it  is  desirable  to  use 
a fast  acting  barbiturate  in  reasonably  small 
doses  to  allay  tension  and  permit  the  patient 
to  rest  between  pains.  Such  preparations  as 
Seconal,  Tuinal,  Nembutal,  and  Pentobarbital 
may  be  used.  The  estimated  time  of  delivery 
must  be  considered  as  it  is  unwise  to  depress 
the  respiration  of  the  newborn  by  giving  the 
barbiturate  too  soon  before  delivery.  The 
dosage  must  be  well  governed  for  even 
though  it  may  be  a fast  acting  barbiturate, 
the  larger  doses  require  longer  to  wear  off. 
So,  in  a fast  multipara,  it  may  even  be  un- 
wise to  give  any  barbiturate.  Occasionally 
we  encounter  a patient  who  becomes  e.xcited 
by  barbiturates.  Naturally,  if  forewarned, 
one  would  not  use  these  drugs  on  such  a 
patient. 

As  labor  progresses  and  the  barbiturates 
do  not  hold  the  patient,  then  one  must  sedate 
the  patient  fui’ther.  At  pi'esent,  combinations 
of  drugs  as  Demerol  and  Scopolamine  seem 
the  most  popular.  The  Demerol  relieves  the 
pain  and  does  not  suppress  the  respiration 


* This  paper  was  presented  at  tlie  Annual  Meeting'  of  District 
One  Medical  Association  of  Texas  at  Pecos.  Texas. 


as  much  as  opiates  do,  and  the  Scopolamine 
has  a synergistic  action  enhancing  the  ef- 
fectiveness of  the  Demerol  as  well  as  causing 
loss  of  memory  to  the  patient  after  delivery. 
There  are  other  synthetic  drugs,  but  most  of 
these  have  not  become  very  popular.  Also,  for 
inhalation  during  labor,  Trilene  may  be  used 
in  the  Duke  inhaler.  Eastman  and  his  as- 
sociates have  been  very  enthusiastic  over 
this  method.  The  main  difficulty  in  self  ad- 
ministration lies  in  the  fact  that  a sedated 
patient  has  great  difficulty  coordinating  and 
usually  takes  the  Tidlene  after  the  pain  is 
gone. 

Anesllielic 

To  relieve  the  patient  of  pain  of  the  actual 
delivery  an  anesthetic  agent  must  be  used. 
Since  the  average  woman  begins  labor  after 
eating,  there  are  greater  hazards  than  in  a 
planned  anesthetic  for  surgery.  In  this  area, 
ether  is  the  most  popular  by  necessity. 
Gases  such  as  nitrous  oxide  and  oxygen, 
cyclopropane,  etc.  are  used  to  a lesser  degree 
due  to  the  shortage  of  trained  personnel  and 
economic  factor.  Local  anesthetics  such  as 
pudendal  block  are  effective,  if  operative 
procedures  for  delivery  are  held  to  a min- 
imum. Caudal  anesthesia  has  to  a great  de- 
gree been  replaced  by  spinal  anesthesia  (sad- 
dle block) , due  to  the  fact  that  caudal  anes- 
thesia requires  more  trained  personnel  and 
has  about  a seven  per  cent  rate  of  failures. 

Saddle  block  is  in  wider  use,  but  it  is  held 
back  by  some  fear  of  spinal  anesthesia  and 
by  certain  hazards.  These  are  small  in  num- 
ber, but  are  to  be  reckoned  with.  To  be  an 
anesthetic  agent  for  spinal  use,  the  drug 
must  be  somewhat  toxic  or  it  wouldn’t  give 
the  anesthetic  effect.  Of  the  drugs  used, 
Nupercaine  seems  to  be  the  most  toxic.  At 
Women’s  Hospital  in  St.  Louis,  Washington 
University  College  of  Medicine  reported  six 
cases  out  of  1200  deliveries  with  Nupercaine 
developing  adhesive  arachnoiditis  within 
three  to  four  months.  Din-ing  1950-.52,  there 
were  six  obstetrical  deaths.  Metycaine  seems 
least  toxic,  but  upon  injection,  the  patient 
usually  feels  a shai'p  pain  down  one  or  both 
legs  which  is  (piite  frightening.  Also,  the 
anesthesia  is  rather  short  sometimes  lasting 
30  minutes,  however,  more  often  one  hour. 
Pontocaine  seems  to  be  a balance  between 
the  two.  It  is  not  too  toxic  and  there  are 
very  few  side  effects.  It  lasts  about  two  and 
one  half  hours.  All  the  preparations  for  sad- 
dle block  either  come  prepared  with  dextrose 
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solution  or  it  is  added  to  cause  them  to  be 
hyperbolic,  then  falling  in  the  canal  with  the 
patient  in  the  sitting  position. 

Hazardous 

Intravenous  anesthetics  such  as  pentothal 
and  surital  are  being  used  by  some,  but  are 
considered  rather  hazardous  to  the  newborn 
because  of  their  depressing  effect  on  the 
respiration.  Should  one  take  longer  than 
anticipated  for  delivery,  the  fetus  becomes 
saturated  with  the  agent.  Also,  if  there  is 
any  question  as  to  prematurity,  these  agents 
are  definitely  contraindicated. 

There  are  a few  other  drugs  for  analgesia 
and  methods  of  anesthesia  which  are  used 
so  rarely  that  time  will  not  permit  them 
discussed. 

We  feel  there  is  as  yet  no  ideal  method. 


Siiinniary 

The  different  methods  of  control  of  pain 
in  childbirth  in  use  at  the  present  time  have 
been  discussed.  It  may  be  concluded  that 
there  are  many  methods  and  agents  available, 
none  of  which  is  completely  ideal. 

Coiiolusioii 

If  our  concept  of  control  of  pain  in  child- 
birth changes  in  the  next  ten  years  as  much 
as  it  has  in  the  past  ten,  we  should  develop 
in  that  time  a safer  and  more  effective  sys- 
tem of  control  of  pain  in  childbirth. 
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Postgraduate  Conference 

The  Temple  division  of  the  University  of 
Texas  Postgraduate  School  of  Medicine  an- 
nounces its  forthcoming  Medical  and  Sur- 
gical Conference  to  be  held  March  7,  8,  9, 
1955.  The  program,  sponsored  by  the  Scott, 
Sherwood  and  Brindley  Foundation,  will  be 
presented  in  Temple  by  members  of  the  staff 
of  Scott  and  White  Clinic. 

The  postgraduate  conference  will  be  di- 
rected primarily  toward  the  interest  of  the 
physician  engaged  in  private  practice.  The 
morning  sessions  will  consist  of  operative 
clinics  directed  by  the  surgeons,  with  consult- 
ing internists,  radiologists,  and  pathologists 
participating;  the  afternoon  sessions  will  be 
composed  of  round-table  luncheon  discus- 
sions, panels,  s.ymposia,  and  clinicopathologic 
conferences.  A formal  lecture  will  be  pre- 
sented each  evening,  with  a banquet-lecture 
on  the  final  night. 

Registration  forms  are  available  from  the 
office  of  the  assistant  dean.  University  of 
Texas  Postgraduate  School  of  Medicine,  The 
Temple  Division,  Temple,  Texas. 


PNEUMONIA  (VIRAL)  — ANTIBIOTICS 

Antimicrobial  Treatment  For  Viral 
And  Related  Infections 

Finland,  M.,  New  Engla.nd  J.  M. 

247:317,  1952 

Penicillin  and  sulfonamides  are  generally 
conceded  to  be  of  no  value  in  treatment  of 
viral  pneumonia.  From  available  informa- 
tion* it  may  be  concluded  that  aureomycin, 
and  perhaps  Terramycin,  influence  the 
course  of  atypical  pneumonia  to  some  degree 
but  the  decision  to  employ  these  agents  in 
patients  suspected  of  having  the  disease  rests 
upon  the  clinical  judgment  of  the  physician. 

*FinIand  cites  OS  references. 

Clinical  Clippings,  November.  1052. 


TUBERCULOSIS 

Isoniazid  Trials 

Leading  Articles:  Lancet  2:471,  1952 

The  potential  dangers  of  bacterial  resis- 
tance to  isoniazid  are  sufficient  to  justify  a 
very  strong  warning  against  its  indiscrimi- 
nate use  in  general  practice.  Until  results 
of  controlled  clinical  trials  are  known, 
“ . . . voluntary  restraint  in  the  exploitation 
of  this  new  and  probably  valuable  drug  can 
prevent  any  serious  dangers  from  bacterial 
resistance.” 


Clinical  Clippings.  November,  1952, 
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► PROCEEDINGS  OF  THE  NEW  EN6UND  CARDIOVASCUUR  SOCIETY  i 


The  Effect  of  Radiation  Upon  Vascular  Reactivity 

By  Durwood  J.  Smith.  M.D.,  Department  of  Pharmacology,  College  of  Medicine, 

University  op  Vermont,  Burlington 


In  vitro  plethysmographic  studies  of  the 
carotid  arteries  of  fasting'  dogs  demonstrated 
two  abnormalities  in  animals  receiving  250 
KVP  x-ray  exposures  of  250  r (2  dogs)  and 
550  r (8  dogs)  when  compai'ed  with  ar- 
teries removed  from  8 control  dogs.  Most 
striking  of  these  is  the  irregular  occurrence 
of  carotid  segments  which  did  not  constrict 
following  stimulation  by  epinephrine  or  no- 
repinephrine. Of  the  8 animals  which  re- 
ceived 550  r,  each,  one  had  arteries  which 
were  completely  unreactive,  and  2 had  ar- 
teries which  contained  adjacent  reactive  and 
unreactive  segments.  Histological  examina- 
tions showed  differences  suggesting  dege- 
neration of  muscle  nuclei  in  the  unreactive 
segments.  Secondly,  the  reaction  time  to 
epinephrine  and  norepinephrine  was  signi- 
ficantly reduced  in  arteries  from  irradiated 
animals  which  were  examined  by  use  of  an 
angioplethysmokymographic  technique.  See 
figure.  In  both  the  250  r and  550  r animals 
the  reaction  time  of  carotid  segments  follow- 
ing stimulation  by  standard  amounts  of  epi- 
nephrine and  norepinephrine  was  shorter 
than  that  of  segments  fi'om  non-radiated 
animals.  In  vitro  irradiation  of  carotid  ar- 
teries failed  to  reproduce  these  results.  The 
role  of  the  vasa  vasorum  in  producing  these 
changes  was  discussed. 


plncjihrine  of  the  carotid  arteries  of  control  and  in  adiated  dnffs. 
Mean  reaction  time  of  contnd  r/rnuns  ivas  5.05  ^ o.'iU  minutes, 
'minutes,  and  of  irradiated  firoui)  teas  J.//7  ^ ■}ninutes. 

Prohnhilitj/  that  difference  between  <;n>ui)  means  is  sifinificant : 
> 0. 0.0.0. 


An  Electrocardiographic  Evaluation  of  Nitrous-Oxide-Curare 
Anesthesia  During  Major  Surgery  In  The  Geriatric  Risk 

By  Morris  L.  Heller,  M.D.,  and  Jan  Nyboer,  M.D.,  Dartmouth  Medical  School  and 

Hitchcock  Clinic,  Hanover,  N.  H. 


The  use  of  nitrous  oxide  anesthesia  offers 
many  advantages  in  the  geriatric  patient  — 
namely,  the  smooth  incluction,  the  main- 
tenance of  a light  plane  of  anesthesia  when 
associated  with  the  use  of  relaxants,  the- 
evenly  sustained  blood  pressure,  and  finally, 
the  prompt  and  complete  recovery.  In  com- 
bination with  the  curare  drugs,  the  scope  of 
nitrous  oxide  anesthesia  has  been  extended 
to  include  all  types  of  major  surgery.  The 
cardiovascular  homeostasis  during  light  ni- 


ti'ous  oxide  anesthesia  has  been  veiy  im- 
pressive. 

Numerous  articles  have  been  written  de- 
scribing the  changes  in  cardiac  rhythm  and 
conduction  with  the  more  potent  agents  such 
as  cyclopropane,  ether  and  chloroform.  How- 
ever, there  has  been  a scarcity  of  similar 
information  pertaining  to  nitrous  oxide; 
and  accordingly,  this  study  was  undertaken 
to  study  the  electrocardiographic  changes 
during  pi'olonged  nitrous  oxide  anesthesia. 
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Nitrous  Oxide 

Nitrous  oxide  was  administered  by  the 
demand  flow  fractional  rebreathing  anesthe- 
sia machine,  whereby  the  mixture  of  nitrous 
oxide  and  oxygen  may  be  changed  from 
breath  to  breath  according  to  the  require- 
ments of  the  patient.  Pre-anesthesia  medica- 
tion was  of  a slightly  higher  dosage  than  is 
the  routine  prior  to  anesthesia  with  the  more 
potent  drugs.  The  inuscle  relaxant  drugs, 
with  d-tubocurarte  or  flaxedil  were  added  in 
small  fractional  amounts  depending  upon 
the  individual  response. 

In  this  series  of  53  geriatric  cases,  the 
majority  of  whom  are  between  70  and  90 
years  of  age,  emphasis  is  placed  on  the  ef- 
fect of  nitrous  oxide  on  the  diseased  myocar- 
dium so  common  in  this  age  group.  The  risks 
include  bundle  branch  block,  previous  myo- 
cardial infarction,  left  ventricular  hyper- 
trophy, premature  beats  and  other  cardiac 
arrhythmias. 

The  operations  were  all  of  a major  order 
and  included  gastrectomy,  cholecystectomy, 
common  duct  exploration,  adrenalectomy 
and  various  major  orthopedic  procedures. 
Electrocardiographic  studies  were  done  be- 
fore, during  and  after  surgery. 

The  results  of  this  study  are  listed  in  the 
enclosed  table. 

In  spite  of  the  light  planes  of  anesthesia 
used  with  nitrous  oxide-oxygen-curare,  surgi- 
cal reflexes  in  no  way  enhanced  the  tendency 
towards  electrocardiographic  changes. 

Rare  Evidence 

The  results  show  only  rare  evidence  of 
superimposed  anoxia  as  judged  by  RST  and 
T wave  deviations.  Reflex  cardiac  inhibi- 
tion through  vagal  stimulation  was  not  ob- 
served in  this  study  with  nitrous  oxide.  The 
predominant  change  was  an  increase  in  sinus 
rate  in  17%  of  the  patients,  and  a greater 
incidence  of  solitary  premature  contractions 
in  11%'.  Serious  forms  of  myocardial  irrita- 


bility, such  as  ventricular  runs  or  ventri- 
cular tachycardia,  were  not  seen  in  this  se- 
ries. In  some  subjects  following  the  induc- 
tion of  nitrous  oxide  anesthesia,  there  was 
actually  reduced  myocardial  irritability 
manifested  by  the  disappearance  of  previous- 
ly noted  premature  contractions. 

There  appears  to  be  a fundamental  dif- 
ference between  nitrous  oxide  and  the  more 
potent  agents  in  their  effect  on  the  myocar- 
dium. The  answer  lies  in  the  histotoxic 
property  of  the  hydrocarbon  drugs  such  as 
cyclopane,  ether,  vinethene  and  chloroform 
which  are  more  prone  to  sensitize  the  myo- 
cardium or,  perhaps  more  accurately,  they 
excessively  stimulate  the  autonomic  nervous 
system,  making  it  possible  for  serious  ar- 
rhythmias to  develop. 

This  study  of  the  effect  of  nitrous  oxide 
on  the  conduction  mechanism  of  the  elderly 
myocardium  adds  further  pharmacological 
evidence  that  nitrous  oxide  is  essentially  a 
mild,  non-toxic  anesthetic  drug. 

RESULTS 


Types  of  arrhythmias  seen  during 
nitrous  oxide-oxygen-enrare  anesthesia 


Number  of 

patients 

Percentage 

1. 

No  change  30 

56% 

2. 

Disappearance  of  pre- 

mature contractions  2 

4% 

O 

O. 

Slowing  of  rate  4 

8% 

4. 

Sinus  fast  rate  3 

6% 

5. 

Sinus  tachycardia  6 

11% 

6. 

Increased  premature 

contractions  6 

11% 

7. 

Auricular  tachycardia  1 

2% 

8. 

Depressed  ST  segment  2 

4% 

Sinus  tachycardia  included 

those  cases 

where  the  sinus  rate  exceeded  120/min.  Sinus 
fast  rate  is  defined  as  a rate  between  100 
and  120/min.  Reduction  or  acceleration  was 
defined  as  changing  from  one  class  to  an- 
other. 


The  Effect  of  Parenteral  and  Oral  Administration  of  Disodium  and 
Calcium  Salts  of  Ethylenediamine  Tetraacetic  Acid  on 
Cholesterol  Metabolism 

By  Henry  S.  M.  Uhl,  M.D.,  Albert  J.  Boyle,  M.D.,  Ph.d!,  Harold  H.  Brown,  A.M, 
From  Wayne  University  College  of  Medicine,  Detroit,  Michigan,  and  Worcester 

City  Hospital,  Worcester,  Massachussetts 

Beginning  with  the  hypothesis  that  choles-  nesium,  an  experiment  was  devised  to  study 
terol  metabolism  might  be  intimately  related  the  fate  of  orally  administered  cholesterol  in 
to  metallic  cations,  such  as  calcium  and  mag-  rabbits  with  and  without  the  oral  or  paren- 
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teral  administration  of  sodium  and  calcium 
salts  of  ethylenediamine  tetraacetic  acid 
(EDTA)/' 

Four  g’roups  of  rabbits  were  sepai'ated  as 
follows  : Group  A — 11  rabbits  were  placed  on 
stock  rabbit  chow  and  1.0  gram  of  oral  pure 
crystalline  cholesterol  daily.  Group  B — 10 
rabbits  were  placed  on  the  chow  with  daily 
cholesterol  plus  500  mg.  of  sodium  EDTA 
(neutralized  to  body  pH  by  NaOH)  sub- 
cutaneously 3 to  5 days  per  week.  Group  C — 
9 rabbits  were  placed  on  the  chow  with  daily 
cholesterol.  5 of  these  were  placed  on  3.0 
grams  daily  of  oral  sodium  EDTA  and  4 on 
3.0  grams  daily  of  oral  calcium-sodium 
EDTA.  Group  D — 4 rabbits  were  kept  on 
the  stock  chow  diet  plus  500  mg.  of  sodium 
EDTA  subcutaneously  3-5  days  per  week. 
No  cholesterol  was  fed  to  these  animals. 
Control  weights  were  recorded  and  initial 
samples  of  blood  cholesterol,  calcium,  mag- 
nesium, total  phosphorus,  acid-soluble  phos- 
phorus, and  phospholipid  levels  were  deter- 
mined. These  analyses  were  checked  period- 
ically throughout  the  experiment  and  at  the 
time  of  sacrifice  of  each  animal.  At  post- 
mortem examination  tissues  were  obtained 
for  histologic  study  and  for  chemical  analysis 
of  cholesterol,  calcium,  and  magnesium. 

Results 

(1)  The  total  serum  cholesterol  rose  to 
high  levels  in  Groups  A,  B,  and  C.  The  aver- 
age level  for  Group  B was  almost  double 
that  for  Group  A,  while  Group  C fell  between 
these  two.  In  Group  D,  there  was  a very 
slight  rise  in  2 animals  and  no  significant 
change  in  the  other  2. 

(2)  At  autopsy,  the  livers  of  animals  in 
Groups  B and  (3  grossly  appeared  normal 
with  no  visible  lipid  infiltration,  while  those 
in  Group  A were  heavily  infiltrated.  By 
chemical  analysis,  there  was  about  5 to  6 
times  the  amount  of  cholesterol  per  gram  of 
tissue  in  the  Group  A livers  as  compared 
with  livers  from  Groups  B and  C.  Represen- 
tative figures  are:  Group  A,  22.8-38.6  mg. 
per  gram ; Group  B,  5. 3-9. 6 mg.  per  gram ; 
Group  C,  5. 2-7. 4 mg.  per  gram.  (Our  normal 
control  values  are  about  5.5  ± 1.0  mg.  per 
gram  of  liver  tissue.) 

(3)  There  was  no  significant  difference 
in  the  degree  of  atherosclerosis  of  the  aortas 
of  rabbits  in  Groups  A,  B,  and  C,  although 
it  is  possible  that  it  was  more  severe  in 
Groups  B and  C.  This  observation  suggests 


♦Generously  supplied  l>y  the  Ilersworth  Chemical  Company, 
Framingham,  Massachusetts. 

tPartial  results  of  an  experiment  indicate  that  parenteral  ad- 
ministration of  the  calcium  salt  has  the  same  effect  as  oral  use. 


that  the  extent  of  the  process  was  roughly 
correlated  with  the  height  of  the  total  serum 
cholesterol  levels.  However,  the  groups  of 
animals  are  too  small  to  warrant  any  final 
conclusions. 

(4)  There  were  no  apparent  gross  changes 
in  other  body  organs  that  could  be  I'elated 
to  the  administration  of  EDTA.  However, 
body  deposits  of  fat  in  the  abdominal  and 
mediastinal  spaces  were  diminished  to  absent 
even  in  I'abbits  who  had  maintained  or  gained 
in  weight  throughout  the  experiments. 

(5)  Analysis  of  blood  chemistries  revealed 
only  minor  changes  as  far  as  total  serum 
phosphorus,  acid-soluble  phosphorus,  phos- 
pholipids, calcium  and  magnesium  are  con- 
cerned, in  Groups  A and  B.  However,  in 
Group  D,  the  level  of  phospholipids  progres- 
sively diminished  and  in  the  2 rabbits  sacri- 
ficed at  111  days,  total  phosphorus  and  acid- 
soluble  phosphorus  were  viilually  ecpiivalent, 
there  having  been  at  least  a 5-fold  increase 
in  the  latter  over  the  control  values. 

(6)  An  analysis  of  livei-  tissue  from  2 
rabbits  of  Group  D after  111  days  revealed 
that  the  cholesterol  per  gram  of  tissue  was 
actually  slightly  below  the  normal  control 
values  foi-  our  animal  population. 

Coiiflusioiis 

(1)  EDTA,  as  the  sodium  or  calcium- 
sodium  salt  given  either  parenterally  or  oral- 
ly, has  a pi'ofound  effect  on  the  metabolism 
of  administered  cholesterol  by  the  rabbit. t 
It  produces  a hypercholesterolemia  when 
compared  with  the  experimental  control 
animals,  but  it  protects  the  liver  from  the 
accumulation  of  the  deposits  that  are  uni- 
formly produced  iu  cholesterol-fed  rabbits. 

(2)  There  is  evidence  to  suggest,  although 
it  is  not  yet  adequately  confirmed,  that 
EDTA  may  also  have  an  important  effect  on 
phospholipid  and  neutral  fat  metabolism  in 
rabbits. 

(3)  The  mechanism  by  which  these  ef- 
fects are  produced  is  not  known.  It  probably 
does  not  depend  on  an  interfei’ence  with  or 
a deficiency  of  calcium.  It  may  be  that  some 
other  cation,  which  is  complexed  by  EDTA 
in  rabbits,  such  as  magnesium  or  copper, 
may  be  involved.  On  the  other  hand,  EDTA 
may  interfere  with  normal  protein  metab- 
olism through  the  “zwitter-ion  action”  of 
the  serum  proteins  and  act  on  cholesterol 
indirectly. 

(4)  EDTA  does  not  prevent  the  develop- 
ment of  atherosclerosis  of  the  aorta  in 
cholesterol-fed  i’abbits.  It  is  not  yet  known 
if  it  has  any  effects  on  atherosclerosis  of 
other  vascular  beds,  such  as  the  coronary  or 
cerebral  arteries. 
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Frederick  P.  Bornstein,  M.  D.,  Editor  — Case  No.  10044 
Presentation  of  Case  by  S.  B.  Appel,  M.  D. 


Summary  of  Case : 

Clinical  History : 

There  were  three  admissions,  1941,  1953, 
1954  (died)  of  this  68  year  old  Latin  Ameri- 
can female  with  rheumatic  fever  at  the  age 
of  13.  From  the  age  of  44  she  was  known 
to  have  heart  disease  and  took  digitalis  at 
least  from  the  age  of  47  until  death.  She 
attended  the  cardiac  clinic  and  had  auricular 
fibrillation  at  least  from  the  age  of  55  to 
death.  During  the  last  year  of  life  diabetes 
was  discovered  and  regulated  on  15  units 
of  insulin  daily.  She  died  in  congestive  heart 
failure. 

The  first  El  Paso  General  Hospital  admis- 
sion of  this  55  year  old  woman  was  because 
of  a cold,  for  several  days.  No  digitalis  was 
taken  for  one  month.  Her  temperature  was 
100°,  blood  pressure  134/80,  and  pulse 
90  ( ?) . The  heart  was  enlarged  to  the  left. 
There  was  an  apical  presystolic  murmur, 
and  marked  irregularity  with  deficit.  The 
second  pulmonic  was  louder  than  the  second 
aortic.  A few  rales  were  present  in  the  left 
upper  chest.  There  was  no  edema. 

Laboratory  Findings 

Urine;  specific  gravity,  1.015;  4 plus  al- 
bumin ; no  sugar ; Occ.  fine  granular  cast. 
Complete  blood  count;  RBC,  5.07  million; 
hemoglobin,  97.5%;  WBC,  11,350;  differ- 
ential count,  polymorphonuclears,  75,  eosi- 
nophiles  1,  lymphocytes  17,  monocytes  7.  The 
Kahn  test  was  negative. 

Hospital  Course 

The  impression  was  lobar  pneumonia  and 
“mild  auricular  fibrillation”.  Temperature 
readings  ranged  between  100-102  for  two 
days  and  then  was  normal.  Medication  con- 
sisted of  digitalis  and  sulfadiazine  with 
good  response. 

The  second  El  Paso  General  Hospital  ad- 
mission occurred  on  January  16,  1953  of 
this  67  year  old  patient  because  of  upper 
respiratory  infection  for  one  week. 

Orthopnea,  dyspnea  and  nocturnal  par- 
oxysmal dyspnea  developed  one  day  prior  to 
admission. 

Temperature  was  97;  blood  pressure 
140/74;  pulse  64;  respirations  28.  She  was 
an  elderly  slender  dyspneic,  thin,  chronically 
ill  woman.  She  had  carious  teeth.  The  neck 
veins  were  engorged.  There  was  presystolic 


rumbling  and  a grade  three  apical  murmur. 
The  second  pulmonic  was  louder  than  the 
second  aortic.  Reduplicated  second  mitral. 
There  were  moist  rales  at  both  bases.  The 
liver  was  smooth  and  tender  and  four  fin- 
gers below  the  costal  margin.  The  rectal 
examination  was  normal.  A pelvic  examina- 
tion was  not  done.  The  dorsalis  pedis  pulsa- 
tions were  poor.  There  was  no  edema. 

Laboratory  Findings 

Urine;  specific  gravity  1.034;  cloudy 
brown,  acid  reaction;  four  plus  albumin;  no 
glucose,  many  RBC  present,  five  to  ten  WBC, 
granular  casts.  Second  specimen ; specific 
gravity  1.017 ; trace  albumin,  no  glucose, 
occasional  RBC,  six  to  ten  WBC.  Complete 
blood  count : RBC,  4.47  million ; hemoglobin, 
14  gms. ; WBC,  6,800;  differential  count; 
polymorphonuclears,  81,  stabs,  8;  lympho- 
cytes, 8;  monocytes,  3.  The  Kline  test  was 
negative;  BUN,  38.6  mg.%. 

X-Ray  Findings 

X-ray  of  the  chest — “reveals  a generalized 
intensification  of  the  pulmonary  markings 
consistent  with  congestive  failure.  There  is 
calcification  in  the  wall  of  the  left  atrium 
which  is  displacing  the  barium  filled  esoph- 
agus posteriorly.  There  is  some  right  ventri- 
cular enlargement.  The  aortic  shadow  is 
decreased  in  prominence.  These  changes  are 
consistent  with  rheumatic  heart  disease, 
with  accompanying  calcification  of  the  left 
atrium.” 

Electrocardiogram 

The  EKG  showed  auricullar  fibrillation, 
VR-75.  Vertical  electrical  axis.  There  was 
clockwise  rotation  about  the  longitudinal 
axis.  The  ST  segment  was  elevated  in  lead  a 
Vr  and  depressed  in  leads,  1,  2,  3,  V2,  V3,  V4, 
V5,  V6  and  a Vf.  The  T wave  was  diphasic 
in  leads  1,  2,  3,  V6,  a Vr  and  a Vf.  The  T 
wave  was  isoelectric  in  lead  a VI.  The  T 
wave  was  sharply  inverted  in  leads  V2,  V3, 
V4,  and  V5. 

Summary:  these  changes  are  compatible 
with  advanced  mitral  stenosis,  digitalis  ef- 
fect and  possible  anterior  myocardial  ne- 
crosis. 

Hospital  Course 

Digitoxin  was  increased  and  the  VR 
slowed  to  60.  The  rectal  temperature  rose 
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to  103  within  24  hours  and  penicillin  was 
started.  After  a temperature  of  101  on  the 
next  day  there  was  no  fever.  On  the  tenth 
day  she  yawned  with  resultant  snbluxation 
of  the  jaw.  This  was  coi-rected  and  she  was 
discharged. 

Third  and  last  admission  to  the  El  Paso 
General  Hospital  was  on  Octobei-  30,  1954 
because  of  increasing  respiratory  distress 
and  progressive  weakness  for  one  week. 
Diabetes  mellitus  was  diagnosed  in  January 
1954  and  she  took  15  units  R.  1.  daily  up  to 
five  days  prior  to  admission.  She  had 
anorexia  with  a twenty  pound  weight  loss 
in  one  year.  Temperature  was  99°,  blood 
pressure,  90/70,  pulse,  96,  respirations,  30. 
She  had  dry  skin  with  apparent  weight  loss. 
The  pupils  were  round,  regular,  and  reacted 
to  light.  She  had  early  cataracts.  Thei-e  was 
right  external  otitis.  A few  “snags”  of  teeth 
were  left.  There  was  also  a mild  kyphosis, 
hyperresonance  and  atrophic  breasts.  The 
hear  revealed  dullness  at  the  left  border  at 
the  anterioi-  axillary  line.  There  were  no 
murmurs.  The  heart  sounds  were  distant 
with  irregular  rhythm.  The  liver  was  ten- 
der and  down  to  the  umbilicus.  There  was 
no  ankle  edema. 

Laboratory  Findings 

Urine;  specific  gravity,  1.003;  two  plus 
albumin;  no  sugar.  Complete  blood  count; 
RBC,  4.59  million;  hemoglobin,  14.2  gm.%  ; 
WBC,  19,100;  differential  count;  poly- 
morphonuclears,  88 ; stabs,  3 ; lymphocytes, 
8;  monocytes,  1.  Blood  sugar  was  258  mg.%. 
Blood  type  was  “0”,  Rh  positive.  The  Kline 
test  was  negative. 

X-Ray  Findings 

X-ray  taken  on  October  31,  1954  — “con- 
sistent with  congestive  heart  failure  with 
accompanying  bilateral  pleural  effusion.” 
Second  x-ray  on  November  1,  1954 — “less 
right  pleural  effusion.” 

Electrocardiogram 

The  electrocardiogram  revealed  auricular 
fibrillation,  VR-95,  digitalis  effect.  Com- 
pared to  January  1953,  the  significant 
changes  were:  low  voltage  in  the  six  limb 
leads ; electrical  position  now  semihorizontal ; 
the  ST  segment  depressed  in  leads  2 and  a 
Vf;  the  T wave  inverted  in  leads  1,  2,  a Vf, 
V4,  V5,  V6.  The  T wave  was  isoelectric  in 
leads  3 and  a VI.  The  ST  segment  and  T 
wave  elevated  in  a Vr.  Transition  zone  was 
located  between  leads  V4  and  V5. 

Hospital  Course 

On  the  second  day  the  diabetic  condition 
was  noted  and  frequent  urine  studies  were 
made.  Three  of  ten  specimens  reveal  a trace 
of  sugar.  She  received  only  25  units  of  in- 


sulin in  a glucose  infusion.  The  pleural  ef- 
fusions were  diagnosed  and  verified  by 
poi-table  x-rays.  Thoracentesis  yielded  900 
cc.  of  amber  fluid  from  the  right  and  700  cc. 
from  the  left.  On  the  third  day  the  blood 
pressure  was  76/48,  pulse  104;  the  patient 
was  weaker. 

There  was  an  eight  hour  output  of  only 
200  cc.  with  an  intake  of  500  cc.  On  the 
fourth  day  she  appeared  terminal.  Thora- 
centesis yielded  only  20  cc.  on  the  light  and 
350  cc.  of  amber  fluid  on  the  left.  The  pa- 
tient produced  frothy  sputum  although  semi- 
comatose.  Levophed  was  started.  She  stop- 
ped breathing.  Corami ne  was  then  given. 
The  heart  rate  was  uncountable  at  over  300. 
The  patient  gasped  and  died. 

DIFFERENTIAL  DLMiNOSLS: 

Dr.  S.  R.  Ajjpel : 

There  were  three  admissions;  1941,  1953 
and  1954  when  the  patient  died;  of  a 68 
year  old  Latin  American  female  who  had 
rheumatic  fever  at  the  age  of  13.  From  the 
age  of  44  she  apparently  knew  she  had  heart 
disease  and  took  digitalis  at  least  from  the 
age  of  47  until  death,  a period  of  21  years. 
She  attended  the  cardiac  clinic,  but  we  did 
not  look  into  the  clinic  record.  She  had 
auricular  fibrillation  at  least  from  the  age 
of  55  to  death,  eleven  years.  During  the  last 
year  of  life  diabetes  mellitus  was  discovered 
and  easily  regulated,  and  she  died  in  heart 
failure. 

Fiieiinioiiia 

During  her  first  hospital  admission  she 
apparently  had  pneumonia  in  the  left  lower 
lobe  which  precipitated  acute  cardiac  decom- 
pensation, although  she  had  not  taken  di- 
gitalis for  one  month.  This  was  in  the  early 
days  of  chemotherapy,  and  she  responded 
nicely  to  sulfadiazine.  In  the  physical  ex- 
aminations somebody  said  there  were  rales 
in  the  left  upper  chest,  and  later  on  they 
discovered  the  pneumonia  in  the  left  lower 
lobe.  Tuberculosis  is  (piite  uncommon  in  pa- 
tients with  mitral  stenosis;  however  it  does 
occur.  Also,  a patient  with  rheumatic  heart 
disease  who  displays  a fever  always  must 
cause  us  concern  lest  there  be  subacute 
bacterial  endocarditis.  However,  clinically 
we  know  that  patients  with  severe  rheumatic 
heart  disease,  especially  when  they  are  fibril- 
lating,  very  rarely  develop  subacute  bacterial 
endocarditis.  In  this  patient  it  would  have 
been  nice  if  blood  cultures  wei-e  taken  before 
starting  her  on  sulfadiazine  therapy.  Now- 
adays it  is  so  easy  to  give  patients  penicillin 
or  any  one  of  the  mycin  clrugs,  it  behooves 
us  once  in  a while  to  hold  off  for  a day  or 
so  and  get  blood  cultures  to  make  sure  that 
we  are  not  overlooking  a bacterial  endo- 
carditis. 
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Second  Admission 

The  second  hospital  admission  was  some 
12  years  later  during  which  time  she  pre- 
sumably was  regulated  in  the  clinic.  This 
hospitalization  also  was  precipitated  by  an 
upper  respiratory  infection.  Another  reason 
for  rheumatic  cardiac  patients  to  go  into 
failure  is  the  advent  of  a big  holiday  when 
they  all  overeat  or  go  running  around  town 
shopping.  Sometimes  they  will  take  a visitor 
out  for  a week  to  see  the  town  and  wind  up 
in  acute  pulmonary  edema.  In  this  hospital 
admission  Dr.  Morgan  took  a particularly 
good  history  noting  that  she  was  pregnant 
eleven  times  and  had  three  miscarriages. 
This  is  a pretty  good  record  for  a woman 
with  a normal  heart.  We  will  discuss  this 
aspect  a little  later.  Another  interesting 
thing  about  this  patient  is  that  there  was  no 
peripheral  edema.  Her  liver  was  palpable 
many  times  and  she  apparently  had  pulmo- 
nary edema  but  nowhere  on  her  chart  is 
edema  mentioned,  in  fact  it  was  mentioned 
that  there  was  no  edema.  This  shows  that 
they  can  have  pulmonary  congestion  for  a 
long  time  without  peripheral  edema.  The 
electrocardiogram  on  two  admissions  was 
described  in  detail  but  cannot  really  depict 
accurately  what  is  seen.  In  the  first  record 
in  several  precordial  leads  the  T wave  is 
really  sharply  inverted,  cove  plane  T waves 
as  you  would  except  in  myocardial  necrosis. 
This  was  not  present  in  the  later  electro- 
cardiogram. It  is  not  uncommon  in  patients 
with  rheumatic  heart  disease  to  see  asso- 
ciated arteriosclerotic  heart  disease.  They 
are  entitled  to  have  their  “coronaries”  just 
like  the  rest  of  us.  In  fact  some  hearts  will 
have  rheumatic,  syphilitic,  arteriosclerotic 
and  hypertensive  lesions  all  rolled  up  into 
one  including  bacterial  endocarditis.  They 
are  not  common  thank  Heavens!  She  re- 
sponded that  time  very  well  and  was  sent 
back  to  the  clinic. 

Last  Admission 

The  last  admission  was  a brief  one  char- 
acterized by  heart  failure  with  bilateral 
pleural  effusion  and  mild  diabetes. 

My  diagnosis  is : 

1.  Cardiac  disease. 

a.  Etiology:  Rheumatic  fever  (inac- 
tive) and  probable  arteriosclerosis. 

b.  Anatomical:  Enlarged  heart,  mi- 
tral stenosis,  mitral  insufficiency, 
coronary  sclerosis  with  myocardial 
fibrosis,  questionable  tricuspid 
stenosis,  bilateral  pleural  effusion. 

c.  Physiological:  Auricular  fibrilla- 
tion, congestive  heart  failure. 


cl.  Functional  and  therapeutic: 

Four  E. 

2.  Diabetes  mellitus. 

3.  Possible  pyelonephritis. 

Dr.  McVaugh  will  present  the  x-rays. 

Dr.  C.  C.  McVaugh; 

In  glancing  over  this  series  of  chest  x-rays 
there  isn’t  much  to  add  to  the  brief  descrip- 
tion of  the  findings  on  the  summary  sheet 
here.  The  calcification  that  was  noticed  in 
the  left  auricle  is  interesting.  An  additional 
comment  that  I would  like  to  make  is  on 
the  very  last  x-ray  after  thoracentesis  there 
are  changes  appearing  in  the  lung  field 
which  seem  to  be  due  to  multiple  infarctions. 
I would  suggest  multiple  infarctions  here  in 
addition  to  the  pleural  effusion  and  probable 
pulmonary  congestion.  The  cardiac  enlarge- 
ment is  obvious  throughout  the  entire  series 
as  well  as  the  increased  pulmonary  markings 
which  could  be  due  to  pulmonary  congestion 
or  possible  pulmonary  fibrosis. 

Dr.  S.  B.  Appel: 

I think  that  Dr.  McVaugh  will  agree  with 
me  that  this  film  is  not  typical  of  what 
we  used  to  call  “mitralization”  of  the  left 
cardiac  silhouette.  I’ve  seen  better  examples 
of  pure  mitral  stenosis  and  that  is  one  of  the 
reasons  why  I think  mitral  insufficiency  was 
indeed  a functional  lesion  as  well  as  an  or- 
ganic lesion.  The  films  taken  in  the  left  an- 
terior oblique  position  display  enlargement 
of  the  left  ventricle.  You  can  also  see  eleva- 
tion of  the  left  main  bronchus.  While  she 
probably  had  mitral  stenosis  I would  not 
think  that  she  had  a typical  “fish  mouth” 
lesion.  She  probably  had  a stenotic  valve 
but  the  orifice  was  not  markedly  narrowed. 
That  gave  the  left  ventricle  time  to  enlarge. 

Dr.  J.  C.  Postlewaite : 

Maybe  to  add  to  what  has  already  been 
presented : one  is  the  status  of  the  pul- 
monary vessels.  This  lady  suffered  a lot  of 
times  and  a lot  of  shock  to  the  plumonary 
vessels  and  may  well  fall  in  the  classifica- 
tion of  a form  of  arteriosclerosis  of  the  les- 
ser circulation.  The  terminal  event  here 
may  have  added  to  it:  congestive  failure, 
bronchopneumonia,  and  pulmonary  embolus 
must  be  considered.  One  thing  I did  want  to 
mention  was  in  reviewing  some  work  on 
mitral  commissurotomy  there  have  been  a 
number  of  instances  in  which  biopsy  re- 
vealed active  rheumatic  lesions  in  the  left 
auricle.  One  must  wonder  if  rheumatic  endo- 
carditis was  not  present  at  the  time  of  all 
these  hospitalizations. 

Dr.  S.  B.  Appel: 

In  the  commissurotomy  patients  a high 
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and  sometimes  unsuspected  incidence  of 
rheumatic  activity  was  noted.  However  most 
of  these  patients  are  in  the  younger  age 
groups.  We  could  hardly  recommend  that 
this  68  year  old  woman  have  her  mitral 
valves  clipped.  Also  Rothschild,  Kugel  and 
Gross  (1)  and  De  la  Chapelle  et  al  (2) 
showed  many  years  ago  that  when  rheumatic 
cardiac  patients  fibri Hated  up  to  the  age  of 
40  practically  one  hundred  per  cent  of  them 
had  definite  evidence  of  rheumatic  activity 
at  necropsy.  After  the  age  of  40  there  is 
quite  a drop  in  the  incidence  of  stigmata  of 
active  myocarditis  found  at  necropsy. 

Dr.  Branrii  Craige: 

I think  that  Dr.  Appel  has  brought  us  up 
on  one  thing  that  we  are  very  lax  in  and 
that  is  the  naming  of  etiologic,  anatomic 
and  functional  diagnosis  in  cardiac  disease. 
He  listed  the  diagnosis  in  each  category  and 
embarrassed  me  because  often  I don’t  think 
of  all  those  things.  I think  we  should  ac- 
quire a habit  of  making  such  diagnoses 
either  on  paper  in  the  chart,  or  certainly  in 
our  own  minds  in  each  instance  of  a cardiac 
diagnosis.  Then,  too,  we  can  carry  over  the 
same  practice  into  diagnosis  in  other  sys- 
tems. 

CLINICAL  DIAGNOSIS 

1.  Congestive  failure. 

2.  Dehydration  and  malnutrition. 

Dr.  S.  B.  Appel’s  Diagnosis: 

1.  Cardiac  disease. 

a.  Etiology:  Rheumatic  fever  (inac- 

tive) and  probable  arterioscleros’s. 

b.  Anatomical : Enlarged  heart,  mitral 
stenosis,  mitral  insufficiency,  coro- 
nary sclerosis  with  myocardial  fibro- 
sis, questionable  tricuspid  stenosis, 
bilateral  pleural  effusion. 

c.  Physiological : Auricular  fibrillation, 
congestive  heart  failure. 

d.  Functional  and  therapeutic : Four  E. 

2.  Diabetes  mellitus. 

3.  Possible  pyelonephritis. 

ANATtlMICAL  DIAGNOSIS: 

1.  Mitral  stenosis,  rheumatic  type. 

2.  Aortic  stenosis,  rheumatic  type. 

3.  Mural  thrombosis  of  left  auricle. 

4.  Encephalomalacia,  right  cerebal  hemis- 
phere in  the  region  of  the  corpus  striatum. 

PATHOLOGICAL  DISCUSSK  >N: 

Dr.  Frederirk  P.  Boriisleiii: 

On  autopsy  we  found  a body  of  an  elderly 
emaciated  woman.  About  1000  cc.  of  cloudy 
brown  fluid  was  present  in  the  right  pleural 
cavity  and  about  500  cc.  in  the  left  pleural 
cavity.  The  heart  weighed  390  gms.  Both 


aui-icles  were  markedly  dilated  and  the  left 
auricle  was  nearly  completely  filled  by  a 
fii'in  mural  organized  thrombus.  The  myo- 
cardium was  reddish  brown  and  firm.  The 
mitral  valve  measured  6 cm.  aci'oss.  The 
mit)’al  leaflets  were  rigid,  calcified  and  co- 
vered with  calcified  vegetations.  The  pos- 
tei-ior  leaflets  were  fused  together.  Also 
present  was  an  area  of  softening  in  the 
right  corpus  striatum  probably  due  to  an 
embolus  on  the  mural  thrombus  present  in 
the  left  auricle.  An  additional  incidental 
finding  consisted  of  a small  carcinoma  of 
the  body  of  the  pancreas  with  a metastases 
in  the  right  lung  which  measured  5 cm.  in 
greatest  diameter.  This  obviously  was  not 
contributory  to  the  death  of  the  patient  at 
this  stage  of  development  of  the  tumor.  We 
are  dealing  then  primarily  with  a heart  that 
had  developed  two  valvular  lesions  of  rheu- 
matic etiology ; namely  a mitral  and  aortic 
stenosis.  The  brain  lesion  is  obviously  sec- 
ondary to  the  cardiac  disturbance. 

Dr.  S.  B.  A|)|»cl : 

Before  showing  you  some  slides  I just 
want  to  mention  that  the  aortic  stenosis  was 
evident  pathologically  revealing  again  how 
sometimes  we  miss  an  obvious  aortic  stenosis 
clinically.  The  only  thing  we  can  do  to  pick 
these  up  nowadays,  when  it  is  so  very  im- 
portant to  know  the  extent  of  damage  to 
the  other  values  if  we  anticipate  doing  sur- 
gery in  these  cases,  is  by  spending  more 
time  and  attention  in  examining  the  heart. 
From  the  blood  pressures  and  clinical  notes 
in  this  case  she  did  not  display  the  classical 
pulsus  parvus  and  tardus.  On  the  other 
hand  no  mention  was  made  of  the  localiza- 
tion and  accurate  description  of  the  mur- 
murs in  this  case.  Perhaps  in  the  clinic  re- 
cord they  described  findings  more  charac- 
teristic of  aortic  stenosis. 

Signs  Unrecognized 

As  Dr.  Cabot  (3)  pointed  out  many  years 
ago  and  as  Karsner  and  Koletsky  (4)  have 
shown  in  their  monograph  at  least  one-third 
of  patients  with  aortic  stenosis  are  not  re- 
cognized during  life  either  because  the  char- 
acteristic signs  are  absent  or  because  these 
signs  just  weren’t  looked  for  carefully. 
Clinically  we  are  still  inferioi’  to  a patho- 
logist in  order  to  make  accurate  diagnoses. 
The  first  slide  depicts  the  teaching  that 
many  of  you  gentlemen  and  I had  in  medi- 
cal school,  because  this  is  a culmination  of 
many  years  research  by  members  of  the 
Rockfeiler  Institute  in  New  Yoi'k.  Dr.  A.  E. 
Cohn  (5)  and  Miss  Lingg,  the  statistician, 
analyzed  over  three  thousand  charts  of  pa- 
tients who  were  studied  in  the  seventeen 
cardiac  clinics  in  New  York  for  years  and 
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who  died.  These  patients  were  obviously 
sick  patients  because  they  attended  the 
clinic.  In  New  York  patients  are  just  as  re- 
luctant to  go  to  a clinic  as  they  are  in  El 
Paso.  Therefore  it  is  a selected  group,  and 
yet  this  is  an  investigation  which  received 
widest  attention  and  is  quoted  in  many 
books. 

Thirteen  Years 

It  reveals  that  the  mean  duration  of 
rheumatic  cardiac  disease  is  about  thirteen 
years  from  onset  to  death.  The  next  slide 
represents  a more  recent  survey  of  rheuma- 
tic heart  patients  done  by  Dr.  Wilson.  (6) 
She  has  followed  patients  at  the  clinic  up 
to  thirty  years.  Now  this  is  a different 
group.  She  followed  these  children  from  ad- 
mission to  the  hospital  for  rheumatic  fever 
for  years  and  years.  Therefore  her  survey 
was  also  biased.  Many  rheumatic  fever  pa- 
tients, who  did  not  subsequently  develop 
cardiac  lesions,  were  followed  with  the  diag- 
nosis “possible  rheumatic  heart  disease” ; 
and  some  of  them  developed  heart  disease 
five  to  ten  years  or  twenty  years  later.  But 
some  of  her  patients  lied  when  World  War 
II  broke  out  and  didn’t  tell  anybody  about 
their  faint  murmurs  which  were  well  com- 
pensated and  served  throughout  the  last 
war  in  the  Army,  Air  Force  and  Navy  and 
were  not  detected  until  they  came  back  and 
continued  to  go  to  the  clinic. 

Long  Survivors 

They  had  a patriotic  duty  and  they  were 
not  going  to  tell  anybody  that  they  had 
rheumatic  fever  or  a murmur.  If  you  will 
notice  this  chart  shows  a number  of  survi- 
vors that  survived  thirty  years  later:  over 
sixty  per  cent  of  the  patients,  an  entirely 
different  picture.  This  slide  will  recall  to 
mind  the  incidence  of  symptoms  and  signs 
of  rheumatic  fever  in  one  thousand  patients. 
This  is  a study  by  Bland  (V)  from  Boston 
and  is  a twenty  year  follow-up.  It  helps  us 
to  prognosticate  from  the  signs  that  the 
patient  presents  when  in  the  hospital  for 
the  first  time  how  he  may  do  in  the  next 
twenty  years.  As  you  can  see  the  percentile 
at  ten  years  and  at  twenty  years  is  depicted. 
Thus  of  seventy  cases  with  a greatly  en- 
larged heart  eighty  per  cent  were  dead  in 
ten  years.  In  the  next  ten  years  one  ad- 
ditional per  cent  was  added.  Of  the  207 
patients  with  congestive  failure  during  ini- 
tial admission  for  rheumatic  fever  within 
twenty  years  eighty  per  cent  were  dead,  etc. 

Benign  Episode 

St.  Vitus  dance  is  evidently  a relatively 
benign  episode  even  though  it  is  so  dramatic 
clinically.  The  next  slide  illustrates  a study 
we  did  at  Bellevue  Hospital  in  the  Prenatal 
Cardiac  Clinic.  (8)  You  will  hear  people  say 


that  different  combinations  of  valvular  le- 
sions imply  a different  prognosis.  For  ex- 
ample a patient  with  mitral  stenosis  won’t 
do  as  well  as  one  who  has  combined  mitral 
and  aortic  disease  especially  as  regards  the 
case  tonight  where  both  valves  were  stenotic. 
Some  people  say  the  prognosis  is  better  when 
one  valve  alone  is  involved.  This  compila- 
tion of  data  was  made  in  over  two  thousand 
cases  of  patients  who  went  through  pregnan- 
cy and  had  rheumatic  heart  disease.  Please 
note  that  some  two  thousand  patients  had 
mitral  valvulitis  alone.  We  all  know  that 
women  tend  to  show  more  disease  of  mitral 
valve  than  men. 

Aortic  Insufficiency 

Men  will  have  aortic  insufficiency  more 
often  than  women.  Thus  the  mitral  cases 
were  over  two  thousand  and  the  patients 
with  combined  valve  disease  were  almost 
five  hundred,  a ratio  of  about  4.1.  The 
mortality  statistics  reveal  that  3.8  per  cent 
of  the  two  thousand  women  with  pure  mitral 
disease  died  and  4.9  per  cent  of  those  with 
combined  lesions  died.  These  percentages 
are  not  statistically  different.  The  mortality 
rate  of  pregnancy  in  rheumatic  heart  disease 
is  much  less  than  it  was  years  ago.  The 
reason  for  this  marked  improvement  is  en- 
tirely attributable  to  a greater  recognition 
and  co-operation  between  the  obstetrician 
and  the  internist. 

Study  by  Hedley 

For  example,  Hedley  did  a study  in  Phil- 
adelphia (9)  and  showed  that  the  mortality 
rate  during  pregnancy  was  something  like 
eighteen  per  cent  due  to  rheumatic  heart 
disease.  However,  most  of  his  patients  were 
not  followed  in  the  cardiac  clinic  during 
pregnancy.  Many  of  his  patients  would  not 
co-operate  and  did  not  attend  the  clinic  re- 
gularly. The  same  staggering  mortality  rate 
could  face  us  here  if  we  do  not  take  time  to 
ask  the  pregnant  patient  about  rheumatic 
fever,  listen  carefully  to  her  heart  and  then 
follow  her  periodically  with  someone  who 
can  pay  more  attention  to  the  heart  than 
the  busy  obstetrician. 

Older  Patients 

This  slide  was  taken  from  another  study 
at  Bellevue  Hospital.  We  becanie  interested 
in  1948  or  so,  in  older  patients  with  rheu- 
matic heart  disease.  We  had  a run  of  them 
as  we  do  every  where  and  we  started  look- 
ing to  see  how  many  patients  we  could  find 
over  the  age  of  sixty  with  rheumatic  heart 
disease.  At  first  the  pickings  were  very  slim 
but  pretty  soon  the  residents  began  calling 
us  to  see  all  the  older  patients  with  murmurs. 
Of  course  we  are  all  familiar  with  the  dif- 
ficulty in  hearing  the  presystolic  apical 
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murmur  unless  you  put  the  patient  in  the 
left  lateral  position,  and  the  difficulty  in 
detecting  the  aortic  diastolic  murmur:  that 
faint  high  pitched  decrescendo  early  diastol- 
ic murmur. 

Aortic  Insufficiency 

Once  you  see  that  description  you  know 
it  is  aortic  insufficiency,  but  is  it  due  to 
rheumatic  or  Luetic  heart  disease?  Once 
we  started  looking  for  them  we  wound  up 
in  no  time  flat  with  71  patients  over  the  age 
of  sixty  with  typical  rheumatic  heart  di- 
sease, many  of  whom  came  to  autopsy.  (10) 
In  fact  our  oldest  patient  was  84,  and  was 
in  the  psychopathic  ward  and  could  give  us 
no  good  history.  Another  was  80:  she  had 
rheumatic  fever  with  carditis  at  the  age  of 
14 ; went  through  nine  pregnancies  and  had 
one  miscarriage ; also  had  rheumatoid  ar- 
thritis ; and  at  the  age  of  80  she  took  her 
first  airplane  ride  and  thought  that  Eddie 
Rickenbacker  should  let  her  go  for  free  be- 
cause how  many  people  like  her  could  ride 
in  one  of  his  airplanes? 

Oldest  Case 

However  I had  to  come  to  El  Paso  to  see 
the  oldest  patient  as  far  as  I am  concerned 
in  the  world’s  literature,  and  she  is  going 
to  be  discussed  next  week  at  Southwestern 
General  Hospital.  She  was  86  years  old  when 


she  died  of  a stroke,  pneumonia,  peritonitis 
and  several  other  things  and  had  a typical 
“fish  mouth’’  mitral  stenosis  which  dated 
back  to  the  age  of  8 when  she  came  to  El 
Paso  to  convalesce  from  her  rheumatic  fever. 

Suinniary 

In  summary,  it  appears  that  rheumatic 
heart  disease  while  predominantly  a disease 
of  the  early  decades  is  not  incompatible  with 
a long  ancl  useful  life.  Many  patients  with 
rheumatic  heart  disease  will  out  live  their 
physicians.  However,  the  majority  of  pa- 
tients wtih  rheumatic  heart  disease  should 
certainly  be  carefully  re-evaluated  periodical- 
ly so  that  we  may  be  able  to  select  those 
cases  for  surgical  treatment  at  the  proper 
time  and  provide  the  potential  cardiac  crip- 
ple with  a new  lease  on  life. 
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Bottles  of  100  and  1,000 
. . . sold  on  prescription  only. 

Dosage:  1 or  2 capsules,  ’A 
to  1 hour  before  each  meal. 


NT 

REVICAPS  provide  easy  appetite-control  for  those  patients  who  are 
dangerously  overweight,  and  they  are  ideal  for  the  man  or  woman 
who  doesn’t  require  a drastic  diet,  but  will  benefit  from  losing  a 
few  pounds. 

REVICAPS  supply  d-Amphetamine  to  elevate  the  patient’s  mood, 
methylcellulose  to  furnish  bulk,  21  essential  vitamins  and  minerals. 

REVICAPS 

d-Arnphetarnine— Vitamins  and  Minerals  Lederle 
LEDERLE  LABORATORIES  DIVISION  AMERWAM  G^anamid coMi’Anir  Pearl  River,  New  York  I 


The  prescription  product  that  helps  reduce  weight 


WAYNE  SEIBERT 

SURGICAL  - DENTAL  INSTRUMENTS 
SHARPENED  - REPAIRED  - PLATED 


Pick-Up 

Polishing 

Delivery 

Grinding 

Service 

Drill  Press 

1413  1st,  N.  W. 

2-7495 

Albuquerque,  l\l.  M, 

2300  Physicians  Read 
Soutkivestern  Medicine 


HARDING  AND  ORR 


Only  at  the  Popular  in  El  Paso  . . . 

A.  G.  SPALDING  SPORTING  GOODS 

MEZZANINE,  MEN'S  STORE 


Funeral  Home 

EL  PASO.  TEXAS 


POPULAR  DRY  GOODS  CO. 

Stench-  '}it^fepal<( 

MORTUARY 


320  Montana 


3-1646 


910  Grand  Ave.,  N.  E.  3-4404  Albuquerque,  N.  M. 


^cuthmMepH  Sutfical 

Your  Complete  Source  in  The  Southwest  For  All  Ethical 
Medical  Equipment  and  Supplies 

EL  PASO  ALBUQUERQUE  TUCSON  PHOENIX 


Kaster  & Maxon 

Funeral  Home 

El  Paso,  Texas  2-3431 

TAYLOR-SIMPKINS,  INC. 

MEDICAL  OXYGEN 

2123  Texas  Street  3-0952  El  Paso,  Texas 

Nights  — Call  5-0359.  or  5-3060 

GUNNING  & CASTEEL  DRUG  STORES 

Complete  Prescription  Service  in  8 Conveniently  Located  Stores 


WARNER  DRUG  CO. 

IN  FRONT  OF  THE  POST  OFFICE 

Our  Prescription  Department  Is 
NEVER  Without  a 
Registered  Pharmacist  on  Duty 


Direct  Physician's  Phone  to 
Prescription  Department  — 3-2352 

FREE  DELIVERY 


EL  PASO,  TEXAS 


YSLETA,  TEXAS 


Give  Ub  a Trial  On  Your 


We  Carry  A Complete  Line  of 

DIABETIC  FOODS  AND  SUPPLIES 


TAYLOR  BACK  BRACE 

Orders 

• Send  the  following  measurements:  from 
level  of  shoulders  to  tip  of  sacrum;  circum- 
ference of  pelvis  above  trochanters;  circum- 
ference of  waist;  height  and  weight. 

Stace  an4  Cc. 

813  N.  Cedar  at  Five  Points 

5-3841  EL  PASO,  TEXAS 

The  McMath 
Co.,  Inc. 

Ir  Seek 

[§] 

Let  Us  Bind  Your  1954  Copies  of 
Southwestern  Medicine 

DIAL  3-3681 


MCKEE’S  PRESCRIPTION  PHARMACY 

105- A East  San  Antonio  St.,  El  Paso 
Dial  2-2693 


C.  G.  McDow  and  Son,  Props. 


419-421  South  Stanton  St.  2-4473  El  Paso,  Texas 


EXTER-TONELLA  MORTUARY,  INC. 

STRICTLY  ETHICAL 

108  Yale  Blvd.,  S.  E.  3-4571  Albuquerque,  N.  M. 

For  Your  Convenience 
Use  Our  Handy  Charge-A- Plate  Service! 


the  uihile  house 


Richard  E.  Martin 

Martin  Mortiaary 

710  N.  Stanton  St.  2-3691  El  Paso,  Texas 


3Xobcl|atu'i*  -ifi tiler 

AMBULANCE  SERVICE 

Phone  5-2748 

2600  East  Yandell  Blvd.  El  Paso,  Texas 

It's 

Sweeney’s 

★ 

FOR  PRESCRIPTIONS 

MILLS  BLDG.  — PHONE  3-4445  — EL  PASO,  TEXAS 


Wyoming  at  Cotton 


El  Paso,  Texas 


CITYWIDE  DELIVERY  SERVICE 
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SAUL  B.  APPEL,  M.  D. 

Certified  by  the  American  Board  of  Internal  Medicine 

CLEMENT  C.  BOEHLER,  M.  D„  F.  A.  C.  S. 

DIPLOMATE  AMERICAN  BOARD  OBSTETRICS  AND  GYNECOLOGY 

INTERNAL  MEDICINE 
CARDIOVASCULAR  DISEASES 

H.  W.  DEMAREST,  M.  D. 

PRACTICE  LIMITED  TO  OBSTETRICS  AND  GYNECOLOGY 

1201  First  National  Bldg.  3-5201  El  Paso,  Texas 

Suite  8A  EI  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-6591  El  Paso,  Texas 

JOSEPH  BANK,  M.  D. 

Diplomate  of  American  Board  of  Internal  Medicine 
And  American  Board  of  Gastroenterology 

LOUIS  W.  BRECK,  M.D. 

GASTROENTEROLOGY,  GASTROSCOPY 

W.  COMPERE  BASOM,  M.D. 

800  North  First  Ave.  Alpine  4-7245  Phoenix,  Arizona 

MORTON  H.  LEONARD,  M.D. 

FRANK  0.  BARRETT 
ANESTHESIOLOGY  ASSOCIATES 

Diplomates  of  the  American  Board  of  Orthopaedic  Surgery 

FRANK  0.  BARRETT,  M.  D. 

MERLE  D.  THOMAS,  M.  D. 
(Diplomates  American  Board  of  Anesthesiology) 
ALFRED  SORENSON,  M.  D. 

ORTHOPAEDIC  SURGERY 

JOHN  W.  REDELES,  M.  D. 

ANESTHESIOLOGY 

612  Mills  Bldg.  3-8431  El  Paso,  Texas 

520  Montana  Telephone  3-1671  El  Paso,  Texas 

OTTO  L.  BENDHEIM,  M.  D. 

2300  Physicians  Read 

DIPLOMATE  AMERICAN  BOARD  OF  PSYCHIATRY  & NEUROLOGY 

Southivestern  Medicine 

1515  N.  Ninth  St.  Alpine  8-2607  Phoenix,  Ariz. 

RAYMOND  J.  BENNETT,  M.  D. 

C.  PARDUE  BUNCH,  M.  D. 

Diplomate  of  the  American  Board  of  Neurology  and  Psychiatry 

OWEN  C.  TAYLOR  JR.,  M.  D. 

PRACTICE  LIMITED  TO  NEUROPSYCHIATRY 

— GENERAL  PRACTICE  — 

Suite  7A  Ei  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-1177  El  Paso,  Texas 

405  S.  Second  St  Phones:  480-1375  Artesia,  N.  M. 

JACK  A.  BERNARD,  M.  D. 

Diplomate  American  Board  of  Internal  Medicine 

BYRON  BUTLER,  M.  D. 

Med.  Sc.  D.  in  Ob.  & Gyn.  (Col.  Uni.) 

INTERNAL  MEDICINE 
CARDIOVASCULAR  DISEASES 

Gynecology  & Infertility 
Radical  Pelvic  Surgery 
Reconstructive  Pelvic  Surgery 

Suite  3C  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-8151  El  Paso,  Texas 

550  W.  Thomas  Rd.  Phone:  Cr.  4-6371  Phoenix,  Ariz. 

EDWARD  BLANK,  M.  D. 

Practice  Limited  To  Psychiatry, 
Neurology  & Psychosomatic  Medicine 

BASIL  K.  BYRNE,  M.  D. 

PEDIATRICS 

733  W.  McDowell  Rd  AL  2-7388  Phoenix,  Ariz. 

If  No  Answer:  AL  3-4189 

Suite  4A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-8487  El  Paso,  Texas 

DAVID  M.  CAMERON,  M.  D.,  F.  A.  C.  S. 

(Certified  by  The  American  Board  of  Orthopedic  Surgery) 

2300  Physicians  Read 
Southwestern  Medicine 

A.  E.  LUCKETT,  M.  D. 

(Certified  by  The  American  Board  of  Orthopedic  Surgery) 
ORTHOPEDIC  SURGERY 

Suite  5A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-3421  El  Paso,  Texas 
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R.  T.  Canon,  M.D.,  F.A.C.S.  M.  D.  Watkins,  M.D.,  F.A.C.S. 

Wm.  F.  Anderson,  MD.,  D.A.B.O.  Ernest  Nalle,  Jr.,  M.D, 

W.  0.  CONNOR,  JR.,  M.  D.,  F.  A.  C.  S, 

DRS.  CANON,  WATKINS, 

Practice  Limited  to  Obstetrics  and  Gynecology 
Medical  Arts  Square  7-8661  Albuquerque,  N.  M. 

ANDERSON  AND  NALLE 

EYE -EAR -NOSE  AND  THROAT 

P.  G.  CORNISH,  M.D.,  F.  A.  C.  S. 

BRONCHOSCOPY  - ESOPHAGOSCOPY  - ALLERGY 

GENERAL  SURGERY 

West  Texas  Clinic  1312  Main  Lubbock,  Texas 

Medical  Arts  Square 

801  Encino  Place,  Suite  6 2-1333  Albuquerque,  N.  M. 

ROBERT  J.  CARDWELL,  M.  D. 

(DIplomate  American  Board  of  Obstetrics  and  Gynecology) 

BRANCH  CRAIGE,  M.  D. 

(Certified  by  American  Board  of  Internal  Medicine) 

WARD  EVANS,  M.  D. 

(DIplomate  American  Board  of  Surgery) 

INTERNAL  MEDICINE 

Suite  5B  El  Paso  Medical  Center  1501  Arizona  Street 

414  Banner  Building  3-7587  El  Paso,  Texas 

Phone  3-6931  El  Paso,  Texas 

CASA  GRANDE  CLINIC 

FREDERIC  E.  CRESSMAN,  M.  D. 

H.  B.  LtmVIbtKG,  Wl.  U.  J.  T.  0 INhlL,  IVI.  U. 

R.  Z.  COLLINGS,  JR„  M.  D. 

DIplomate  of  American  Board  of  Ophthalmology 

GENERAL  PRACTICE 

OPHTHALMOLOGY,  OTOLARYNGOLOGY 

113  W.  Second  St.  Phones  4495  - 4496  Casa  Grande,  Ariz. 

102  South  Second  973  Artesia,  New  Mexico 

ROBERT  N.  CAYLOR,  M.  D. 

2300  Physicians  Read 

Practice  Limited  to  Ophthalmology 

South  ivestern  M ed icine 

207  Medical  Arts  Bldg. 

415  East  Yandell  Blvd.  3-5897  El  Paso,  Texas 

CHILDREN'S  CLINIC 

^ E.  S.  CROSSETT,  M.  D. 

Diplomate  American  Board  of  Surgery 

THORACIC  SURGERY 

Allen  C.  Service,  M.  D.  Karl  L.  Bergener,  M.  D. 

American  Board  of  Pediatrics 

Cardiovascular  Surgery  Broncho-Esophagology 

415  E.  Yandell  Blvd.  3-8511  or  2-2474  El  Paso,  Tex. 

MANLEY  B.  COHEN,  M.  D, 

Practice  Limited  to; 

WICKLIFFE  R.  CURTIS,  M.  D.,  F.A.C.S. 

Diplomate  American  Board  of  Urology 

THORACIC  SURGERY 
CARDIOVASCULAR  SURGERY 
BRONCHOSCOPY-ESOPHAGOSCOPY 

JAMES  D.  BOZZELL,  M.  D. 

— PRACTICE  LIMITED  TO  UROLOGY  — 

Suite  3B  El  Paso  Medical  Center  1501  Arizona  Street 

415  East  Yandell  Boulevard  3-3353  El  Paso,  Texas 

Phone  3-1426  El  Paso,  Texas 

WILLIAM  1.  COLDWELL,  M.D. 

RICHARD  E.  H.  DUISBERG,  M.  D. 

Certified  by  the  American  Board  of  Internal  Medicine 

(Diplomate  American  Board  of  Psychiatry  and  Neurology) 

— INTERNAL  MEDICINE  — 

800  Montana  St.  3-8373  El  Paso,  Texas 

1313  North  Second  Street  Phones:  AL  3-6701 

Phoenix,  Arizona  AL  2-4542 
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L.  0 DUTTON,  M.  D. 

CHARLES  E.  GALT,  JR.,  M,  D. 

ALLERGY 

Practice  limited  to  Obstetrics  and  Gynecology 

616  Mills  Bldg.  2-3671  El  Paso,  Texas 

513  West  Fox  St.  Phone  5-5015  Carlsbad,  N.  M- 

ORVILLE  E.  EGBERT,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  Internal  Medicine 
ALLERGY 

H.  M.  GIBSON,  M.  D.,  F.  A.  C.  S. 

(Certified  by  American  Board  of  Urology) 

DISEASES  OF  THE  CHEST 

PRACTICE  LIMITED  TO  UROLOGY 

Suite  3E  1501  Arizona  Street 

El  Paso  Medical  Center  El  Paso,  Texas 

209  Medical  Arts  Bldg.  2-8130  El  Paso,  Texas 

HAROLD  EIDINOFF,  M.  D. 

PRACTICE  LIMITED  TO  PROCTOLOGY 

JAMES  J.  GORMAN,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  of  Internal  Medicine 

Suite  4B  El  Paso  Medical  Center  1501  Arizona  Street 

DIAGNOSIS  — GASTROENTEROLOGY 

Phone  3-3305  El  Paso,  Texas 

701  First  National  Building  2-6221  El  Paso,  Texas 

JOHN  A.  EISENBEISS,  M.  D.,  F.  A.  C.  S. 
E.  THORNTON  PFEIL,  M.  D.,  F.  A.  C.  S. 

J LEIGHTON  GREEN,  M.  D.,  F.  A.  C.  S. 

Diplomates  of  the  American  Board  of  Neurological  Surgery 

Lois  Grunow  Memorial  Clinic 

GENERAL  and  GYNECOLOGICAL  SURGERY 

926  East  McDowell  Road  AL  4-3151  Phoenix,  Arizona 

Suite  3A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-9032  El  Paso,  Texas- 

LESTER  C.  FEENER,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  Internal  Medicine 

HERMAN  J.  HARVIS,  M.  D. 

INTERNAL  MEDICINE 

CARDIOVASCULAR  DISEASES 

GENERAL  PRACTICE 

404  Banner  Bldg  2-5771  £I  Paso,  Texas 

708  Denver  St.  4-2844  Plainview,  Tex. 

2300  Physicians  Read 

HASKELL  D.  HATFIELD,  M.  D.,  F.  A.  C.  S. 

(Diplomate  American  Board  of  Otolaryngology) 

South  western  M ed  icine 

PRACTICE  LIMITED  TO  OTOLARYNGOLOGY 
LARYNGEAL  SURGERY  and  BRONCHO-ESOPHAGOSCOPY 

Suite  4E  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-3201  El  Paso,  Texas. 

JOE  R.  FLOYD,  M.  D,,  F.  A.  C.  S. 

GENERAL  SURGERY 

MALONE  V.  HILL,  M.  D.,  F.  A.  C.  S. 

Suite  9E  El  Paso  Medical  Center  1501  Arizona  Street 

GENERAL  SURGERY 

phone  3-5881  El  Paso,  Texas 

123  North  Sixth  Street  600  Alpine,  Texas 

1130  N.  Central  Ave.  Memorial  Hospital 

DOUGLAS  D.  GAIN,  M.  D. 
ERNEST  H.  PRICE,  M.  D. 

HERBERT  E.  HIPPS,  M.  D. 

Diplomates  ot  American  Board  of  Radiology 

X-RAY  THERAPY  and  DIAGWOSIS 
RADIUM  THERAPY  — RADIOACTIVE  ISOTOPES 

ORTHOPEDIC  SURGERY 

AL  8-8436  Phoenix,  Arizona  AL  8-7531 

1612  Columbus  Ave.  4-4701  Waco,  Tex. 
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DRS.  HOGSETT  and  HARGAN 

HERMAN  A.  KLING,  M.  D. 

G.  C.  Hogsett,  M.  D.  J.  L.  Hargan,  M.  D. 

Associate  Fellow  American  Proctologic  Society 

OBSTETRICS  and  PEDIATRICS 

Diseases  of  the  Colon  and  Rectum 

Medical  Arts  Bldg.  5-4156  Carlsbad,  N.  IVI. 

107  Girard  Blvd.,  S.  E.  2-9313  Albuquerque,  N.  M. 

RUSSELL  HOLT,  M.  D. 

B.  LYNN  GOODLOE,  M.  D. 

HOWARD  C.  LAWRENCE,  M.  D. 

JACK  T.  RUSH,  M.  D. 

GENERAL  and  GYNECOLOGICAL  SURGERY 
MEDICAL  ARTS  BUILDING 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

415  East  Yandell  Blvd  3-3443  El  Paso,  Texas 

709  Professional  Building  Alpine  8-4101  Phoenix,  Arizona 

RALPH  H HOMAN,  M.  D.,  F.  A.  C.  P. 

CARDIOLOGY 

23 00  Ph  IIS i c tan s R ea d 

ROBERT  B.  HOMAN,  JR.,  M.D.,  F.A.C.S. 

DISEASES  OF  THE  CH EST  — THORACIC  SURGERY 

Suite7D  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-1409  El  Paso,  Texas 

Soathn'esf/‘rn  M ed trine 

ALBERT  M.  HORNE,  M.  D.,  D.  A.  B.  R. 

CHARLES  P.  C.  LOGSDON,  M.  D. 

RADIOLOGY 

CARDIOLOGY 

2200  West  Illinois  3-3402  Midland,  Tex. 

415  E.  Yandell  Blvd.  3-7916  El  Paso,  Texas 

GEORGE  W.  HORTON,  M.  D. 

TRUETT  L.  MADDOX,  D.  D.  S. 

PRACTICE  LIMITED  TO  ORTHOPEDICS 

ORAL  SURGERY 

413  N.  Lincoln  7-6641  Odessa,  Texas 

Suite  9A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-3659  El  Paso,  Texas 

W A.  JONES,  M.  D. 

Diplomate  American  Board  of  Neurological  Surgery 

2300  Plnjsicians  Read 

NEUROLOGICAL  SURGERY 

Suite  1C  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-9927  El  Paso,  Texas 

G.  H.  Jordan,  M D , F.A.C.S.  C.  E.  Webb,  M.D.,  F.A.C.S. 

SoutJw'esteni  Medicdme 

DRS  JORDAN  AND  WEBB 

Diplomates  American  Board  of  Surgery 

MARSHALL  CLINIC 

GENERAL  and  GYNECOLOGICAL  SURGERY 

Suite  7B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-1693  El  Paso,  Texas 

ROSWELL,  NEW  MEXICO 

1.  J.  Marshall,  M.  D. 

LINDELL  M.  KINMAN,  M.  D. 

Steve  Marshall,  M D. 

Diplomate  American  Board  of  Urology 

Earl  A.  Latimer,  Jr.,  M.  D. 

UROLOGY 

D.  H.  Cahoon,  M.  D. 

300  West  Alameda  Phone  4559  Roswell,  N.  M. 

H.  D.  Johnson,  D.  D.  S. 
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C.  H.  MASON,  M.  D. 

M.  S.  HART,  M.  D, 

R.  F BOVERIE,  M.  D. 

G.  L BLACK,  M.  D. 

RADIOTHERAPY  — ROENTGENOLOGY  — PATHOLOGY 

El  Paso  Medical  Center 

1501  Arizona  St..  Suite  2A  3-4478 

105  Medical  Arts  Bldg.  3-7092  El  Paso,  Texas 


BERNARD  L.  MELTON,  M.  D. 

F.  A.  C,  S.,  F.  I.  C.  S. 

EYE,  EAR,  NOSE  and  THROAT 

Certified  by  American  Board  of  Ophthalmology 
Certified  by  American  Board  of  Otolaryngology 
Certified  by  International  College  of  Surgeons 

GORDON  J.  McCURDY,  M.  D. 

Certified  by  American  Board  of  Otolaryngology 
Fellow  of  American  College  of  Allergists 
Eye,  Ear,  Nose,  Throat,  Fenestration  and  Allergy 

605  Professional  Bldg.  Phone:  Alpine  3-8209 

PHOENIX,  ARIZONA 

LEROY  J,  MILLER,  M.  D. 

M.  ROBERT  KLEBANOFF,  M.  D. 

NEUROLOGICAL  SURGERY 

106  S.  Girard  Ave.  5-4831  Albuquerque,  N.  M. 

CLINTON  W.  MORGAN,  M.  D. 

NEUROLOGICAL  SURGERY 

215  Oak  N.  E.  3-6195  Albuquerque,  N.  M. 


J.  H.  MULLEN,  D.  D.  S. 

GENERAL  DENTISTRY 
(Special  Consideration  Given  Children) 

1335  First  National  Bldg.  3-8687  El  Paso,  Texas 


A.  WILLIAM  MULTHAUF,  M.D.,  F.A.C.S. 

UROLOGICAL  DIAGNOSIS  AND  SURGERY 

1315  First  National  Bldg.  3-8986  El  Paso,  Texas 


WALLACE  E.  NISSEN,  M.  D.,  F.  A.  C.  S. 
W.  W.  KRIDELBAUGH,  M.  D.,  F.  A.  C.  S. 

GENERAL  SURGERY 

Medical  Arts  Square 

801  Encino  Place,  Suite  35  3-2251  Albuquerque,  N.  M. 

THE  ORTHOPEDIC  CLINIC 

Orthopedic  Surgery 

W.  A.  BISHOP,  JR.,  M.  D.,  F.  A.  C.  S. 

ALVIN  L.  SWENSON,  M.  D. 

RAY  FIFE,  M.  D. 

SIDNEY  L.  STOVALL,  M.  D.,  F.  A.  C.  S. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
DE  WITT  W.  ENGLUND,  M.  D.,  ARTHRITIS 
1313  North  Second  Street  — Phone  ALpine  8-1586  — Phoenix,  Ariz 


JAMES  M.  OVENS,  M.  D. 

F.  A.  C.  S.,  F.  I.  C.  S. 

Diplomate  American  Board  of  Surgery 

CANCER  AND  TUMOR  SURGERY  X-RAY  AND 
RADIUM  THERAPY 

608  Professional  Building  AL  4-1973  Phoenix,  Ariz. 


ROBERT  E.  PARKINS,  D.  D.  S. 

GENERAL  DENTISTRY 
(Special  Consideration  Given  to  Children) 

Suite  IE  1501  Arizona  Street 

Phone  3-1245  El  Paso  Medical  Center  El  Paso,  Texas 


EDWARD  PARNALL,  M.D.,  F.A.A.O.S. 

Diplomate  American  Board  of  Orthopedic  Surgery 
ORTHOPEDIC  SURGERY 

1 Medical  Arts  Square  2-4228  Albuquerque,  N.  M. 


JACK  C.  POSTLEWAITE,  M.  D. 

Diplomate  American  Board  of  Internal  Medicine 

NATHAN  KLEBAN,  M.D. 

INTERNAL  MEDICINE 

Suite  50  1501  Arizona  St. 

El  Paso  Medical  Center  2-1385  El  Paso,  Texas 


2300  Physicians  Read 
Southwestern  Medicine 


VINCENT  M.  RAVEL,  M.  D. 
CHARLES  C.  McVAUGH,  M.  D. 

— RADIOLOGY  — 

Mills  Building  and 

800  Montana  Street  2-3459 


El  Paso,  Texas 
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RISSLER-WOLLMANN  CLINIC 
ROSS  W.  RISSLER,  M.  D. 

(Certified  by  the  American  Board  of  Internal  Medicine) 

INTERNAL  MEDICINE— CARDIOLOGY 

WALTER  W.  WOLLMANN,  M.D.,  F.A.C.S. 

(Certified  by  the  American  Board  of  Surgery) 

GENERAL  SURGERY 

2001  Grant  Ave.  3-1601  El  Paso,  Texas 

ROY  R.  ROBERTSON,  M.  D. 

INTERNAL  MEDICINE  AND  CARDIOVASCULAR  DISEASES 

Medical  Arts  Square 

801  Encino  Place,  Suite  20  2-9619  Albuquerque,  N.  M. 


CECIL  A.  ROBINSON,  M.  D. 

Practice  Limited  to  Orthopedics 

111  Pine  St.  2541  Kermit,  Texas 


J.  S.  RODEN,  M.  D. 

GYNECOLOGY 

W.  S.  PARKS,  Jr.,  M.  D. 

OBSTETRICS  AND  GYNECOLOGY 

G.  H.  LANG,  M.  D. 

OBSTETRICS 

108  N.  Garfield  St.  4-6592  Midland,  Texas 


S.  PERRY  ROGERS,  M.  D. 

ORTHOPEDIC  SURGERY 

Suite  2B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-4433  El  Paso,  Texas 


GEORGE  M.  SCHLENKER,  M.  D. 

Practice  Limited  To  Neuro-Psychiatry 

Medical  Arts  Building 

415  E.  Yandell  Blvd.  3-7366  El  Paso,  Texas 


WILLARD  W.  SCHUESSLER,  M.  D. 

Diplomate  American  Board  of  Plastic  Surgery 

DONALD  H.  EWALT,  M.  D. 

Plastic,  Reconstructive  Surgery  and 
Maxillo-facial  Surgery 

1501  Arizona  St.  Medical  Center,  Suite  4-C  El  Paso,  Texas 

23 00  Ph  ys  id  ayi  s R ea  d 
Southwestern  Medicine 


F.  P.  SCHUSTER,  M.  D. 

S.  A.  SCHUSTER,  M.  D. 
NEWTON  F WALKER,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT-BRONCHOSCOPY 

First  National  Bldg.  2-1495  El  Paso,  Texas 

O J.  SHAFFER,  D.  D.  S.,  F.  A.  C.  D, 

(Diplomate  American  board  of  Oral  Surgery) 

ROY  G.  SLACK,  D.  M.  D. 

ORAL  SURGERY 

Suite  ID  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-6742  El  Paso,  Texas 


W.  G.  SHULTZ,  M.  D.,  F.A.C.S. 

Diplomate  of  The  American  Board  of  Urology 

E.  R.  UPDEGRAFF,  M.  D. 

1010  N.  Country  Club  Road 

Telephone  5-2609  Tucson,  Arizona 


D.  J.  SIBLEY,  JR.,  M.  D. 

GENERAL  PRACTICE 

Box  367  Phone  584  Ft.  Stockton,  Texas 


EUGENE  P.  SIMMS,  M.  D. 

— GENERAL  PRACTICE  — 

Medical  Arts  Center 

1213  Tenth  Street  Phone  8 Alamogordo,  N.  M. 


GERALD  A SLUSSER,  M.  D.,  A.  I.  C.  S. 

SURGERY  AND  OBSTETRICS 

100  Booker  Bldg.  Phone  670  Artesia,  N.  M. 
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LESLIE  M.  SMITH,  M.  D.  H.  D.  GARRETT,  M.  D. 

DRS.  SMITH  AND  GARRETT 

DIpIomates  American  Board  of  Dermatology  and  Syphllology 

DISEASES  OF  THE  SKIN 
X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 
Suite  3D  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-6172  El  Paso,  Texas 

ROBERT  F.  THOMPSON,  M.  D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

UROLOGY 

816-818  Mills  Bldg.  2-4321  El  Paso,  Texas 

M.  P.  SPEARMAN,  M.  D.,  F.  A.  C.  S. 

Diplomate  American  Board  of  Otolaryngology 

EYE  - EAR  - NOSE  - THROAT 

Suite  5C  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-6011  El  Paso,  Texas 

2300  Physicians  Read 
Southwestern  Medicine 

C.  M.  STANFILL,  M.  D. 

Diplomate  American  Board  of  Otolaryngology 

EAR,  NOSE  and  THROAT 
Bronchoscopy  — Esophagoscopy 

307  MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blvd.  2-9449  El  Paso.  Texas 

TUCSON  TUMOR  CLINIC 

CANCER  & ALLIED  DISEASES 

LUDWIG  LINDBERG,  M.  D. 

U.  V.  PORTMANN,  M.  D. 

721  N.  4th  Ave.  3-2531  Tucson,  Arizona 

C.  S.  STONE,  M.  D.,  F.  A.  C.  S. 

A.  J.  JENSON,  B.  A.,  M.  D. 

V.  M.  HOLLAND,  B.  S.,  M.  D. 

PHONES:  3-5323  - 3-3033  - 3-4427 

301  East  Cain  Street  Hobbs,  N.  M 

TURNER'S  CLINICAL 
& X-RAY  LABORATORIES 

GEORGE  TURNER,  M.  D. 

DELPHIN  von  BRIESEN,  M.  D. 

MEDICAL  CENTER 

1501  Arizona  St.  Phone:  2-4689 

Building  No.  6 El  Paso,  Texas 

JESSON  L.  STOWE,  M.  D. 

GRAY  E.  CARPENTER,  M.  D. 

GYNECOLOGY  AND  OBSTETRICS 
2323  Montana  Street  2-4631  El  Paso,  Texas 

W.  E.  VANDEVERE,  M.  D.,  F.  A.  C.  S. 

Diplomate  of  American  Boards  of  Ophthalmology  and  Otolaryngology 

W.  G.  MORROW,  JR.,  M.  D. 

Diplomate  American  Board  of  Ophthalmology 
OPHTHALMOLOGY 

1001  First  National  Bldg.  2-5629  El  Paso,  Texas 

WINSLOW  P.  STRATEMEYER,  M.  D. 

Diplomate  American  Board  of  Neurological  Surgery 
NEUROLOGICAL  SURGERY 

101  Medical  Arts  Bldg. 

415  E.  Yandell  Blvd.  3-75.5]  El  Paso,  Texas 

RICHARD  P.  WAGGONER,  M.  D. 

M.  S.  (SURG.),  F.A.C.S. 

GENERAL  SURGERY 

504  N.  Richardson  St.  Phone  208  Roswell,  N.  M. 

2300  Physicians  Read 
South  tveste  rn  M edicine 

L.  E.  WILCOX,  M.  D. 

RUSSELL  L DETER,  M.  D. 
HERMAN  RICE,  M.  D. 

GENERAL  AND  THORACIC  SURGERY 

Suite  5E  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-6529  El  Paso,  Texas 
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SOUTHWEST  BLOOD  BANKS 

Federally  licensed  and  supervised  by 

physicians  from  the  Southwest  to  provide  Blood  and  Plasma  of  highest  quality  on  a 24-Iiour  basis. 


SOUTHWEST  BLOOD  BANK  OF  ALBUQUERQUE 

710  Central  Ave.,  S.  E.  — Telephone  7-9831 
William  Hentel,  M.  D.,  Medical  Director 


SOUTHWEST  BLOOD  BANK  OF  LUBBOCK 

2318  I9th  St.  — Telephone  Porter  2-1450 

Marie  L.  Shaw,  M.  D.,  Medical  Directoi 


SOUTHWEST  BLOOD  BANK  OF  EL  PASO 

714  East  Yandell  Blvd,  — Telephone  3-4847 
L.  O.  Dutton,  M.  D.,  Medical  Director 


SOUTHWEST  BLOOD  BANK  OF  PHOENIX 

4 South  Twelfth  Avenue  — Telephone  - ALpme  4-7264 
James  D.  Barger,  M.  D.,  Medical  Director 


SOUTHWEST  BLOOD  BANK  OF  HOUSTON 

1112  Holman  St.  Telephone  - Jack.son  2063 

C.  C.  SiiULLENBERGER,  M.  D.,  Medical  Director 


SOUTHWEST  BLOOD  BANK  OF  SAN  ANTONIO 

112  Auditorium  Circle  — Telephone  - Capital  5-2115 
Louis  J.  Manhoef,  Jr.,  M.  D.,  Medical  Director 


HOTEL  DIEU, 
SISTERS’ 
HOSPITAL 

Operated  in  Conjunction  With 
San  Jose  Clinic  and 
St.  Joseph's  Maternity  Unit. 

Fully  Approved  by  the 
Joint  Commission  on 
Accreditation  of  Hospitals. 

EL  PASO.  TEXAS 


HOTEL  DIEU 
SCHOOL  OF 
NURSING 

Fully  Approved  by  the  National 
Nursing  Accrediting  Service. 

For  Residencies:  Apply  to 
Sister  Roberta,  Administrator. 
For  School  of  Nursing:  Apply  to 
Sister  Mary  Bernadette,  Director. 

EL  PASO,  TEXAS 


HOTEL  DIEU 
SCHOOL  OF 
MEDICAL 
TECHNOLOGY 

Fully  Approved  by  the 
American  Medical  Association, 
American  Society  of  Clinical 
Pathologists,  and  Registry  of 
Medical  Technologists. 

EL  PASO,  TEXAS 


SANATORIUM 


5055  North  Thirty-Fourth  Street 
At  Camelback  Road 


Phoenix  Institute  of 
NEUROLOGY  & PSYCHIATRY 


am  6-7238 


Director 

OTTO  L.  BENDHEIM,  M.D. 


Phoenix,  Arizona 
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Plainview  Hospital  and  Clinic  Foundation 

PL  A INVIEW,  TEXAS 


Fully  equipped  to  furnish  complete  Neuro-Psychiatric  treatment  and  care,  including  deep 
narcosis,  insulin,  shock  therapies,  and  electro-encephelography  for  diagnostic  purposes. 

Fully  equipped  for  the  care  of  all  types  of  Orthopedic  cases  and  poliomyelitis.  Department 
of  Physical  Therapy.  Fully  equipped  for  the  treatment  of  Cancer  and  Allied  diseases. 


E.  O.  NICHOLS,  M.  D. 
Surgery  & Consultation 

J.  H.  HANSEN,  M.  D. 
Radiology 

MARVIN  C.  SCHLECTE,  M.  D. 
Internal  Medicine  & Diagnosis 

JOHN  C.  LONG,  M.D. 

Surgery 


STAFF 

HENRY  SNYDERMAN,  M.  D. 
Neurology  & Psychiatry 

R.  K.  WILLIAMS,  M.  D. 
Obstetrics  & Gynecology 

RANDALL  G.  HEYE,  M.  D. 
Internal  Medicine 

RALPH  E.  DONNELL,  M.  D. 
Orthopedic  Surgery 


LLOYD  A.  STORRS,  M.  D.' 
Otolaryngology 

ROY  R.  ROBERTS.  M.  D. 
Urology 

C.  THOMAS  HILL,  JR..  M.  D. 
House  Physician 

W.  W.  KIRK 
Business  Mgr. 

VIRGIL  C.  WITTEN 
Administrator 


Southwestern  General  Hospital 

Approved  by  the  Joint  Commission  on  Accreditation  of  Hospitals 

• 

Member  Hospital: 

American  Hospital  Association 
Blue  Cross  of  Texas 
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COTTON  AVENUE  AND  ERIE  STREET  • EL  PASO,  TEXAS 


PENICILLIN  PLUS! 


Oral  Bicillin  is  a penicillin  of  choice  because  it  is  synonymous  with 
plus  factors  in  penicillin  thera{)y.  It  means  assured  penicillin  absorption 
through  its  unicpie  resistance  to  gastric  destruction^  It  means  more 
prolonged  action  than  soluble  i)enicillins  achieved  It  means  penicillin 
plus  delicious  taste  (Oral  Suspension),  plus  convenience  of  administra- 
tion (Tablets),  plus  the  notable  safety  of  penicillin  by  mouth. 

For  all  these  plus  factors,  prescribe  Oral  Bicillin. 

1.  American  Medical  Association : New  and  NonofRcial  Remedies.  J.  B.  Lippincott 
Co.,  Philadelphia,  1954,  p.  147. 


TABLETS  SUSPENSION 

ORAL  BICILLIN® 

Benzathine  Penicillin  G (Dibenzylethyleriediamine  Dipenicillin  G) 

Penicillin  with  a Surety  Factor 


® 

Philadelphia  2,  Pa. 


N ow  you  can  do  more  f 


tress 


m 


t'..  \ 


/■7 


ortifiec 


The  availability  of  such  anti-infectives  as 
Terramycin,  Tetracyn  and  penicillin  has  not 
altered  the  wise  admonition  to  “treat  the 
patient  as  well  as  the  disease.”  As  the  National 
Research  CounciP  has  emphasized,  certain 
water-soluble  vitamins  (B-complex  and  C) 
and  vitamin  K are  involved  in  body  defense 
mechanisms  as  well  as  in  tissue  repair  and 
are  required  in  increased  amounts  during 
the  stress  of  febrile  infections.  Yet  there 
is  often  a considerable  reduction  in  the 
normal  supply  of  these  important  nutritional 
elements  in  acutely  ill  patients  who  are 
candidates  for  antibiotic  therapy. 

Unique  new  Stress  Fortified  Terramycin-SF, 
Tetracyn-SF  and  Pen-SF  contain  the  stress 
vitamin  formula  recommended  by  the  National 
Research  CounciP  for  therapeutic  use  during 
sickness  or  injury  as  a significant  contribu- 
tion to  rapid  recovery  and  convalescence. 

The  patient  is  assured  the  maximum  benefits 
of  modern  antibiotic  therapy  plus  the  needed 
vitamin  support  — without  additional 
prescriptions,  and  at  little  additional  cost. 

I.  Pollack,  II.,  and  Halpern,  S.  L.:  Therapeutic  'Nutrition, 
Prepared  with  Collaboration  of  the  Committee  on  Therapeutic 
Nutrition,  Food  and  Nutrition  Board,  National  Research  Council, 
Baltimore,  Waverly  Press,  1952. 


tie  patient  with  infection . . . 

not  only  fiyht  the  infection^ 
hut  also  Stress  Fortify  the  patient 
with  a sinyte  iirescription  of 


CAPSUI>ES  (250  mg.)  ORAL  SUSPENSION  (fruit  flavored) 
( 125  mg.  per  5 cc.  leaspoonful) 


CAPSULES  (2()0,000  units) 


* 


Ilraiid  oj  1 

tcniciUin  G j)otas.sinm  with  vitamins 

The  iiiininuim  daily  dose  of  each  antibiotic 

Ascorbic  acid,  U..S.  P 

300  mg. 

1 1 Cm.  of  Terramycin  or  Telracyn, 

Thiamine  mononitrate 

10  mg. 

or  600.000  units  of  penicillin) 

Riboflavin 

10  mg. 

Stress  Fortifies  the  patient 

Niacinamide 

100  mg. 

with  the  stress  vitamin  formula 

Pyridoxine  hydrochloride 

2 mg. 

as  recommended  by 

Calcium  pantothenate 

20  mg. 

the  Natiomd  llesearch  Council... 

\ itamin  Bu,>  activity 

4 meg. 

Folic  acid 

1.5  mg. 

CUtiUial^ 

Menadione  (vitamin  K analog) 

2 mg. 

for  little  more  than  the 

co.st  of  antibiotic  therapy  alone 

PFIZER  LABORATORIES,  Brooklyn  6,  N.  Y. 

Division,  Chns.  Pfizer  & Co.,  Inc. 


*Roche’ 


Nol'uda.r 


a new,  mild  sedative -hypnotic  j 


onset  of  action  within  V2  hour  — average 
duration  of  6 to  7 hours 

low  toxicity 


barbiturate  “hangover” 
drowsiness  from  sedative  doses 


Clinical  studies  in  over  3000  patients  have  confirmed  the  useful- 
ness of  Noludar  in  the  relief  of  nervous  insomnia  and  daytime 
tension. 

Tablets:  200  mg  (bottles  of  100  and  1000). 

50  mg  (bottles  of  100  and  1000). 

Elixir:  50  mg  per  teaspoonful  — 4 cc  (bottles of  16  oz  and  1 gal). 
Hoff  mann  - La  Roche  Inc  • Roche  Park  • Nutley  10  • New  Jersey 

Noludar’'” — brand  of  methyprylon  (3,3-diethyl-5-methyl-2,4-piperidinedione). 


§ 


V 


GATVXRISirV 


for  vag i na I use 


Gantrisin  Cream  offers  a three-fold  advantage  in  the  pr’ophylactic  and  therapeutic 
management  of  vaginitis,  cervicitis,  vulvitis  and  related  gynecologic  disorders: 


wide  antibacterial  spectrum,  plus 


i 


Dosage  and  Adniinistration;  from  one-half  to  one  applicatorful 

(2.5- 5 cc)  introduced  into  the  vagina  twice  daily  (in  the  morning 
and  upon  retiring). 

Supplied:  3-oz  tubes,  with  or 
without  applicator. 

Caution;  If  patient  develops  sensiti- 
zation, treatment  should  be  discontinued. 


GANTRISIN® — brand  of  sulfisoxazole  (3,4-dimethyl-5-sulfandamido-isoxazole) 


HOFFMANN 


LAROCHE  INC 


ROCHE  PARK 


N U T L E Y 10 


N . J . 


METANDREN  LINGUETS 

the  most  potent  oral  androgen 

® ® 

FEMANDREN  LINGUETS 

the  most  potent  oral  estrogen  with  the  most  potent  oral  androgen 

Buccallyor  sublingually  absorbed  linguets  by-pass  liver 

inactivation  or  gastric  destruction— are  virtually  as  potent  as  parenteral 

steroids— provide  effective,  convenient,  low-cost  hormone  therapy. 

Supply:  Metandren  Linguets,  5 mg.  (white,  scored)  and  10  mg. 

(yellow,  scored).  Femondren  Linguets  (green,  scored),  each  containing 
0.02  mg.  ethinyl  estradiol  and  5 mg.  methyltestosterone. 

Metandren®  (methyltestosterone  U.S.P.  ciba) 

Femondren®  (methyltestosterone  with  ethinyl  estradiol  ciba) 

Linguets®  (tablets  for  mucosal  absorption  ciba) 


CIBA.  Summit,  N.J. 


2/  2079M 


Trasentine®-  Plienob£irl>ita.l 


Without  Atroj)ine  Side  Effects 


Trasentine®  hydrochloride 

(adiphenine  hydrochloride  CIBA) 


Inhibits  Parasympathetic  Activity 

Relaxes  Smooth  Muscle  Directly 

Exerts  Local  Anesthetic  Effect 
on  G-I  Mucosa 

Sedates  the  Patient 


Each  tablet  contains  50  mg'. 
Trasentine  hydrochloride  and  20  mg. 
phenobai'bital. 

Also  available:  Trasentine 
hydrochloride  Tablets,  75  mg. 


9/2061H 


CIBA  Summit,  N.  J. 


Fat  intolerance  dyspepsia 


FOR  YOUR  PATIENTS  WITH  Irritable  bowel  syndrome 

Gallbladder  dysfunction 


OXSORBIL  Capsules  will  permit  the  inclusion  of  suitable 
dairy  and  vegetable  fats  in  the  patient’s  diet. 

POLYSORBATE  80  MAKES  THE  DIFFERENCE 


This  well  balanced  choleretic,  cholagogic  formula  comes  in  two  forms. 


OXSORBI L*  R B.  I OXSORBI L* 


(contains  phenobarbital  and 
belladonna 
for  patients  also 
requiring  spasmolysis 
and  sedation) 


Plain 


IVES-CAMERON 

COMPANY  Bottles  of  100  capsules 

Philadelphia  2,  Pa.  Literature  on  request 


Cyesicaps  provide  both  mother  and  child 
with  every  needed  vitamin  and  mineral. 
Calcium  is  supplied  as  calcium  lactate,  its 
most  easily  assimilated  form.  This  phos- 
phorus-free formula,  requested  by  many 
obstetricians,  is  indicated  throughout  preg- 
nancy and  lactation.  Cyesicaps  are  dry-fiUed 
soft  gelatin  capsules  (an  exclusive  Lederle 
development),  and  cause  no  oUy  aftertaste. 

Recommended  dosage;  1 or  2 capsules,  3 
times  daily. 


LEDERLE  LABORATORIES  DIVISION 
AMERICAN  Gfojiamid COMPANY  Pearl  River,  New  York 


CYESICAPS 

Prenatal  Dietary  Supplement 


NEW  PHOSPHORUS-FREE 
PRENATAL  DIETARY  SUPPLEMENT! 


* 


NOW  — for  p-r-0"l-o-n-g-e-d  spasmolytic  action  — 


DONNATAL  EXTENTABS 

Donnatal  Extended  Action  Tablets 

For  truly  dependable  prolonged 
spasmolytic  action,  Donnatal 
Extentabs  are  constructed  on  a 
new  principle,  to  release  the 
equivalent  of  3 Donnatal  tablets 
gradually  and  uniformly ...  to 
provide  sustained  therapeutic 
effect  for  1 0 to  12  hours.  One 
Extentab  morning  and  night  thus 
assures  '"round-the-clock"  action. 

Each  Donnatal  Extentab  contains: 

Hyostyamine  Sulfate  . . 0.3111  mg. 

Atropine  Solfote  ....  0.0582  mg. 

Hyoscine  Hydrobromide  0.0195  mg. 

Phenofaarbitai  (%  gr.)  . . 48.6  mg. 

Also  available  DONNATAL: 

tablets,  capsules  and  elixir 

A.  H.  ROeilMS  CO.,  INC.  - R I C H M.©  N D BO,  ¥A. 

Ethical  Pharmaceuticals  of  Merit  since  1878 
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SLiCLl'.jJ 


SOUTHWESTERN  MEDICINE 

The  U.  S.  - Mexico  Regional  Medical  Journal  serving  West  Texas,  New  Mexico,  Arizona  and  Northern  Mexico 

Official  Journal  of 

SOUTHWESTERN  MEDICAL  ASSOCIATION  and  EL  PASO  COUNTY  MEDICAL  SOCIETY 
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Providence  Memorial  Hospital 

The  Southwest’ s Most  Modern  Hospital 

APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 


COMPLETE  DIAGNOSTIC  and  TREATMENT  FACILITIES 
OUTSTANDING  CHEMISTRY  LABORATORY  ISOTOPE  THERAPY  AND  STUDIES 

2001  North  Oregon  Street  • El  Paso,  Texas 


from  an  editorial  in  the  J.A.M.A. 
(156:991,  Nov.  6,  1954): 


Oral  broad  spectrum  antibiotic  therapy 
may  cause  infection  with  Candida  albicans 


antibacterial  therapy 
plus 

antifungal  pro||»hylaxis 
in  one  capsule 


Each  Mysteclin  capsule,  containing  250 
milligrams  of  tetracycline  hydrochloride 
and  250,000  units  of  nystatin,  costs  the 
patient  only  a few  pennies  more  than  does 
tetracycline  alone. 

Minimum  adult  dose:  1 capsule  q.i.d. 
Supply:  Bottles  of  12  and  100. 


MYSTECLIN 

SQUIBB  TETR  ACYC  LI  N E — NYSTATI  N 

antibacterial  • antifungal 


‘mysteclin’  is  a SQUIBB  TRADE! 


Squibb 


For  Beginning  Head  Colds — 


For  Allergic  Head  Colds — 


^hinall  Cd4 

CapAuie^ 

Useful  In  the  Acute  Coryza  or  Virus 
stage  of  Head  Colds — For  relief  of 
Sneezing,  Blockage,  and  excessive 
Secretions — symptoms  not  relieved 
by  the  sulfonamides. 

EACH  CAPSULE  CONTAINS 

'Propadrine'  Hydrochloride >/8  grain 

(Phenylpropanolamine  Hydrochloride) 
Powdered  Extract  of  Belladonna  . . . . '/s  grain 

(Equivalent  to  0.0015  gr.  total  Alkaloids) 

Acetophenetidin 2 grains 

Acid  Acetylsalicylic 2'/2  grains 


Detailed  to  the 
Medical  Profession  Exclusively 


afford  welcome  relief  of  the  annoying 
symptoms  associated  with  allergic 
head  colds. 


A combination  of  four  effective  in- 
gredients for  the  symptomatic  relief 
of  nasal  congestion,  hypersecretion 
and  headache  associated  with 
allergies  and  allergic  head  colds. 


EACH  CAPSULE  CONTAINS; 
Pyrilamine  Maleate  ...  25  mg. 

Ephedrine  Sulfate  ....  '/s  gr. 

Atropine  Sulfate  . . . I /soo  gr. 

Salicylamide 2 'A  gr. 


Samples  on  Request 


In  vials  of  12  Capsules 


Price’s  are  the  only  suppliers 
of  Certified  Milk  between  San 
Antonio  and  Los  Angeles. 
Our  production,  on  our  Lower 
Valley  Dairy  Farm,  is  under 
the  supervision  of  the  El  Paso 
County  Medical  Milk 
Commission. 

O 

CERTIFIED  HOLSTEIN  MILK 
CERTIFIED  FAT- FREE  MILK 
CERTIFIED  GOAT’S  MILK 


Please  write  or  call  PRICE’S  CREAMERIES,  INC., 
El  Paso,  Texas,  for  descriptive  literature. 


Chloromycetin 


resistant 
bacteria . . . 


to 

combat 


The  rising  incidence  of  bacterial  resistance  to  various 
antibiotics  constitutes  a serious  therapeutic  problem.  Many 
infections,  once  readily  controlled,  are  now  proving 
difficult  to  combat.  Administration  of  CHLOROMYCETIN 
(chloramphenicol,  Parke-Davis)  is  often  useful  in 
these  cases  because  this  notable,  broad-spectrum  antibiotic 
is  frequently  effective  where  other  antibiotics  fail. 

“. . . An  advantage  of  CHLOROMYCETIN  appears  to  be  its  relatively 

low  tendency  to  induce  sensitization  in  the  host  or 

resistance  among  potential  pathogens  under  clinical  conditions.”* 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and, 
because  certain  blood  dyscrasias  have  been  associated  with  its 
administration,  it  should  not  be  used  indiscriminately 
or  for  minor  infections.  Furthermore,  as  with  certain  other  drugs, 
adequate  blood  studies  should  be  made  when  the  patient 
requires  prolonged  or  intermittent  therapy. 

*Pratt,  R.,  & Dufrcnoy,  J.:  Texas  Rep.  Biol.  & Med.  12:145,  1954. 
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Cutter  Polio  Immune  Globulin 


• Derived  from  human  venous  blood — crystal  clear. 

• Produced  by  Cutter  Laboratories,  first  to  offer  gamma 
globulin  commercially. 

• Tested  in  accordance  with  U.  S.  Public  Health  Service 
specifications  for  poliomyelitis  antibody  content. 

• For  measles,  polio,  infectious  hepatitis,  and  agamma- 
globulinemia. 


For  copies  of  the  dosage  chart  illustrated  above, 


write; 

Cutter  L aboratorles 

BEKKtlEr.  CAllfOtNIA 


FIRST  to  produce  blood  fractions  commercially 
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► THE  PRESIDENT’S  COLUMN  ^ 


The  Value  of  Public  Relation  Programs 

By  Joseph  Bank,  M.D.,  Phoenix 


Public  Relation  programs  have  been  con- 
ducted by  national  and  regional  organiza- 
tions for  a number  of  years  and  are  no  long- 
er new.  It  is  not  sur- 
prising, therefore, to 
note  attempts  at  ap- 
praisal and  evalua- 
tion of  such  pro- 
grams. 

The  objective  of 
a public  relation  ef- 
fort is  to  establish 
an  atmosphere  of 
mutual  trust  and 
understanding  be- 
tween physician  and 
patient.  It  is  not,  of 
course,  a superficial 
attempt  to  win 
friends  and  influence  people.  The  idea  is  not 
merely  to  make  people  like  us,  but  to  do  some- 
thing which  will  help  them.  Liking  us  will 
be  a matter  of  course  because  they  have  been 
benefitted. 


Pitfalls 

In  the  execution  of  such  a program  certain 
pitfalls  must  be  avoided.  The  defensive  at- 
titude of  the  profession  against  govern- 
mental encroachment  may  be  misinterpreted 
by  the  public  as  being  in  some  way  respon- 
sible for  increasing  costs  of  medical  care. 
In  doing  so,  people  lose  sight  of  the  fact 
that  the  benefits  of  improved  medical  care 
far  outweigh  the  increased  cost.  In  support- 
ing new  legislation,  the  appearance  of  self- 
seeking  must  not  be  created.  All  the  results 
of  medically  sponsored  legislation  cannot  be 
foreseen.  As  a result,  an  adverse  public  re- 
action may  set  in  when  unexpected  complica- 
tions appear.  During  the  early  stages  of 
Blue  Cross  and  Blue  Shield  the  hesitant  steps 
of  the  profession  in  a new  field  were  mis- 
taken in  some  quarters  as  opposition  to  the 


principle  of  voluntary  insurance.  It  has  been 
pointed  out  that  it  is  difficult  to  control 
medicine’s  relation  with  the  public  at  the 
national  and  state  level  and  that  the  results 
do  not  justify  the  expenditures. 


Simplified  Formula 

As  a result  of  such  observations,  both 
medical  and  lay  writers  on  the  subject  have 
focused  attention  again  to  what  may  be  con- 
sidered a simplified  formula,  namely,  the 
relationship  of  the  individual  physician  to 
the  individual  patient.  The  loyalty  of  the 
patient  to  the  devoted  physician  is  held  up 
as  medicine’s  strongest  weapon.  The  Com- 
mittee on  Medical  Service  and  Public  Rela- 
tions of  Illinois  recently  published  a pam- 
phlet outlining  public  relation  programs  for 
county  medical  societies  which  revolve  on 
the  influence  and  cooperation  of  the  indivi- 
dual physician.  It  has  also  been  pointed  out 
that  the  individual  doctor  cannot  withdraw 
into  the  peace  of  undisturbed,  clinical  medi- 
cal practice.  He  must  develop  a participat- 
ing interest  in  insurance,  legislation,  hospital 
costs,  and  the  many  complicating  features 
of  present  day  medical  care. 


Difliter  Report 

The  Dichter  Report  made  in  California  in 
1950  emphasizes  the  human  relation  between 
physician  and  patient  and  created  the  ex- 
pression, “A  personal  physician  for  every 
person.”  A useful  and  timesaving  secretary 
may  act  as  a barrier  between  physician  and 
patient  by  trying  to  eliminate  time  consum- 
ing phone  calls  for  the  busy  practitioner. 

Public  relations  depends  on  individual  re- 
lations with  the  public  which  consists  of  in- 
dividual patients.  The  secret  of  improvement 
lies  with  each  physician  in  his  dailv  routine. 
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Parkinson  Treatment 

By  Jack  A.  Bernard,  M.D.,  El  Paso 


The  chemotherapy  of  parkinsonism  is  an 
interesting  and  controversial  one,  in  that 
both  physicians  and  patients  are  highly  sug- 
gestible; and  therefore  it  is  extremely  dif- 
ficult for  the  investigator  to  evaluate  any 
new  form  of  thei'apy.  However,  with  chemo- 
therapy, vigorous  physiotherapy,  psycho- 
therapy, strong  reassurance  and  active  phy- 
sician interest,  the  often  forgotten  Parkin- 
son patient  can  be  helped  materially. 

Treatment  is  not  easy.  Like  the  diabetic, 
the  patient  must  be  followed  and  checkecl 
periodically,  because  a single  medication  is 
usually  not  sufficient  whereas  a combina- 
tion of  several  drugs  may  be  quite  helpful, 
and  also  the  drugs  tend  to  wear  off  in  their 
effects  and  substitutions  may  be  necessary. 
There  ai'e  many  such  problems  which  neces- 
sitate constant  and  repeated  follow-ups  in 
the  Parkinson  patient. 

The  drugs  that  may  be  useful  may  be 
grouped  as  follows : 

1.  Aiitispasniodics. 

2.  Stimulants. 

3.  Muscle  relaxants. 

4.  Autiliistamines. 

.5.  Combinations  of  the  above. 

The  antispasmodics  — Atropine,  Scopola- 
mine, Stramonium  and  their  combination, 
Rabellon  — have  been  in  use  for  a long  time 
and  have  been  helpful,  particularly  in  their 
control  of  tremor,  but  their  side  effects  are 
disturbing,  causing  dryness  of  the  mouth, 
blurred  vision,  and  mental  fogginess.  Atro- 
pine should  not  be  used  in  cases  of  possible 
existing  glaucoma. 

Because  of  these  side  effects,  newer  syn- 
thetic antispasmodic  preparations  have  been 
developed : Artane,  Cogentin,  Pagitane,  Pan- 
parnit,  Diparcol  and  Pipanol. 

Artane  is  highly  effective  against  rigidity. 
Pagitane  is  similar  to  Artane  in  action  and 
may  be  slightly  more  potent.  It  is  recom- 
mended when  the  effect  of  Artane  begins 
to  wear  off.  Panparnit  is  effective  in  re- 
ducing both  rigidity  and  tremor.  Cogentin 
is  most  effective  when  combined  with  Art- 
ane, Pagitane  or  Dexidrene.  Diparcol  has 
been  effective  in  a small  series  of  cases,  but 
leukopenia  and  drowsiness  were  noted. 


Muscle  Relaxants 

Tolserol  and  other  muscle  relaxants  have 
been  used  and  recommended  but  reports  are 
conflicting  as  to  their  usefulness. 

The  antihistamines  have  been  used  with 
some  success.  Benadryl  has  been  helpful  but 
does  not  seem  as  effective  alone  as  when 
combined  with  Artane  or  one  of  the  other 
antispasmodics.  Drowsiness  occurs  in  at 
least  25  per  cent  of  the  cases  reported. 
Thephorin  has  also  been  helpful  and  parti- 
cularly in  one  series  when  used  in  combina- 
tion with  Artane.  It  would  seem  logical  to 
use  Benadryl  in  those  patients  who  might 
need  some  sedation,  whereas  Thephorin 
would  be  more  useful  in  those  patients  who 
are  depressed. 

The  cerebral  stimulants  as  Dexedrine  and 
Benzedrine  are  stimulating  only  and  have 
no  action  on  rigidity. 

Summary 

In  summary:  The  Parkinson  patient  is 
often  neglected  and  forgotten  but  there  are 
many  preparations  available  which  have 
been  found  by  clinical  experience  to  be  most 
effective  in  combating  the  symptoms  of 
Parkinsonism.  Reports  and  opinions  are 
quite  conflicting,  however,  as  to  their  indica- 
tions, actual  value,  or  their  mode  of  action. 

Actually  until  more  is  known  about  the 
fundamentals  of  this  illness,  symtomatic 
therapy  is  our  purpose,  and  therefore,  a 
more  careful  analysis  of  the  individual  pa- 
tient is  indicated  as  regards  his  symptoms: 
mood,  rigidity,  tremor,  et  al.  This  has  been 
neglected,  not  only  in  actual  practice,  but 
also  in  the  reports  in  the  literature.  There 
is  no  grouping  of  such  patients  for  therapy 
according  to  their  symptoms,  in  order  to 
evaluate  the  various  remedies  available. 

Finally,  a more  critical  analysis  of  our 
patient  as  regards  his  symptoms,  with  the 
then  appropriate  selection  of  the  indicated 
symptomatic  drug  or  combination  of  drugs 
rather  than  the  haphazard  choice  of  each 
new  “miracle  drug”  is  recommended.  Equal- 
ly important:  vigorous  physiotherapy,  home 
physiotherapy,  and  strong  psychotherapy 
and  reassurance  are  very  strongly  recom- 
mended. 
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Miscellaneous  Medical  Truths  and  Concepts 

(Continued) 

By  Andrew  M.  Babey,  M.  D.,  Las  Cruces,  N.  M. 


25.  “Sheep  red  cell  agglutinins  are  found 
in  primary  atypical  pneumonia,  infectious 
hepatitis,  German  measles,  scarlet  fever, 
polycythemia  vera,  tuberculosis,  monocytic 
leukemia,  Hodgkin’s  disease,  and  following 
the  injection  of  horse  serum.  The  use  of 
the  absorption  methods  and  a careful  history 
will  in  most  instances  eliminate  these  cases 
from  consideration.”  Harding,  Schmidt,  and 
Hepler;  loc.  cit.;  p.  450. 

26.  “An  occasional  patient  is  encountered 
in  which  the  test  (heterophile)  does  not  be- 
come positive  until  three  to  six  months  after 
onset.”  Harding,  Schmidt,  and  Hepler;  loe. 
cit.;  p.  450. 

27.  “It  should  be  emphasized  that  the  fail- 
ure to  demonstrate  cold  agglutinins  does  not 
necessarily  exclude  the  diagnosis  of  primary 
atypical  pneumonia.  Cold  agglutinins  have 
been  reported  in  from  20  to  90  percent  of 
the  cases,  depending  upon  the  time  of  sampl- 
ing and  the  severity  of  the  disease  in  the 
given  patient.”  Harding,  Schmidt,  and  Hep- 
ler ; loc.  cit.;  p.  45.3. 

28.  “Antibodies  to  this  Streptococcus 
(MG)  usually  do  not  begin  to  appear  in  the 
serum  of  patients  suffering  from  primary 
atypical  pneumonia  until  the  second  or  third 
week  after  the  onset  of  illness  and  usually 
reach  maximum  levels  during  the  fourth  and 
fifth  weeks.  As  is  the  case  for  cold  agglutin- 
ins, the  antibody  level  is  correlated  with 
the  severity  of  illness.  The  test  has  been 
reported  positive  in  about  50  percent  of  per- 
sons suffering  from  primary  atypical  pneu- 
monia.” Harding,  Schmidt,  and  Hepler;  loc. 
cit.;  p.  454. 

29.  “Both  the  cold  hemaglutination  test 
and  the  Streptococcus  MG  test  are  of  value 
only  in  making  a retrospective  diagnosis.” 
Harding,  Schmidt,  and  Hepler;  loc.  cit.; 
p.  454. 

30.  “The  finding  of  negative  complement- 
fixation  tests  does  not  necessarily  rule  out 
a virus  disease,  because  as  Hirst  points  out, 
(1)  some  patients  are  poor  reactors  and 
their  sera  will  always  give  less  than  a four- 
fold response;  (2)  certain  persons  with  an 
initial  high  residual  titer  may  fail  to  develop 


more  antibody;  (3)  an  occasional  patient 
may  be  infected  with  a virus  of  the  group 
but  his  serum  response  is  so  strain-specific 
that  it  fails  to  react  to  the  standard  type 
antigen.”  Harding,  Schmidt,  and  Hepler; 
loc.  cit.;  p.  458. 

31.  “Men  are  suffering  from  the  very 
ancient  delusion  that  they  are  the  stronger 
and  superior  sex,  when  as  a matter  of  fact, 
only  their  skeletal  muscles  are  stronger.  In 
past  ages  a big  biceps  counted  a great  deal 
in  the  battle  for  survival,  but  it  means  little 
now.”  W.  T.  Sowder,  Florida  State  Health 
Officer;  Public  Health  Reports;  September, 
19.54. 

32.  “Insidious  thrombosis  of  the  aortic 
bifurcation  produces  intermittent  claudica- 
tion in  thigh,  buttocks,  or  lower  legs,  im- 
potence, and  limb  fatigue.  This  lesion  may 
occur  from  the  third  to  the  fifth  decades  of 
life,  and  in  the  absence  of  extensive  athero- 
sclerosis.” The  Lancet;  September  25,  1954; 
p.  642. 

3.3.  “God  forbid  that  any  of  us  should  set 
up  medicopolitics  as  a golden  calf  to  worship, 
but  if  we’re  to  retain  the  last  fragments  of 
our  freedom  to  practice  medicine  as  a noble 
profession  we  shall  have  to  fight  the  cancer 
of  increasing  lay  control.”  Tom  Cobbleigh ; 
loc.  cit. ; p.  649. 

34.  “Sometimes,  indeed,  a giant  bulla  may 
occupy  a hemithorax  and  may  be  mistaken 
for  a spontaneous  pneumothorax  on  cui-sory 
inspection  of  a radiograph,  although  closer 
examination  will  usually  reveal  trabeculae, 
the  appearance  of  a rim  of  lung  at  the  costo- 
phrenic  angle  or  apex,  and  absence  of  the 
lung  mass  at  the  hilum.  It  is  important  to 
distinguish  the  conditions,  because  needling 
a bulla  may  lead  to  a tension  pneumothorax.” 
The  Lancet;  .July  10,  1954;  p.  80. 

35.  “Recurrent  spontaneous  pneumothorax 
is  commonly  ti’eated  by  pleurodesis,  and 
Brock  emphasized  the  importance  of  first 
excluding  a localized  bulla  as  the  source  of 
the  trouble,  for  this  should  be  treated  by 
excision.  He  pointed  out  that  such  a bulla 
may  escape  radiographic  detection,  and  thus 
thoracoscopy  should  never  be  omitted.  Largo 
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bullae  that  are  compressing-  sound  lung  tis- 
sue maj^  also  be  excised,  with  consequent  im- 
provement in  pulmonary  function.”  loc.  cit.; 
p.  80. 

36.  “All  patients  who  have  had  pulmona- 
ry, osseous  or  other  tuberculosis  should  have 
periodic  urinalyses  for  pyuria.  Multiple 
guinea  pig  inoculation  and  cultures  of  the 
urine  for  tubercle  bacilli  should  be  carried 
out.”  John  K.  Lattimer  and  Roland  J.  Kohen ; 
The  American  Journal  of  Medicine;  October, 
1954 ; p.  538. 

37.  “There  is  certainly  no  emergency 
about  performing  a nephrectomy  for  tuber- 
culosis. It  is  desirable  to  postpone  the  opera- 
tion long  enough  to  make  certain  that  the 
urine  from  the  contralateral  kidney  is  free 
of  tubercle  bacilli  and  pus  cells.  The  opera- 
tion is  best  preceded  by  four  months  of 
chemotherapy  and  followed  by  eight  more 
months  of  treatment.”  Lattimer  and  Kohen; 
loc.  cit.;  p.  538. 

38.  “Prostatic  and  epididymal  tuberculo- 
sis are  now  being  treated  with  one  year  of 
combined  chemotherapy.  Epididymectomy  is 
advised  only  for  lesions  which  are  obvious- 
ly very  large,  caseous  or  necrotic  or  in  which 
the  ductus  deferens  is  already  occluded.  The 
operation  is  followed  by  one  year  of  com- 
bined chemotherapy.”  Lattimer  and  Kohen ; 
loc.  cit.;  p.  538. 

39.  “Postural  proteinuria  is  often  accom- 
panied by  the  passage  of  red  and  white 
blood-cells  and  of  hyaline  and  granular  casts, 
roughly  proportional  in  number  to  the  degree 
of  proteinuria.  The  level  of  protein  may  be 
surprisingly  high.”  The  Lancet;  October  2, 
1954 ; p.  696. 

40.  “It  is  luck,  luck  in  our  heredity,  luck 
in  our  environment,  that  makes  the  differ- 
ence ; and  moreover  at  any  moment  fortune’s 
erratic  wheel  may  turn  completely  round  and 
we  ourselves  may  be  hit  by  some  totally  un- 
foreseen catastrophe. 

It  is  luck,  too,  springing  from  some  for- 
tunate encounter,  some  incredible  love  af- 
fair, some  fragment  of  oracular  wisdom  in 
word  or  writing  that  has  come  our  way,  that 
launched  us  on  the  secret  road  of  health  and 
on  the  stubborn  resolution  to  be  happy  under 
all  upshots  and  issues,  which  has  been  so 
vast  a resource  to  us  in  fortifying  our  em- 
battled spirit. 

At  any  moment  we  ai’e  liable,  the  toughest 
and  strongest  among  us,  to  be  sent  howling 
to  a suicidal  collapse.  It  is  all  a matter  of 
luck ; and  the  more  culture  we  have  the  more 
deeply  do  we  resolve  that  in  our  relation 
with  all  the  human  failures  and  abject  and 


ne’er-do-wells  of  our  world,  we  shall  feel 
nothing  but  plain,  simple,  humble  reverence 
before  the  mystery  of  misfortune.”  John 
Cowper  Powys;  from  “The  Meaning  of  Ctd- 
ture.” 

41.  “Whenever  a patient  wears  tinted 
glasses,  one  can  suspect  an  anxiety  tension 
state.  This  is  not  invariably  so,  not  everyone 
who  wears  tinted  glasses  has  psychoneurosis, 
but  it  is  very  commonly  true  that  tinted 
glasses  have  this  significance  . . . The  tinted 
glasses  have  two  purposes : First,  they  serve 
as  a shield  from  the  world;  and,  secondly, 
because  these  patients  are  uneasy  and  secrete 
an  excess  of  adrenalin,  their  pupils  are  often 
widely  dilated,  so  that  bright  light  is  dis- 
tressing.” Ovid  O.  Meyer;  Northwest  Medi- 
cine; October,  1954 ; p.  1008. 

42.  “During  the  last  decade  we  have  had 
to  face  some  disconcerting  revisions  of  our 
views  on  what  is  bad  for  children.  We  have 
learned,  for  instance,  that  while  it  is  bad  to 
deprive  a child  of  regular  meals  it  is  worse 
to  deprive  him  of  regular  affection ; and  that 
the  clean  inmate  of  a model  children’s  home 
may  develop  less  successfully  than  the  dirty 
member  of  a far-from-model  family.  The 
principle  that  the  family  should  whenever 
possible  be  kept  together  has  now  acquired 
the  force  of  an  axiom.”  The  Lancet;  Sep- 
tember 11,  1954;  p.  537. 

43.  “One  of  Hench’s  most  revolutionary 
recommendations  was  the  use  of  these  Hor- 
mones (A.  C.  T.  H.  and  Cortisone)  with 
antibiotics  in  severe  infections  where  anti- 
biotics alone  have  failed.  Successfully  treated 
by  combined  therapy  had  been  peritonitis, 
meningitis,  septicaemia,  bacterial  endocar- 
ditis, and  tuberculous  meningitis  and  peri- 
tonitis.” Quoted  from  Third  International 
Congress  of  Internal  Medicine,  Stockholm; 
September  15-18,  1954;  British  Medical 
Journal;  October  2,  1954;  p.  806. 

44.  “In  all  emergencies  in  which  transfu- 
sion of  Rh-positive  blood  to  a nonsensitized 
Rh-negative  recipient  is  carried  out  as  a life- 
saving measure,  the  physician  should  write 
a justification  of  his 'action  on  the  patient’s 
chart  as  a safeguard  against  possible  medi- 
colegal repercussions.”  Alexander  Wiener; 
J.  A.  M.  A.;  December  4,  1954;  p.  1303. 

4,5.  “Apparently,  if  life  continues  long 
enough,  every  prostate  will  eventually  show 
some  degree  of  malignant  development  but 
in  a large  proportion  of  men  the  disease  re- 
mains localized  and  symptomless.  This  form 
of  prostatic  carcinoma  Franks  refers  to  as 
latent  cancer,  thus  implying  that,  like  certain 
other  localized  tumours,  it  has  the  capacity 
for  more  vigorous  and  aggressive  growth 
than  is  manifest  when  it  is  found.”  The 
Lancet;  November  20,  1954 ; p.  1064. 
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Clinical  Pathological  Exercises 


Many  years  ago  Richard  C.  Cabot  in  Bos- 
ton founded  weekly  Clinicopathological  exer- 
cises. These  exercises  were  designed  to  bring 
to  the  physicians  of  Greater  Boston  a better 
understanding  of  clinical  medicine.  Dr.  Cabot 
understood  perhaps  better  than  anyone  of 
his  time  the  need  for  con-elation  between 
the  basic  sciences  and  clinical  medicine. 

Basic  Science  Boards 

Froni  this  has  emerged  undoubtedly  to  a 
great  degree  the  Basic  Science  Boards  re- 
quired in  many  states,  and  courses  for  phy- 
sicians attempting  to  literally  fit  the  clinical 
findings  of  everyday  practice  with  the  actual 
pathology.  One  year  ago  the  Editorial  Board 
of  SOUTH V\^ESTERN  MEDICINE  felt  that 
there  was  an  actual  need  for  some  method 
of  Post-Graduate  study  in  the  Southwest. 
Our  geography  is  unique ; our  distances  ex- 
tensive. Although  transportation  methods 
are  vastly  improved,  it  is  still  extremely  dif- 
ficult to  bring  post-graduate  teaching  to 
these  vast  expanses.  It  has  been  said  that 
the  greatest  difficulty  one  encounters  in 
post-graduate  teaching  is  the  lack  of  facili- 
ties for  the  use  of  bedside  methods  for  the 
post-graduate. 

Case  Approach 

For  this  reason  it  was  felt  that  at  least 
one  approach  could  be  case  history  presenta- 


tions. The  staff  of  the  El  Paso  General 
Hospital  through  its  pathological  service 
graciously  consented  to  undertake  this  rather 
arduous  task.  It  is  not  by  any  means  easy  to 
organize  a monthly  contribution  to  any  pe- 
riodical, especially  such  as  this,  where  one 
has  to  depend  on  the  co-opei-ation  of  busy 
practitioners  of  medicine. 

Ill  Infancy 

However,  when  we  realize  that  our  at- 
tempt at  case  history  presentation  is  in  its 
infancy  — in  reality  in  its  swaddling  clothes, 
we  are  beginning  to  see  light.  We  have  made 
mistakes,  but  who  has  not.  We  feel  we  have 
made  definite  progress.  We  are  going  ahead, 
and  in  the  ensuing  yeai‘,  the  Editorial  Board 
is  quite  sure  that  our  case  presentations  will 
be,  in  terms  of  the  vernacular,  bigger  and 
better. 

llearl-Fell  Thanks 

Those  of  us  who  have  the  task  of  the  pre- 
paration of  this  periodical  join  with  our 
many  readers  in  the  Southwest  to  send  our 
heartiest  and  heart-felt  thanks  to  the  staff 
of  the  El  Paso  General  Hospital,  and  to  the 
Pathological  Service  for  the  work  and  kindly 
co-operation  that  has  been  afforded. — L.  C.  F. 


SWM  To  Publish  F^apers  From  GP  Closed  Circuit  TV  Program 

Because  a great  many  of  the  general  practitioners  of  tlie  far-flung  Southwest  were  un- 
able to  see  or  hear  the  recent  and  outstanding  closed  circuit  TV  program  on  ‘“The  Man- 
agement of  Streptococcal  Infection  and  Its  Complications,”  SOfl  fll  WESTERN  MEDICINE 
in  its  June  edition  will  publish  ail  six  papers  which  composed  this  outstanding  |irogram. 

The  program  was  jointly  sponsored  by  The  American  Academy  of  (General  Practice 
and  Wyeth  Laboratories  of  Philadelphia.  It  was  the  first  time  the  Academy  has  used  tele- 
vision to  bring  post-graduate  education  to  its  members  in  many  sections  of  the  nation. 
The  telecast  was  received  in  .^8  cities. 

Scientific  papers,  on  the  program  and  to  be  published  in  the  June  edition  of  .SOLTI !- 
WESTERN  MEDICINE,  were  presented  by  Dr.  John  D.  Keith,  associate  professor  of  pe- 
diatrics at  the  flniversity  of  Toronto  and  physician-in-charge  of  the  cardiac  clinic  and 
service  at  Toronto’s  Sick  Children’s  Hospital;  Dr.  Burtis  B.  Breese,  assistant  professor  of 
petlialrics  at  the  University  of  Rochester;  Dr.  Lowell  A.  Rantz,  associate  professor  of 
medicine  at  Stanford  University  School  of  Meilicine;  Dr.  (iene  II.  Stollerman,  director  of 
Irvington  House;  Dr.  Keith  Hammond  of  Paoli,  Ind.,  a member  of  the  A<-ademy;  and 
Dr.  Charles  H.  Rammelkamp,  Jr.,  professor  of  medicine  at  Western  Reserve  Ibiiversity 
and  Director  of  the  Commission  on  Streptociiccal  Diseases,  Armed  Forces  Epidemiology 
Board. 
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Fel)ruary  9,  1955 


By  Frederick  P.  Bornstein,  M.  D.,  Editor  — Case  No.  S5657 
Case  Presentation  By  Dr.  Manley  B.  Cohen 


CLINICAL  HISTORY 
Dr.  Manley  B.  Cohen: 

This  is  a 32  year  old  woman  in  good  health 
all  her  life,  who  was  in  an  automobile  ac- 
cident just  prior  to  the  time  these  x-rays 
were  taken.  Although  she  didn’t  get  hurt 
very  badly,  some  two  days  later  she  had  so 
much  in  the  way  of  aches  and  pains  she  de- 
cided to  see  a doctor  and  get  some  x-rays  of 
her  back,  chest  and  shoulders  in  order  to 
rule  out  the  possibility  of  a fracture.  On 
taking  these  pictures  of  the  spine  a large 
mass  was  seen,  and  so  several  chest  films 
were  obtained. 

This  woman  did  not  show  any  distress 
whatsoever;  no  respiratory  distress  and  no 
pain.  She  did  mention  on  close  questioning 
that  occasionally  over  a period  of  three  yeai's 
she  had  a small  twinge  of  pain  in  the  mid- 
chest, sub-sternally.  This  lasted  only  mo- 
mentarily and  she  paid  no  attention  to  it. 
She  also  stated  that  she  had  an  x-ray  film 
of  the  chest  made  two  years  prior  to  these 


Figure  1 


present  films  and  on  those  chest  films  no 
pathology  was  seen.  It  was  recommended 
that  a thoracotomy  be  done. 

DISCUSSION  OF  X-RAYS 
Dr.  V.  M.  Ravel: 

These  films  as  you  see  are  quite  interest- 
ing. (fig.  1)  The  very  obvious  widening  of 
the  superior  mediastinum  is  the  problem 
that  presents  itself  for  a differential  diagno- 
sis. Now,  one  of  the  things  we  were  inter- 
ested in  was  whether  or  not  this  mass 
pulsated;  and  Dr.  McVaugh,  under  the 
fluoroscope  thought  that  it  definitely  did 
reveal  an  expansile  pulsation.  However,  on 
the  kymograph  there  certainly  is  a marked 
difference  between  a true  pulsation  which 
you  can  identify  very  easily  and  the  excur- 
sion of  the  mass  which  was  anteriorly  and 
superiorly. 

Next  Problem 

Apparently  we  dealt  with  a transmitted 
pulsation.  So  we  felt  that  this  was  not  a 
vascular  lesion.  The  next  problem  arose; 
whether  or  not  the  lesion  contained  calcium. 
On  one  view  there  is  a little  increase  in  the 
density,  linear  in  character  which  suggests 
a possible  calcification.  That  is  very  impor- 
tant, if  we  can  identify  a definite  calcific- 
ation, because  it  aids  in  the  differential 
diagnosis.  The  usual  lesion  that  occurs  an- 
tei'iorly  in  the  mediastinum  and  that  is  some- 
what silent  is  a very  common  one,  a dermoid 
cyst.  So  we  tried  to  identify  structures  that 
would  be  seen  in  a dermoid  cyst,  such  as  a 
tooth. 

No  Calcification 

No  such  specific  calcification  was  observed 
and  of  course  we  were  a little  stumped  there. 
The  granulomatous  lesions  that  one  might 
think  of  could  be  tuberculosis,  lymphoblasto- 
ma, or  some  of  the  fungus  diseases  which 
may  give  rise  to  a lymphadenopathy.  But 
the  peculiar  thing  was  that  the  remainder 
of  the  chest  was  relatively  free  from  signs 
of  inflammatory  processes.  So,  we  more  or 
less  confined  ourselves  to  the  possibility  of 
a lesion,  neoplastic  in  origin  arising  from 
some  of  the  structures  in  the  anterior  me- 
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diastinum,  the  lymph  nodes,  the  thymus,  but 
we  did  not  exclude  a dermoid. 

Neurofibroma 

If  this  lesion  were  posterior  we  would 
then  beg'in  to  consider  the  possibility  of  a 
neurofibroma.  This  was  a rather  lobulated 
lesion  and  we  could  not  put  our  finger  on  an 
etiologic  diagnosis.  We  felt  it  was  a new 
growth  of  some  sort  and  neoplastic  in  origin. 
We  felt  we  had  ruled  out  a vascular  lesion 
and  that  a thoracotomy  or  biopsy  was  in- 
dicated. You  will  notice  the  trachea  was 
not  displaced  which  I thought  was  signi- 
ficant. Even  the  esophagus  was  not  dis- 
placed. So  we  are  left  again  with  the  usual 
differential  diagnosis  of  anterior  mediastinal 
mass. 

Dr.  J.  Rush : 

In  addition  I would  like  to  suggest  as  the 
differential  diagnosis  of  a supei’ior  media- 
stinal tumor,  a thymoma  which  is  not  too 
uncommon,  and  also  a thyroid  tumor.  Not  a 
thyroid  that  is  connected  with  a normal 
thyroid  but  a completely  aberrant  thyroid 
that  would  develop  in  the  mediastinum.  I 
have  seen  such  cases.  Another  differential 
diagnosis  would  be  a pericardial  cyst.  This 
lesion  did  not  change  markedly  in  position, 
and  it  was  much  too  high  for  the  typical 
pericardial  cyst. 

Dr.  J.  C.  Postlewaite: 

I think  the  first  approach,  at  least  from 
my  standpoint,  to  a medical  chest  before  the 
surgeon  completely  obliterates  all  signs  and 
findings,  is  what  is  found  by  first,  physical 
examination  and  history.  Dr.  Cohen  men- 
tioned that  the  history  is  practically  uniciue 
in  the  absence  of  positive  findings  and 
positive  historical  remarks.  We  know  there 
is  a mass  here  by  x-ray  and  this  is  an  inci- 
dental x-ray  of  a mass  in  the  superior  me- 
diastinum. We  know  there  are  certain 
structures  that  may  give  us  symptoms.  Let 
us  think  of  the  structures  in  the  mediasti- 
num, the  vagus  nerve  for  one. 

Vagus  Syniptonis 

Now  these  people  with  vagus  pressure 
have  interested  me  several  times  bcause  we 
have  had  ulcer  symptoms  in  patients  and 
have  not  found  the  typical  aggressive,  hostile, 
hidden,  longitudinal  type  of  frame  work  but 
instead,  on  further  inspection  there  has  been 
either  a tumor  of  the  central  nervous  system 
or  a tumor  with  pressure  on  the  vagus  nerve, 
giving  findings  of  typical  gastrointestinal 
ulcer  either  of  the  duodenum  or  the  gastric 
surface  itself.  There  is  also  the  cardiac  slow- 
down that  may  occur  by  vagatonia  in  the 
area  of  finding  of  a lesion  of  pressure. 


Invasion 

Now,  invasion  is  a different  thing,  and  it 
can  cut  a nerve,  and  I suspect  that  you  could 
get  such  things  as  alteration  of  respiration 
by  a high  lesion.  Usually  the  lesion  that 
gives  an  alteration  in  respiration  or  at  least 
in  the  diaphragmatic  movement  would  be 
the  phrenic  nerve.  If  the  invasion  progi'esses 
rapidly,  obstructions  of  certain  vascular  por- 
tions of  the  mediastinum  may  cause  a hemo- 
thorax or  just  plain  fluid  of  low  specific 
gravity  which  is  due  to  a pulmonary  vas- 
cular obstruction. 

Involvements 

If  the  lesion  involves  other  tissue  more 
deeply,  the  bronchus  for  example,  a cough 
may  be  the  outstanding  finding.  A cough  is 
the  thing  that  leads  us  to  pulmonary  prob- 
lems most  often.  At  least  it  brings  the  pa- 
tient to  us.  Unfortunately  coughs  are  not 
taken  seriously.  Are  there  any  other  struc- 
tures? There  is  the  inferior  mediastinum 
that  Dr.  Rush  referred  to. 

Glandular  Tissues 

You  can  recognize  as  Dr.  Rush  and  the 
others  have  pointed  out  that  the  superior 
mediastinum  has  glandular  tissues  which 
may  persist  and  it  has  neurogenic  tissues 
which  may  persist  or  grow.  The  inferior 
mediastinum  has  its  separate  contents.  It 
has  many  of  the  neurogenic  tissues,  fibro- 
genic  type  tissues,  pericardium,  etc.  I must 
admit  I have  been  reading  on  goiters  much 
too  much  and  thought  it  was  an  intrathoracic 
thyroid. 

Dr.  Manley  B.  Cohen: 

In  my  opening  remarks  I left  out  a very 
important  part  of  the  patient,  namely  the 
physical  findings  which  were  completely 
normal.  We  thought  of  a dermoid  simply 
because  that  is  the  most  common  lesion  in 
the  anterior  mediastinum.  We  thought  too 
of  an  aneurysm  with  dilatation  particularly 
because  of  the  location  on  the  PA  film. 
Thirdly,  we  thought  either  of  thymus  or 
thyroid  and  fourthly,  the  whole  group  of 
lymphoblastomas. 

Tlioracotoiny 

A thoracotomy  was  performed  from  the 
transverse  and  a large  cystic  mass  was  pre- 
sent extending  from  the  left  mediastinum 
across  to  the  right  mediastinum  and  down- 
ward as  you  see  on  the  PA  chest  film.  In 
addition  we  found  that  the  extension  into 
the  left  mediastinum  was  so  fai-  to  the  left 
that  we  could  not  reach  it  and  so  we  ex- 
tended the  right  transverse  incision  across 
the  sternum  to  the  left  chest.  It  then  became 
a matter  of  relative  ease  in  separating  the 
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mass.  The  cystic  mass  and  what  we  found 
will  be  described  by  Dr.  Bornstein. 

Second  Mass 

However,  not  only  was  there  a cystic  mass 
of  considerable  size  with  a heavy  wall  cystic 
lining  but  there  was  a second  mass  above 
the  large  mass  that  is  represented  on  the 
x-ray  and  above  that  a triangular  flat  piece 
with  the  apex  extending  high  into  the  apex 
of  the  mediastinum.  All  free  portions  of  the 
tissue  were  removed  including  the  large 
cystic  mass,  the  more  solid  mass  just  above 
it  and  attached  to  the  cystic  mass  and  the 
triangular  tissue  which  was  above  the  two 
masses  described.  The  chest  was  then  closed 
and  the  patient  had  an  uneventful  recovery. 

CLINICAL  DIAGNOSIS:  Anterior  media- 
stinal mass. 

X-RAY  DIAGNOSIS:  Anterior  mediastinal 
mass. 

ANATOMICAL  DIAGNOSIS:  Malignant  thy- 
moma. 


Figure  2 


Figure  3 


PATHOLOGICAL  DISCUSSION 
Dr,  Frederick  P.  Bornstein: 

The  specimen  received  consisted  of  an  oval 
shaped  mass  which  measured  15  cm.  in  length 


and  which  was  of  cystic  consistency,  (fig.  2) 
Attached  to  the  mass  was  a triangular  soft 
structure  previously  mentioned  by  Dr. 
Cohen.  On  sectioning,  the  mass  was  sub- 
divided into  numerous  locules  which  were 
filled  with  necrotic  material.  However  in 
one  corner  a grayish  white  tumor  mass  was 
visible,  (fig.  3)  On  microscopic  examination 
it  became  obvious  that  the  triangular  mass 
attached  represented  thymus. 

Tumor 

The  sections  through  the  mass  proper  re- 
vealed a tumor  and  small  islands  of  tumor 
tissue  were  present  in  the  fibrous  bands 
between  connective  tissue.  From  this  I con- 
cluded that  the  cystic  character  of  the  mass 
was  due  to  a secondary  degeneration  of  a 
tumor  and  that  the  mass  was  originally  a 
solid  tumor.  As  to  the  histogenesis  of  the 
tumor,  the  microscopic  examination  showed 
that  the  tumor  was  composed  of  numerous 
small  round  cells  resembling  lymphocytes. 
However,  between  these  small  round  cells 
there  were  small  eosinophilic  masses  re- 
sembling Hassall  bodies,  (fig.  4)  which  per- 
mits the  conclusion  that  we  were  dealing 
with  a tumor  of  thymic  origin. 

Difficult  Distiiietioii 

In  the  classification  of  thymic  tumors  it 
is  extremely  difficult  to  distinguish  the 
lymphosarcomas  from  primary  thymic  tu- 
mors. Therefore,  a reticulum  stain  was  done, 
(fig.  5)  which  clearly  showed  the  absence 
of  reticulum  between  the  tumor  cells  which 
would  be  most  unusual  in  a malignant 
lymphoma.  I therefore,  considered  the  tu- 
mor to  be  a primary  thymoma.  The  question 
naturally  arises  whether  we  were  dealing 
with  a benign  or  malignant  tumor. 

Uncertain  Gui<le 

A study  of  the  literature  shows  that  the 
histological  characteristics  of  thymic  tumors 
are  a rather  uncertain  guide  in  this  matter. 
The  tumor  as  you  have  seen  in  the  preceding 
pictures  was  a well  encapsulated  one  which 
speaks  for  a relatively  good  prognosis.  How- 
ever, as  mentioned  before  there  was  some 
invasion  of  the  capsule.  In  addition,  there 
was  such  a disorganization  of  the  growth 
pattern  and  lack  of  any  organoid  structure 
that  I considered  the  tumor  to  be  malignant. 
For  this  reason  a diagnosis  of  malignant 
thymoma  was  made. 

Dr.  Manley  B.  Cohen: 

Thymic  tumors  are  of  considerable  in- 
terest. In  the  first  place,  this  was  a very 
large  tumor  and  it  was  interiorly  attached 
to  the  pericardium  when  first  I actually 
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thouKlit  it  in\a(l(‘(l  it,  but  oiuv  a plane  nf 
clea\’a”'e  was  l)epun  it  could  be  se])ai'ated. 
Second,  with  a tumor  of  that  size  l.vin^  in 
this  area  oiU‘  would  ha\'e  thouKht  tliat  the 
pati('iit  would  ha\’(>  had  distress  at  the  time 
we  opei’ated. 

Ibti'liiiKile 

1 am  sui'e  it  was  fortunate  foi'  her  that  it 
was  ])icked  uji  routiiu'lx’  because  within  the 
\'ery  near  future  this  should  ha\'e  caused 
h(M-  considei’able  distress.  About  lb  to  lb 
p(>r  cent  of  the  m.vastheida  pi'a\is  cases  do 
liave  thymic  tumors.  On  tlu>  whole  these  are 
Ihmuku.  Xow  there  ai’e  beidyu  thymic  tu- 
moi's  othei'  than  those  which  are  found  with 
myasthenia  ^i'a\is,  and  there  are  also  ma- 
lignant tumors.  One  can  find  b(>autiful  de- 
scriptions of  the  beni<>’n  and  maliKuant  tu- 
mors but  tlu'  consensus, and  I thiid\  Dr.  Itoni- 
stein  will  ayu'i'e,  is  that  one  cannot  tell  nd- 
eroscoi)ically,  as  he  nientioiK'd,  whether  or 
not  these  tumoi’s  are  malignant. 


Kmoipsiiliiled 

Xow,  this  tumor  was  well  encai)sulated 
with  a \ery  thick  capsule.  It  showed  no 
evidence  of  extension  outside  the  timioi'; 
and  yet  W(>  feel  that,  des])ite  this,  there  is 
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a possibilit.v  that  it  may  l)e  maliKuaid  so  we 
ai'(>  now  radiating-  her.  1 would  like  sonic 
discussion  on  this  jioint. 

Dr.  .1.  Uiisli: 

I saw  a cas(‘  similar  to  this  in  Iblt)  on  a 
\’oun^'  soldier  who  was  opei'ated  on  and  a 
\'cMT  invasix’e  maliynant  thymoma  was 
found.  It  was  determined  at  the  operation 
that  it  was  completely  inoperable,  as  it  had 
iiuaded  the  supei'ior  mediastinal  structures 
including  the  vinia  cava  and  had  K>'uwn  its 
way  into  the  ai’ch  of  the  aorta.  He  was  closed 
up  with  merely  a biopsy  taken  and  was  Ki'i'ii 
x-ray  therapy.  'Flu*  tumor  coni])letely  re- 
<rax'sst“d,  and  hc'  had  a iK'id'ectly  noi’inal  chest 
on  leaving  the  hos|)ital  and  sul)S(‘(|iieiit  fol- 
low-ups ha\e  pi’oved  him  to  be  asymptomatic 
for  at  least  five  years  after  his  radiation. 


I)(  “liver  StirijeoM  8|x‘aks  lo 
(Shaves  (a>iiid\  Socielv 

Dr.  Ileniw  Swan  of  Denver  was  Knv^^t 
speaker  at  a sjiecial  mi'etiiiK  <d'  the  Chaves 
County  Medical  Society.  Dr.  Swan  is  prolV's- 
sor  and  head  <d‘  tlu*  Department  ol'  Suryery 
at  tlu“  Colorado  Cnix’ersity  .Medical  Center. 
He  appeai’ed  befoi'e  the  Chaves  Count.\'  IMedi- 
cal  Society  and  Xbirs(’s  Association  under 
the  ausjiices  of  th(>  Chau's  County  Heart 
Association  on  their  pro^'ram  of  profesr.ioiial 
(“ducation  during  Heai't  Month. 

He  ji'av(“  a most  interesting'  discaission 
conc('rnin<i'  reei'iit  advances  in  heart  suryery. 
H(“  stressed  tin-  fact  that  moi'tality  rates  in 
lu'art  and  blood  vi'ssel  suryei'y  have  lieen 
mod(“rate  and  reasonalile  from  the  liKution 
of  first  ])atent  ductus  in  Ib.'kS,  due  ])riniaril\’ 
to  thorouj>'h  animal  I'esearch.  'Fids  sanu'  re- 
search, in  yi'eat  pai't  siionsored  by  i'unds 
fi'om  tlu“  American  Heart  Association,  is 
[■(‘Sponsible  for  continuous  (dianyes  and 
newer,  safe)' a|)in'oaches  to  the  sni'Kiral  treat- 
ment of  cai'diac  disease  and  abnormalities. 

He  |)resent(‘d  statistics  of  cases  operated 
under  his  direction  at  Colorado  Ceiieral 
Hosjiital  -an  honest  apjn'aisal  of  the  prob- 
lems involved.  He  listed  tyjies  of  heait  le- 
sions anu'iiable  to  sur.yical  imocedures,  indi- 
cations for  this  tyjie  of  t rent  meld,  moi'tality 
rat(‘s  for  the  \arions  operations  and  when 
th(‘se  pati(,'nts  should  lie  referred  for  ti'eat- 
ment. 

H(“  |)ointed  out  that  diagnostic  e\aluation 
and  suryical  treatment  of  cardiac  lesions  is 
strictl\'  a t(‘am  jiroposit  ion.  "Fhe  use  of  hypo- 
thermia was  yix'eii  due  credit  for  its  jiart 
in  successful  heart  siirji'ery  and  the  possibili- 
t.v of  its  use  in  other  fii'kls  was  discussed. 

Hv  H.  W.  Ha.miiok,  M.D.,  Uoswei.l,  X.  .M., 
Keck  INAL  Editor. 
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M er atr an 

Use  of  a New  Antidepressant  in  Internal  Medicine 

By  Robert  J.  Antos,  M.D., 

Department  of  Medical  Research,  Good  Samaritan  Hospital,  Phoenix 


Meratran*  is  a new  antidepressant  medi- 
cation which  differs  from  the  familiar  pres- 
sor amines  when  studied  pharmacologically 
in  experimental  animalsd  Potential  clinical 
advantages  were  first  demonstrated  in  ani- 
mals wherein  it  was  noted  to  be  a potent 
central  stimulant  of  low  toxicity  which  was 
not  followed  by  a depression  upon  cessation 
of  drug  activity.  There  are  no  direct  effects 
upon  the  cardiovascular  system,  blood  pres- 
sure, pulse,  or  appetite.  Efficient  oral  ab- 
sorption was  demostrated  by  increased  co- 
ordinated activity  of  animals  even  after  low 
dosage,  and  also  by  high  tissue  concentra- 
tions in  the  brain  shortly  after  administra- 
tion.^ In  the  monkey,  maximum  physiologic 
effects,  consisting  of  high  amplitude  par- 
oxysmal activity  in  the  subcortical  portions 
of  the  hippocampus  and  in  the  area  around 
the  septum  pellucidum,  were  demonstrated 
in  electrical  tracings  obtained  from  animals 
with  chronically  implanted  electrodes.^  The 
septal  area  is  the  portion  of  the  brain  as- 
sociated with  awaking  or  alerting  responses, 
and  in  a state  of  normal  reactivity  it  is  sub- 
conscious in  nature. 

The  clinical  use  of  Meratran  was  first  de- 
scribed in  connection  with  its  neurologic  and 
psychiatric  applications.^  Subsequently,  its 
uses  in  gerontology®  and  internal  medicine^^ 
have  been  described. 

Emotional  Depression 

Meratran  is  of  particular  value  to  those 
patients  suffering  from  emotional  depres- 
sion. These  patients,  although  rational,  are 
sometimes  depressed  to  relatively  severe  le- 
vels. The  term  “reactive  depression,”  or  situ- 
ational depression,”  sometimes  describes 
the  condition  best.  This  is  true  since  the 
depression  is  not  due  to  endogenous  psychi- 
atric disease  but  rather,  is  the  result  of  an 
unpleasant  event  or  period  of  life.  Mild  psy- 
chogenic depressions  are  generally  first  seen 
in  medical  rather  than  psychiatric  practice. 

♦Meratran  is  the  trade-mark  of  The  Wm.  S.  Merrell  Company, 
Cincinnati  15,  Ohio  for  its  brand  of  pipradrol  (a-(2-piperidyl) 
benzhydrol  hydrochloride). 

♦♦Meratran  with  Reserpine  was  kindly  supplied  by  the  Medical 
Research  Department  of  The  Wm.  S.  Merrell  Company.  Each 
tablet  contains  1 mg.  of  Meratr?tU  with  0.25  mg.  of  Reserpine, 


In  these  cases,  the  dosage  is  usually  3 mg. 
to  6 mg.,  given  orally  in  divided  doses  three 
times  daily.  It  is  usually  best  to  start  with 
1 mg.  three  times  daily  and  to  double  the 
dose  if  the  desired  response  is  not  obtained. 

Fatigue  States 

Meratran  is  a valuable  drug  in  the  emo- 
tional fatigue  syndrome  which  is  sometimes 
purely  functional  in  origin.  This  condition 
sometimes  results  from  organic  disease  or 
may  be  a side  effect  of  therapy  needed  to 
control  the  basic  disease.  Meratran  usually 
increases  the  work  capacity  to  normal. 
Failure  to  do  so  is  an  indication  for  specific 
therapy  (e.  g.,  iron  for  secondary  anemia), 
even  though  the  combined  administration  of 
Meratran  with  definitive  therapy  will  fre- 
quently control  symptoms  more  promptly 
than  the  definitive  therapy  alone. 


Selection  of  Patients 

Emotional  depression  and  fatigue  states 
are  very  common  in  medical  practice.  The 
list  in  Table  One  indicates  the  wide  variety 
of  causes  in  the  author’s  series  of  641  trials 
over  a period  of  12  months,  and  in  Table 
Two  it  will  be  seen  that  Meratran  has  been 
administered  along  with  quite  a variety  of 
other  medications.  There  is  no  contraindica- 
tion to  Meratran-  in  any  of  these  combina- 
tions. In  some  the  Meratran  has  overcome 
drowsiness  as  a side  effect.  This  is  true 
notably  in  the  case  of  the  Ramvolfia  serijen- 
tina  products  which  continue  to  exert  their 
antihypertensive  effect  even  after  the  seda- 
tive effects  have  been  overcome  by  Meratran. 

Of  special  interest  is  the  value  of  Meratran 
in  depressions  or  fatigue  states  occurring  in 
diabetic  patients.  The  anorexigenic  proper- 
ties of  the  pressor  amines  are  undesirable 
in  diabetics,  since  failure  to  follow  the  pre- 
scribed diet  accurately  may  lead  to  insulin 
imbalance.  Freedom  from  effect  upon  the 
appetite  makes  it  possible  for  Meratran  to 
be  used  in  diabetics  without  dietary  distur- 
bances. 
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TABLE  ONE 


Comhined  Atliiiiiiislratioii 


Conditions  in  Which  Meratran  is  Useful  as  an  Adjunct  to  Control 
Secondary  Depression  or  Fatigue 


Number 


Condition  of  Cases 

Abdominal  distention  2 

Acne  vulgaris  14 

Acromegaly  2 

Addison's  disease  1 

Adenosis  of  breasts  5 

Alcoholism  (2  acute;  11  hangover)  13 

Allergy  23 

Amenorrhea  2 

Amnesia  1 

Aphasias  2 

Anemia  6 

Angina  pectoris  3 

Angioneurotic  edema  3 

Anorexia  (anorexia  nervosa,  1;  anorexia  simplex,  7)  8 

Arrhythmias  (cardiac)  4 

Asthma,  bronchial  (Meratran  alone,  2;  with  other  drugs,  4)  6 

Asthma,  cardiac  3 

Bronchitis,  chronic  6 

Bronchiectasis  2 

Calculi  (biliary  or  urinary)  3 

Cholecystitis  2 

Coiic  (infants)  3 

Colon,  irritable  4 

Congestive  heart  failure  2 

Constipation  10 

Convalescence  40 

Convulsions  3 

Dermatitis  5 

Dermatomyositis  2 

Diabetes  5 

Dysmenorrhea  150 

Enuresis  8 

Epistaxis  3 

Fibrositis  3 

Fungous  infections  of  the  lung  9 

Gastritis  2 

Glomerulonephritis  2 

Goiter  1 

Gout  2 

Headache  14 

Hepatic  disturbances  7 

Hodg’ in's  disease  3 

Hyperemesis  (gravidarum  or  psychogenic)  9 

Hypertension  /«•'■  sc  21 

Hypertension  (combined  with  other  drugs)  15 

Hyperthyroidism  3 

Hypogonadism  (female,  3:  male:  Klinefelter's  syndrome,  1; 

Male  climacteric,  5)  9 

Hypothyroidism  (with  myxedema,  3;  mild,  7)  10 

Infarction,  myocardial  5 

Infarction,  renal  1 

Insomnia  7 

Jaundice  or  icterus  (catarrhal,  7;  hemolytic,  1 ; obstructive,  3)  11 

Labyrinthitis  3 

Lactation  3 

Lethargy  3 

Leukemia  1 

Meniere's  disease  2 

Menopausal  disorders  9 

Meno-metrorrhagia  2 

Migraine  (true,  2;  sick  headache,  15)  17 

Mononucleosis,  infectious  4 

Motion  sickness  5 

Multiple  sclerosis  1 

Muscular  dystrophy  1 

Myalgia  2 

Myasthenia  1 

Neurodermatitis  3 

Obesity  4 

Ovarian  dysfunction  3 

Palsy  (Bell's)  2 

Postoperative  urinary  retention  2 

Postoperative  "gas  pains'"  4 

Pregnancy  (2  cases  postpartum  depression)  6 

Premenstrual  tension  50 

Pruritus  2 

Rheumatic  fever  5 

Sexual  frigidity  and  sexual  impotence  14 

Sterility  (no  direct  benefit)  3 

Stokes-Adams  Syndrome  2 

Ulcers,  peptic  3 

Urticaria  3 

Vomiting  2 


In  states  of  agitation  or  anxiety,  Mei'atran 
alone  usually  helps  the  associated  depres- 
sion, but  it  may  increase  the  tension,  especial- 
ly when  given  in  relatively  high  dosage.  In 
many  of  these  patients,  the  combined  ad- 
ministration with  Reserpine  has  been  found 
highly  gratifying.  Of  these,  15  suffered 
from  hypertension  and  complained  of  vary- 
ing degrees  of  drowsiness  on  Reserpine  alone. 
The  combination  of  Meratran  with  Reser- 
pine** controlled  the  blood  pressure  without 
producing  the  drowsiness.  The  remaining 
patients  suffered  from  a vaiiety  of  anxiety 
and  apprehension  states  and  they  responded 
better  to  the  combination  than  to  Meratran 
alone. 

Summary  and  Coiicliisioiis 

Meratran  and  the  combination  of  Meratran 
with  Reserpine  have  been  employed  in  a 
series  of  641  trials.  In  emotional  depression 
and  fatigue  states,  plain  Meratran  is  used 
in  dosage  of  one  or  two  of  the  1 mg.  tablets 
three  times  daily.  In  hypertension  and  anxie- 
ty states,  the  combination  of  Meratran  with 
Reserpine  is  usually  given  in  a dosage  of  one 
tablet  three  times  daily.  Clinical  response 
with  both  forms  of  Meratran  has  been  high- 
ly gratifying. 


TABLE  TWO 

IVledication  with  which  IVleratran  can  be  given  either  for 
synergistic  effect  or  to  control  drowsiness  which  may  be 
present  as  a side  effect 


Absorbants  and  Antacids 

Bromaleate 

Acetanilid 

Bromides 

Acetophenetidin 

Caffeine 

Adrenergic  drugs 

Carminatives 

Amebicides 

Chloral  hydrate 

Amino  Acids 

Coronary  vasodilators 

Aminophylline 

Corticotropin 

Aminopyrine 

Diuretics 

Antabuse 

Hematinics 

Anthelmintics 

Hormones 

Anti-arrhythmics  (Quinidine, 

Insulin 

Metrazol,  Procaine  Amide, 

Isoniazid 

Papaverine,  Quinine,  Digitalis, 

Laxatives 

Digitoxin) 

Lipotropic  agents 

Antibacterials  (Antibiotics  and 

Liver  concentrates 

Sulfonamides) 

Milk  modifiers 

Anticholinergics 

Nitranitol 

Anticoagulants 

Nitrogen  mustard 

Anticonvulsants 

Opiates 

Antidiarrheal  agents 

Probencid 

Anti-emetics 

Sedatives 

Antihemorrhagics 

Rauwolfia  compounds 

Antihistamines 

Thyroid 

Antispasmodics 

Urecholine 

Antitussives 

Veratrum  alkaloids 

Appetite  stimulants 
Barbiturates 

Vitamins 
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Chemical  Aspects  of  the  Protein  Bound  Iodine  Determination* 

By  J.  a.  Hancock,  Ph.  D.**,  Texas  Western  College,  El  Paso 

the  conversion  of  the  protein-bound  iodine 
to  the  iodate  form  which  is  essentially  non- 
volatile at  the  boiling  point  of  perchloric 
acid  dihydrate.  The  iodine  concentration  of 
the  digestate  is  then  determined  by  the  rate 
of  reduction  of  the  ceric-arsenious  ion  sys- 
tem. This  is  usually  accomplished  by  noting 
the  optical  density  values  of  the  solution  at 
definite  intervals  of  time,  and  the  correla- 
tion of  these  values  with  known  standards. 
This  method  of  determination  demands  re- 
agents that  are  almost  completely  free  of 
iodine  or  other  catalytic  agents  % In  the 
ordinary  clinical  laboratory  this  freedom 
from  iodine  contamination  is  practically  un- 
obtainable, and  even  obtaining  reagents  of 
negligible  iodine  content  is  a difficult  mat- 
ter. Consequently,  a procedure  was  devel- 
oped in  which  slight  iodine  contamination 
of  reagents  or  apparatus  could  be  tolerated, 
and  the  accuracy  of  the  PBI  determination 
not  impaired.  The  decrease  in  concentration 
of  Ce  + "^  is  measured  as  a function  of  time, 
instead  of  the  reverse.  This  modification 
enables  allowance  to  be  made  for  contamina- 
tion through  the  use  of  a blank,  and  also 
compensates  for  slight  temperature  varia- 
tions. 

Serum  Samples 

Serum  samples  are  prepared  essentially  ac- 
cording to  the  method  outlined  by  Leffler^ 
or  O’Neal  and  Simms^  up  to  the  point  of  fol- 
lowing the  rate  of  the  decolorization  of  the 
ceric  ion.  In  general  the  procedure  is  as  fol- 
lows. A series  of  samples  is  prepared  con- 
taining respectively,  0.0,  2.5,  5.0,  7.5,  10,  15 
and  20  ug%  of  iodine.  These  samples  are  di- 
gested just  as  are  the  P.  B.  I.  serum  samples. 


TABLE  1 


Author 

Year 

Reported 

Patient's 

Age 

Site 

- 

Size 

CM 

Microscopic 

Confirmation 

Lebert 

1857 

53 

Unknown 

Unknown 

3x4 

Yes 

Schoinski 

1880 

28 

Cervix 

Ant.  Lip 

Small 

Yes 

Mastin 

1893 

32 

Fundus 

Sub-mucosal 

Cherry 

Yes 

Wleyer 

1895 

42 

Fundus 

Sub-serosal 

Unknown 

Yes 

Merkel 

1901 

7 

Fundus 

Sub-serosal 

10  (?) 

Yes 

Ellis 

1906 

60 

Fundus 

Intramural 

8x5x6 

Yes 

Kauffmann 

1907 

7 

Fundus 

Sub-mucosal 

4 

Yes 

Schleussner 

1921 

60 

Fundus 

Intramural 

14 

Yes 

Pulsch 

1922 

7 

Unknown 

Unknown 

Man's  head 

Yes 

Thaler  (I) 

1923 

65 

Corpus 

Intramural 

Man's  head 

Yes 

Askanazy 

1925 

65 

Fundus 

Tubal  Cornu 

18.5 

Yes 

Dworzak 

1926 

75 

Corpus 

Sub-mucosal 

Unknown 

Yes 

Thaler  (II) 

1928 

7 

Corpus 

Intramural 

Cherry 

Yes 

Glas 

1930 

60 

Corpus 

Intramural 

Fist 

Yes 

Keller 

1933 

63 

Ant.  (R) 

Intramural 

Large 

Yes 

Muschik 

1934 

56 

Ismuth 

Intramural 

13  X 14  x 11 

Yes 

Burger 

1938 

67 

Ant.  (R) 

Intramural 

Hen  egg 

Yes 

Nordin 

1938 

59 

Corpus 

Intramural 

Wt.  142  gm. 

Yes 

Hall 

1940 

63 

Fundus 

Intramural 

Wt.  142  gm. 

Yes 

Ritter  & Stringer 

1941 

57 

Corpus 

Unknown 

7 

Yes 

Reich 

1946 

39 

Fundus 

Intramural 

Lemon 

Yes 

Ikomonou 

1947 

61 

Fundus 

Intramural 

Fist 

Yes 

Essentially,  the  quantitative  determina- 
tion of  microgram  quantities  of  iodine  rests 
upon  the  rate  of  the  catalytic  reduction  of 
ceric  ions  to  cerous  ions  by  iodide  ions. 

The  reactions  involved  are  postulated 
to  be : 

Ce  + ^ + I — — Ce  + ^ + I 
21+  As  + ® — As  + ^2I~ 

Thus,  the  iodide  ion  is  regenerated  by  the 
arsenious  ion  and  is  available  to  reduce  an- 
other ceric  ion.  This  process  will  proceed 
until  either  the  ceric  or  arsenious  ion  is  de- 
pleted. From  a kinetic  standpoint  this  re- 
action should  be  second  order;  however,  by 
making  the  concentration  of  arsenious  ion 
large  in  comparison  to  that  of  the  iodide 
ion  the  reaction  essentially  follows  a first 
order  equation. 

The  ceric  solution  has  a yellow  color,  with 
a maximum  abosorption  at  a wavelength  of 
420  mu,  while  the  cerous  solution  is  prac- 
tically colorless.  This  allows  the  rate  of  re- 
duction of  the  ceric  ion  and  thus  the  con- 
centration of  the  iodide  ion  to  be  followed 
with  a spectrophotometer-or  colorimeter. 

Many  investigators  have  studied  the  fac- 
tors which  influence  this  basic  reaction,  but 
the  work  done  by  O’Neal  and  Simms^  is 
especially  noteworthy.  According  to  their 
work,  the  linearity  of  the  rate  of  reaction 
depends  upon  four  major  factors 

1.  The  concentration  of  the  H+  ion. 

2.  The  concentration  of  the  Ce+4  ion. 

3.  The  ratio  of  the  concentration  of  the 
Ce  + ‘‘  to  the  As  + ®. 

4.  The  temperature. 

All  of  the  procedures  investigated  h 
have  depended  upon  the  chloric  acid  diges- 
tion (oxidation)  of  the  protein  sample  with 
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After  digestion  these  standards  are  treated 
with  arsenious  acid  solution  and  are  allowed 
to  come  to  some  fixed  temperature,  usually 
around  25  to  30°  C.  A measured  amount  of 
the  ceric  ammonium  sulfate  reagent  is  added 
to  the  blank  (0.0  ug  iodine)  and  the  solution 
is  immediately  transferred  to  a cuvette  and 
placed  in  a Coleman  spectrophotometer  so 
zeroed  that  the  initial  O.D.  reading  is  ap- 
proximately 0.60.  The  time  in  seconds  re- 
quired for  the  O.  I),  reading  to  change  from 

0. 60. to  0.50  is  measured  with  a stop  watch. 
The  reciprocal  of  the  value  so  obtained  in 
seconds  is  then  arbitrarily  multiplied  by 
some  factor  to  get  a number  greater  than  1. 
This  number  is  designated  as  the  blank  value 
and  is  subtracted  from  the  reciprocal  values 
obtained  in  the  same  manner  for  the  known 
standards.  These  differences  plotted  against 
ug’s  of  iodine  will  fall  in  a straight  line,  and 
duplicate  determinations  generally  agree  to 
within  ±5%.  It  can  be  shown  mathematic- 
ally that  up  to  a 20%  change  in  blank  value 
will  not  affect  the  standard  or  P.  B.  I.  value 
by  more  than  5%. 

Complete  Report 

A complete  report  on  the  procedure  and 
methods  involved  will  be  forthcoming  in  a 
subsequent  publication. 

The  administration  of  various  drugs  to 
patients  prior  to  obtaining  a blood  sample 
can  nullify  the  P.  B.  I.  determination.  Among 
the  negative  catalysts,  those  which  cause  low 
values  of  the  P.  B.  I.,  are  the  mercurial  diur- 
etics and  sulfur  drugs.’  There  are  other 
negative  catalysts,  but  they  are  not  likely  to 
be  encountered  in  practice.  The  only  im- 
portant positive  catalysts  are  those  which 
either  introduce  iodine  directly  into  the  pa- 
tient’s system  or  those  which  stimulate  the 
thyroid  gland  to  hyperactivity,  such  as 
ACTH,  cortisone,  thyroid  extracts,  etc.  An 
incomplete  investigation  on  the  delayed  in- 
fluence of  iodine  compounds  administered 
for  gall  bladder  X-ray  examination  indicates 
that  more  than  six  weeks  elapsed  time  is 
necessary  before  the  P.  B.  I.  will  return  to 
a normal  value. 

A summary  of  the  major  factors  involved 
in  the  P.  B.  I.  determination  has  been  pi’e- 
sented  along  with  the  preliminary  report  of 
a method  that  allows  some  catalytic  conta- 
mination without  invalidating  the  accuracy 
of  the  determination. 
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Tumor  of  S[)ermatir  Cord 


G/'os.s'  speciuien  Tumor  (Sarcomu) 

of  right  spnmiafic  cord. 

This  picture  was  inadvertently  omitted 
from  an  original  article  entitled  “TUMORS 
OF  THE  SPERMATIC  CORD’’  written  by 
Robei’t  F.  Thompson,  M.D.,  F.A.C.S.,  of  El 
Paso,  and  published  in  the  March  issue  of 
SOUTHWESTERN  MEDICINE. 
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Pericardial  Constriction  Versus  Myocardial  Fibrosis 

By  C.  Sidney  Burwell,  M.D.,  and  Eugene  D.  Robin,  M.D.,  the  Department  of  Medicine, 
Harvard  Medical  School  and  the  Medical  Service  of  the 
Peter  Bent  Brigham  Hospital,  Boston 


It  is  the  purpose  of  this  paper  to  stress 
the  non-specific  nature  of  the  clinical  picture 
and  physiological  characteristics  of  con- 
strictive pericarditis,  and  to  present  an  enti- 
ty, myocardial  fibrosis,  which  may  be  in- 
distinguishable from  constrictive  pericardi- 
tis. 

Findings  by  history  and  physical  examina- 
tion which  are  thought  of  as  relatively  speci- 
fic for  constrictive  disease  are  frequently 
absent  in  it  and  may  be  present  in  other 
diseases.  Thus  the  presence  of  a known  pre- 
cursor of  constrictive  pericarditis;  a small 
or  normal  sized  heart  in  the  presence  of 
marked  cardiac  failure;  marked  pulsus 
paradoxus;  a prominent  and  specific  diasto- 
lic gallop  (the  so-called  pericardial  click)  ; 
and  significant  degrees  of  pericardial  cal- 
cification are  not  reliable  diagnostic  criteria 
for  constrictive  pericarditis. 

Findings 

Findings  by  right  sided  cardiac  catheteri- 
zation which  have  been  emphasized  as 
characteristic  of  constrictive  disease  include 
limitation  of  cardiac  output  and  stroke  vol- 
ume, increased  pulmonary  “capillary”  pres- 
sure, a plateau  of  pressures  from  the  periph- 
eral veins  to  the  pulmonary  “capillaries”,  a 
low  right  ventricular  pulse  pressure,  a right 
ventricular  “diastolic  dip”  and  right  auri- 
cular “M”.  However,  these  findings  may  be 
absent  in  constrictive  disease  and  may  be 
present  in  other  kinds  of  heart  disease. 

Myocardial  fibrosis  is  defined  as  a re- 
placement of  myocardium  by  fibrous  tissue 


to  such  an  extent  that  there  is  interference 
with  the  normal  action  of  the  heart.  The 
causes  of  myocardial  fibrosis  are  diverse. 
The  clinical  picture  may  mimic  that  of  con- 
strictive pericarditis.  The  findings  at  right 
sided  catheterization  may  include  a low  car- 
diac output  and  stroke  volume,  a pressure 
plateau  from  peripheral  veins  to  pulmonary 
“capillaries”,  a low  right  ventricular  pulse 
pressure,  a right  ventricular  “diastolic  dip” 
and  right  auricular  “M”.  Thus  the  catheteri- 
zation picture  may  be  identical  with  that 
found  in  constrictive  pericarditis. 

Myocardial  fibrosis  may  be  associated 
with  constrictive  pericarditis.  Almost  all 
patients  with  constrictive  pericarditis  have 
some  degree  of  myocardial  fibrosis.  This  in 
large  measure  explains  the  fact  that  complete 
return  to  normal  circulatory  dynamics  post- 
operatively  is  rare. 

Conclusions 

The  following  conclusions  may  be  stated: 

1.  There  are  no  pathognomonic  findings 
by  history,  physical  examination,  or  cardiac 
catheterization  in  constrictive  pericarditis. 

2.  Myocardial  fibrosis  is  a frequent  ac- 
companiment of  constrictive  pericarditis  in 
patients. 

3.  Pure  myocardial  fibrosis  with  a normal 
pericardium  may  be  indistinguishable  from 
constrictive  pericarditis  by  any  means  short 
of  exploratory  thoracotomy. 

4.  Exploratory  thoracotomy  should  be 
employed  to  resolve  this  difficult  diagnostic 
problem. 


Mitral  Stenosis  and  Insufficiency  - Their  Relative  Importance 

In  The  Same  Patient 


By  Lewis  Dexter,  M.D.,  Lawson  McDonald,  M.D.,  Murray  Rabinowitz,  M.  D.,  Elliot 
Rapaport,  M.  D.,  Florence  W.  Haynes,  Ph.D.,  and  Hiroshi  Kuida,  M.D.,  the  Medical 
Clinic,  Peter  Bent  Brigham  Hospital,  and  the  Department  of  Medicine,  Harvard 

Medical  School,  Boston 


Cardiac  surgery  has  necessitated  precision 
in  the  diagnosis  of  mitral  stenosis  and  insuf- 
ficiency heretofore  of  only  academic  im- 
portance. The  problem  is  not  so  much  the 
presence  of  these  lesions  but  the  determina- 
tion of  which  one  is  responsible  for  the  pa- 


tient’s disability.  Many  ingenious  methods 
have  been  devised  for  the  recognition  of 
mitral  regurgitation  such  as  pulmonary 
“capillary”  pulse  tracings  by  cardiac  cathe- 
terization ; esophageal  pulse  tracing ; and 
fluoroscopic,  roentgenkymographic  and  elec- 
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trokymographic  demonstration  of  systolic 
pulsation  of  the  left  auricle.  None  of  these 
methods  give  quantitative  information  re- 
garding the  severity  of  the  regurgitation. 

The  differentiation  of  predominant  steno- 
sis from  predominant  regurgitation  has  been 
studied  in  patients  with  varying  degrees  of 
disability.  At  operation,  the  surgeon  (D.  E. 
Harken)  has  drawn  a picture  of  the  size 
of  the  stenotic  orifice  and  described  the 
presence  or  absence  of  a regurgitant  jet  din- 
ing systole.  Severe  sfowsis  and  severe  re- 
gurgitation eannot  co-exist.  With  stenotic- 
valves  of  1.8  cm."  or  more,  the  patients’ 
symptoms  and  other  manifestations  can  be 
justifiably  assumed  to  stem  from  mitral  re- 
gurgitation. With  valves  of  1.2  cm."  or  less, 
the  symptoms  derive  from  stenosis.  Four 


stages  or  syndromes  of  mitral  stenosis  can 
be  clearly  defined  and  three  of  mitral  regur- 
gitation. In  brief,  symptomatic  mitral  re- 
gurgitation imposes  a burden  on  the  left  and 
right  ventilcles,  mitral  stenosis  on  the  right 
ventricle  alone.  The  clinical  manifestations 
of  the  two  lesions  in  their  various  stages  are 
thus  dissimilar  and  differentiation  of  the 
predominant  lesion  will  be  described.  Even 
when  moderate  degrees  of  both  regurgita- 
tion and  stenosis  co-exist,  the  clinical  pat- 
tern which  evolves  is  that  of  stenosis  or  of 
regurgitation.  If  aortic  valve  disease,  hyper- 
tension, or  other  lesions  producing  left 
ventricular  strain  are  present,  quantitative 
estimate  of  the  severity  of  co-existing  mitral 
regurgitation  is  difficult  if  not  impossible 
by  this  approach. 


Clinical  Features  of  Aortic  Stenosis 

By  Avard  M.  Mitchell,  M.D.,  Charles  H.  Sackett,  M.D.,  Warren  J.  Hunzicker,  M.D., 
AND  Samuel  A.  Levine,  M.D.,  Peter  Bent  Brigham  Hospital,  Boston 


533  cases  of  aortic  stenosis  with  or  with- 
out other  valvular  lesions  were  reviewed. 
These  included  autopsy.  X-ray  and  clinical 
diagnoses. 

Males  predominated  2:1  in  the  pure  aortic 
group  while  females  predominated  3:1  in 
the  trivalvular  stenosis.  Only  15  per  cent  of 
those  with  pure  aortic  stenosis  gave  a past 
history  of  rheumatic  fever  but  the  course  of 
their  disease  was  no  different  from  those 
without  this  past  history. 

Pure  aortic  stenotics  lived  the  longest  with 
the  average  age  at  death  of  65  years  as  com- 
pared to  the  trivalvular  stenotics  who  died 
at  average  of  36  years.  Patients  died  23 
months  after  the  onset  of  failure  with  pure 
aoilic  stenosis  but  lived  for  56  months  with 
aortic  and  mitral  stenosis,  and  80  months 
with  trivalvular  stenosis. 

Fibrillation 

Auricular  fibrillation  in  the  absence  of 
mitral  stenosis  and  hypertension  was  usually 
a grave  prognostic  sign.  Angina  occurred  in 
about  one  third  of  the  series  with  the  inci- 
dence highest  in  pure  aortic  stenosis.  Aver- 
age duration  of  life  after  the  onset  of  angina 
was  4 yeai’S.  It  was  noted  from  the  patho- 
logical material  that  angina  symptomatology 
could  be  present  without  any  significant 
coronary  sclerosis  or  without  marked  aortic 
stenosis. 

Syncope  occurred  in  13  per  cent.  Three- 
fourths  of  them  had  only  aortic  valvular  le- 


sions and  it  was  noted  that  syncope  did  not 
predispose  to  sudden  death. 

In  pure  aortic  stenosis,  left  ventricular 
hypertrophy  by  the  electrocardiogram  cor- 
related quite  closely  with  the  severity  of  the 
stenosis.  This  did  not  hold  for  multivalvular 
lesions.  Auricular  fibrillation  was  rare  in 
aortic  stenosis  without  mitral  stenosis  but 
occurred  in  55  per  cent  of  those  with  an  ad- 
ditional mitral  stenosis. 

Sudden  death  was  noted  fairly  frequently, 
occurring  in  about  one-fourth  of  the  series. 
It  occurred  more  often  in  the  multivalvular 
group. 

No  Aid 

Blood  pressure  was  of  no  aid  in  diagnosis 
and  the  average  level  was  within  normal 
limits.  The  aortic  second  sound  was  frequent- 
ly decreased  and  seemed  to  correlate  fairly 
well  with  the  degree  of  stenosis.  Thrills  were 
of  no  special  value  in  diagnosis  and  merely 
reflected  the  loudness  of  the  murmur.  The 
systolic  murmur  was  louder  with  an  ad- 
ditional aortic  insufficiency,  varied  little 
with  the  degree  of  stenosis,  and  could  be 
louder  at  the  apex  than  at  the  base. 

The  diagnosis  of  aortic  stenosis  can  be 
made  with  a fairly  high  degree  of  accuracy 
when  only  the  aortic  valve  is  involved,  but 
is  somewhat  more  difficult  in  multivalvular 
cases.  The  estimation  of  the  degree  of  con- 
striction of  the  aortic  valve  presents  even 
greater  difficulties. 
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Your  Complete  Source  in  The  Southwest  For  All  Ethical 
Medical  Equipment  and  Supplies 

EL  PASO  ALBUQUERQUE  TUCSON  PHOENIX 


WARNER  DRUG  CO. 

IN  FRONT  OF  THE  POST  OFRCE 

Our  Prescription  Department  Is 
NEVER  Without  a 
Registered  Pharmacist  on  Duty 

Raster  & Maxon 

Funeral  Home 

El  Paso,  Texas  2-3431 

• 

Direct  Physician's  Phone  to 
Prescription  Department  — 3-2352 

FREE  DELIVERY 

TAYLOR-SIMPKINS,  INC. 

MEDICAL  OXYGEN 

2123  Texas  Street  3-0952  El  Paso,  Tcxaa 

Nights  — Call  5-0359,  or  5-3060 

GUNNING  & CASTEEL  DRUG  STORES 

Complete  Prescription  Service  in  8 Conveniently  Located  Stores 


EL  PASO,  TEXAS 


YSLETA,  TEXAS 
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SAUL  B.  APPEL,  M.  D. 

Certified  by  the  American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 
CARDIOVASCULAR  DISEASES 

1201  First  National  Bldg.  3-5201  El  Paso,  Texas 

JOSEPH  BANK,  M.  D. 

Diplomate  of  AmeriCdfi  Board  of  Internal  Medicine 
And  American  Board  of  Gastroenterology 

GASTROENTEROLOGY,  GASTROSCOPY 

800  North  First  Ave.  ALpine  4-7245  Phoenix,  Arizona 


FRANK  O.  BARRETT 
ANESTHESIOLOGY  ASSOCIATES 

FRANK  0.  BARRETT,  M.  D. 

MERLE  D.  THOMAS,  M.  D, 

(Diplomates  American  Board  of  Anesthesiology) 

ALFRED  SORENSON,  M.  D. 

■ I JOHN  W.  REDELES,  M.  D. 

ANESTHESIOLOGY 

612  Mills  Bldg.  3-8431  El  Paso,  Texas 


ROBERT  L.  BEAL,  M.  D. 

Practice  Limited  To  Neuropsychiatry 

Park  Central  Medical  Building 
Suite  234,  Patio  D 

550  West  Thomas  Road  Crestwood  4-6711  Phoenix,  Arizona 


OTTO  L BENDHEIM,  M.  D. 

DIPLOMATE  AMERICAN  BOARD  OF  PSYCHIATRY  & NEUROLOGY 
1515  N.  Ninth  St.  ALpine  8-2607  Phoenix,  Ariz. 


RAYMOND  J.  BENNETT,  M.  D. 

Diplomate  of  the  American  Board  of  Neurology  and  Psychiatry 

PRACTICE  LIMITED  TO  NEUROPSYCHIATRY 

Suite  7A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-1177  El  Paso,  Texas 


JACK  A.  BERNARD,  M.  D. 

Diplomate  American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 
CARDIOVASCULAR  DISEASES 

Suite  3C  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-8151  El  Paso,  Texas 


EDWARD  BLANK,  M.  D. 

Practice  Limited  To  Psychiatry, 

Neurology  & Psychosomatic  Medicine 

733  W.  McDowell  Rd  AL  2-7388  Phoenix,  Ariz. 

If  No  Answer:  AL  3-4189 


CLEMENT  C.  BOEHLER,  M.  D.,  F.  A.  C.  S. 

DIPLOMATS  AMERICAN  BOARD  OBSTETRICS  AND  GYNECOLOGY 

H.  W DEMAREST,  M.  D, 

PRACTICE  LIMITED  TO  OBSTETRICS  AND  GYNECOLOGY 

Suite  8A  El  Paso  Medical  Center  1501  Arizona  St. 

Phone  2-659]  El  Paso,  Texas 


LOUIS  Vv^.  BRECK,  M.D. 

W.  COMPERE  BASOM,  M.D, 
MORTON  H.  LEONARD,  M.D. 

Diplomates  of  the  American  Board  of  Orthopaedic  Surgery 
ORTHOPAEDIC  SURGERY 

520  Montana  Telephone  3-1671  El  Paso,  Texas 

BYRON  BUTLER,  M.  D. 

Med.  Sc.  D.  In  Ob.  & Gyn.  (Col.  Uni.) 

Gynecology  & Infertility 
Radical  Pelvic  Surgery 
Reconstructive  Pelvic  Surgery 

550  W.  Thomas  Rd.  Phone:  Cr.  4-6371  Phoenix,  Ariz. 


BASIL  K BYRNE,  M.  D. 

PEDIATRICS 

Suite  4A  El  Paso  Medical  Center  1501  Arizona  Streei 

Phone  3-8487  El  Paso,  Texas 

DAVID  M.  CAMERON,  M.  D.,  F.  A.  C.  S. 

^Certified  by  The  American  Board  of  Orthopedic  Surgery) 

A.  E LUCKETT,  M.  D. 

(Certified  by  Tne  American  Boaid  of  Orthopedic  Surgery) 

ORTHOPEDIC  SURGERY 

Suite  5A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-3421  Ei  Paso,  Texas 

ROBERT  J.  CARDWELL,  M.  D. 

(Diplomate  American  Board  of  Obstetrics  and  Gynecology) 

WARD  EVANS,  M.  D. 

(Diplomate  American  Board  of  Surgery) 

414  Banner  Building  3-7587  El  Paso,  Texas 

CASA  GRANDE  CLINIC 

H B.  LEHMBERG,  Wl.  D.  J.  T.  O'NEIL,  Wl.  D. 

R Z COLLINGS,  JR.,  M.  D. 

GENERAL  PRACTICE 

113  W.  Second  St.  Phones  4495-4496  Casa  Grande,  Ariz. 
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ROBERT  N.  CAYLOR,  M.  D. 

E.  S.  CROSSETT,  M.  D. 

Diplomate  American  Board  of  Surgery 

Practice  Limited  to  Ophthalmology 

THORACIC  SURGERY 

207  Medical  Arts  Bldg. 

Cardiovascular  Surgery  Broncho-Esophagology 

415  East  Yandell  Blvd.  3-5897  El  Paso,  Texas 

415  E.  Yandell  Blvd.  3-8511  or  2-2474  El  Paso,  Tex. 

CHILDREN'S  CLINIC 

109  North  Union 

Roswell  N.  Mex. 

Allen  C.  Service,  M.  D.  Karl  L.  Bergener,  M.  D. 

American  Board  of  Pediatrics 

WICKLIFFE  R.  CURTIS,  M.  D.,  F.A.C.S. 

Diplomate  American  Board  of  Urology 

JAMES  D.  BOZZELL,  M.  D. 

— PRACTICE  LIMITED  TO  UROLOGY  — 

Suite  3B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-1426  El  Paso,  Texas 

MANLEY  B.  COHEN,  M.  D. 

Practice  Limited  to: 

THORACIC  SURGERY 

RICHARD  E.  H.  DUISBERG,  M.  D. 

CARDIOVASCULAR  SURGERY 
BRONCHOSCOPY-ESOPHAGOSCOPY 

(Diplomate  American  Board  of  Psychiatry  and  Neurology) 

415  East  Yandell  Boulevard  3-3353  El  Paso,  Texas 

1313  North  Second  Street  Phones;  AL  3-6701 

Phoenix,  Arizona  AL  2-4542 

WILLIAM  1.  COLDWELL,  M.  D. 

Certified  by  the  American  Board  of  Internal  Medicine 

L.  0.  DUTTON,  M.  D. 

— INTERNAL  MEDICINE  — 

ALLERGY 

800  Montana  St.  3-8373  El  Paso,  Texas 

616  Mills  Bldg.  2-3671  El  Paso,  Texas 

W.  0.  CONNOR,  JR.,  M.  D.,  F.  A.  C.  S, 

ORVILLE  E.  EGBERT,  M.  D.,  F.  A.  C.  P. 

Diplomate  Am-erlcan  Board  of  Internal  Medicine 

Practice  Limited  to  Obstetrics  and  Gynecology 

ALLERGY 

DISEASES  OF  THE  CHEST 

Medical  Arts  Square  7-8661  Albuquerque,  N.  M. 

Suite  3E  1501  Arizona  Street 

El  Paso  Medical  Center  El  Paso,  Texas 

P.  G.  CORNISH,  M.D.,  F.  A.  C.  S. 

HAROLD  EIDINOFF,  M.  D. 

GENERAL  SURGERY 

PRACTICE  LIMITED  TO  PROCTOLOGY 

Medical  Arts  Square 

801  Encino  Place,  Suite  6 2-1333  Albuquerque,  N.  M. 

Suite  4B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-3305  El  Paso,  Texas 

BRANCH  CRAIGE,  M.  D. 

(Certified  by  American  Board  of  Internal  Medicine) 

JOHN  A.  EISENBEISS,  M.  D.,  F.  A.  C.  S. 
E.  THORNTON  PFEIL,  M.  D.,  F.  A.  C.  S. 

Diplomates  of  the  American  Board  of  Neurological  Surgery 

INTERNAL  MEDICINE 

Lois  Grunow  Memorial  Clinic 

Suite  5B  Ei  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-6931  El  Paso,  Texas 

926  East  McDowell  Road  AL  4-3151  Phoenix,  Arizona 

FREDERIC  E.  CRESSMAN,  M.  D. 

LESTER  C.  FEENER,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  Internal  Medicine 

Diplomate  of  American  Board  of  Ophthalmology 
OPHTHALMOLOGY,  OTOLARYNGOLOGY 

INTERNAL  MEDICINE 

CARDIOVASCULAR  DISEASES 

102  South  Second  973  Artesia,  New  Mexico 

404  Banner  Bldg.  2-5771  El  Paso,  Texas 
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JOE  R.  FLOYD,  M.  D.,  F.  A.  C.  S. 

MALONE  V.  HILL,  M.  D.,  F.  A.  C.  S. 

GENERAL  SURGERY 

GENERAL  SURGERY 

Suite  9E  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-5881  El  Paso,  Texas 

123  Nvrth  Sixth  Street  600  Alpine,  Texas 

1130  N.  Central  Ave  Memorial  Hospital 

DOUGLAS  D.  GAIN,  M.  D. 
ERNEST  H.  PRICE,  M.  D. 

Diplomates  of  American  Board  of  Radiology 

X-RAY  THERAPY  and  DIAGWOSIS 
RADIUM  THERAPY  — RADIOACTIVE  ISOTOPES 

HERBERT  E.  HIPPS,  M.  D. 

ORTHOPEDIC  SURGERY 

AL  8-8436  Phoenix,  Arizona  AL  8-7531 

1612  Columbus  Ave.  4-4701  Waco,  Tex. 

CHARLES  E.  GALT,  JR.,  M.  D. 

DRS.  HOGSETT  and  HARGAN 

Practice  limited  to  Obstetrics  and  Gynecology 

G.  C.  Hogsett,  M.  D.  J.  L.  Hargan,  M.  D. 

OBSTETRICS  and  PEDIATRICS 

513  West  Fox  St.  Phone  5-5015  Carlsbad,  l\l.  M. 

Medical  Arts  Bldg.  5-4156  Carlsbad,  N.  M. 

H.  M.  GIBSON,  M.  D.,  F.  A.  C.  S. 

(Certified  by  American  Board  of  Urology) 

RUSSELL  HOLT,  M.  D. 

B.  LYNN  GOODLOE,  M.  D. 
JACK  T.  RUSH,  M.  D. 

PRACTICE  LIMITED  TO  UROLOGY 

GENERAL  and  GYNECOLOGICAL  SURGERY 
MEDICAL  ARTS  BUILDING 

209  Medical  Arts  Bldg.  2-8130  El  Paso,  Texas 

415  East  Yandell  Blvd  3-3443  El  Paso,  Texas 

JAMES  J.  GORMAN,  M.  D.,  F.  A.  C.  P. 

DIplomate  American  Board  of  Internal  Medicine 

RALPH  H HOMAN,  M.  D.,  F.  A.  C.  P. 

CARDIOLOGY 

ROBERT  B.  HOMAN,  JR.,  M.D.,  F.A.C.S. 

DIAGNOSIS  — GASTROENTEROLOGY 

DISEASES  OF  THE  CH EST  — THORACIC  SURGERY 

701  First  National  Building  2-6221  El  Paso,  Texas 

Suite7D  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-1409  El  Paso,  Texas 

J.  LEIGHTON  GREEN,  M.  D.,  F.  A.  C.  S. 

GENERAL  and  GYNECOLOGICAL  SURGERY 

ALBERT  M.  HORNE,  M.  D.,  D.  A.  B.  R. 

RADIOLOGY 

Suite  3A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-9032  El  Paso,  Texas 

2200  West  Illinois  3-3402  Midland,  Tex. 

HERMAN  J.  HARVIS,  M.  D. 

GEORGE  W.  HORTON,  M.  D. 

PRACTICE  LIMITED  TO  ORTHOPEDICS 

GtNtKAL  KKAUIIuL 

708  Denver  St  4-2844  Plainview,  Tex. 

413  N.  Lincoln  7-6641  Odessa,  Texas 

HASKELL  D.  HATFIELD,  M.  D.,  F.  A.  C.  S. 

(Diplomate  American  Board  of  Otolaryngology) 

W A.  JONES,  M.  D. 

Diplomate  American  Board  of  Neurological  Surgery 

PRACTICE  LIMITED  TO  OTOLARYNGOLOGY 
LARYNGEAL  SURGERY  and  BRONCHO-ESOPHAGOSCOPY 

NEUROLOGICAL  SURGERY 

Suite  4E  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-3201  El  Paso,  Texas 

Suite  1C  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-9927  El  Paso,  Texas 
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G.  H.  Jordan,  M.D  , F.A.C.S.  C.  E.  Webb,  M.D.,  F.A.C.S. 

C.  H.  MASON,  M.  D. 

DRS.  JORDAN  AND  WEBB 

Diplomates  American  Board  of  Surgery 

GENERAL  and  GYNECOLOGICAL  SURGERY 

M.  S.  HART,  M.  D. 
R.  F.  BOVERIE,  M.  D. 
G.  L.  BLACK,  M.  D. 

Suite  7B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-1693  El  Paso,  Texas 

R.  S.  CLAYTON,  M.  D. 

LINDELL  M.  KINMAN,  M.  D. 

RADIOLOGY  — PATHOLOGY  --  RADIOISOTOPES 

Diplomate  American  Board  of  Urology 

El  Paso  Medical  Center  Medical  Arts  Building 

1501  Arizona,  Suite  2-A  415  East  Yandell,  Suite  105 

UROLOGY 

3-4478  3-7092 

El  Paso,  Texas 

300  West  Alameda  Phone  4559  Roswell,  N.  M. 

HERMAN  A.  KLING,  M.  D. 

BERNARD  L.  MELTON,  M.  D. 
F.  A.  C.  S.,  F.  1.  C.  S. 

Associate  Fellow  American  Proctologic  Society 

EYE,  EAR,  NOSE  and  THROAT 

Diseases  of  the  Colon  and  Rectum 

Certified  by  American  Board  of  Ophthalmology 
Certified  by  American  Board  of  Otolaryngology 

107  Girard  Blvd.,  S.  E.  2-9313  Albuquerque,  N.  M. 

Certified  by  International  College  of  Surgeons 

HOWARD  C.  LAWRENCE,  M.  D. 

GORDON  J.  McCURDY,  M.  D. 

Certified  by  American  Board  of  Otolaryngology 

Diplomate  American  Board  of  Plastic  Surgery 

Fellow  of  American  College  of  Allergists 
Eye,  Ear,  Nose,  Throat,  Fenestration  and  Allergy 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

605  Professional  Bldg.  Phone:  Alpine  3-8209 

709  Professional  Building  Alpine  8-4101  Phoenix,  Arizona 

PHOENIX,  ARIZONA 

CHARLES  P.  C.  LOGSDON,  M.  D. 

LEROY  J.  MILLER,  M.  D. 

M.  ROBERT  KLEBANOFF,  M.  D. 

CARDIOLOGY 

NEUROLOGICAL  SURGERY 

415  E.  Yandell  Blud.  3-7916  El  Paso,  Texas 

106  S.  Girard  Ave.  5-4831  Albuquerque,  N.  M- 

TRUETT  L.  MADDOX,  D.  D.  S. 

CLINTON  W.  MORGAN,  M.D. 

ORAL  SURGERY 

NEUROLOGICAL  SURGERY 

Suite  9A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-3659  El  Paso,  Texas 

215  Oak  N.  E.  3-6195  Albuquerque,  N.  M. 

MARSHALL  CLINIC 

J.  H.  MULLEN,  D.  D.  S. 

GENERAL  DENTISTRY 

ROSWELL,  NEW  MEXICO 

(Special  Consideration  Given  Children) 

1.  j.  Marshall,  M.  D. 

1335  First  National  Bldg.  3-8687  El  Paso,  Texas 

Steve  Marshall,  M.  D. 

A.  WILLIAM  MULTHAUF,  M.D.,  F.A.C.S. 

Earl  A.  Latimer,  Jr.,  M.  D. 

UROLOGICAL  DIAGNOSIS  AND  SURGERY 

D.  H.  Cahoon,  M.  D. 

H.  D.  Johnson,  D.  D.  S, 

3315  First  National  Bldg.  3-8986  El  Paso,  Texas 
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WALLACE  E.  NISSEN,  M.  D.,  F.  A.  C.  S. 
W.  W.  KRIDELBAUGH,  M,  D.,  F.  A.  C.  S. 

GENERAL  SURGERY 

Medical  Arts  Square 

801  Encino  Place,  Suite  35  3-2251  Albuquerque,  N.  M. 

THE  ORTHOPEDIC  CLINIC 

Orthopedic  Surgery 

W.  A.  BISHOP,  JR.,  M.  D.,  F.  A.  C.  S. 

ALVIN  L.  SWENSON,  M.  D. 

RAY  FIFE,  M.  D. 

SIDNEY  L.  STOVALL,  M.  D.,  F.  A.  C.  S. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
DE  WiTT  W.  ENGLUND,  M.  D.,  ARTHRITIS 
1313  North  Second  Street  — Phone  ALpine  8-1586  — Phoenix,  Ariz 


JAMES  M.  OVENS,  M.  D. 

F.  A.  C.  S.,  F.  I.  C.  S. 

Diplomate  American  Board  of  Surgery 

CANCER  AND  TUMOR  SURGERY  X-RAY  AND 
RADIUM  THERAPY 

608  Professional  Building  AL  4-1973  Phoenix,  Ariz. 


ROBERT  E.  PARKINS,  D.  D.  S. 

GENERAL  DENTISTRY 
(Special  Consideration  Given  to  Children) 

Suite  IE  1501  Arizona  Street 

Phone  3-1245  El  Paso  IVIetjical  Center  El  Paso,  Texas 


JACK  C.  POSTLEWAITE,  M.  D. 

Diplomate  American  Board  of  Internal  Medicine 

NATHAN  KLEBAN,  M.D. 

INTERNAL  MEDICINE 

Suite  5D  1501  Arizona  St. 

El  Paso  iVletiical  Center  2-1385  El  Paso,  Texas 

VINCENT  M.  RAVEL,  M.  D. 
CHARLES  C.  McVAUGH,  M.  D. 

— RADIOLOGY  — 

Mills  Building  and 

800  Montana  Street  2-3459  El  Paso,  Texas 


RISSLER-WOLLMANN  CLINIC 
ROSS  W.  RISSLER,  M.  D. 

(Certified  by  the  American  Board  of  Internal  Medicine) 

INTERNAL  MEDICINE— CARDIOLOGY 

WALTER  W.  WOLLMANN,  M.D.,  F.A.C.S. 

(Certified  by  the  American  Board  of  Surgery) 

GENERAL  SURGERY 

2001  Grant  Ave.  3-1601  El  Paso,  Texas 


ROY  R.  ROBERTSON,  M.  D. 

INTERNAL  MEDICINE  AND  CARDIOVASCULAR  DISEASES 

Medical  Arts  Square 

801  Encino  Place,  Suite  20  2-9619  Albuquerque,  N.  M. 


CECIL  A.  ROBINSON,  M.  D. 

Practice  Limited  to  Orthopedics 

111  Pine  St.  2541  Kermit,  Texas 


J.  S.  RODEN,  M.  D. 

GYNECOLOGY 

W.  S.  PARKS,  Jr.,  M.  D. 

OBSTETRICS  AND  GYNECOLOGY 

G.  H.  LANG,  M.  D. 

OBSTETRICS 

108  N.  Garfield  St.  4-6592  Midland,  Texas 


S.  PERRY  ROGERS,  M.  D. 

ORTHOPEDIC  SURGERY 

Suite  2B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-4433  El  Paso,  Texas 


GEORGE  M.  SCHLENKER,  M.  D. 

Practice  Limited  To  Neuro-Psychiatry 

Medical  Arts  Building 

415  E.  Yandell  Blvd.  3-7366  El  Paso,  Texas 

WILLARD  W.  SCHUESSLER,  M.  D. 

Diplomate  American  Board  of  Plastic  Surgery 

DONALD  H.  EWALT,  M.  D. 

Plastic,  Reconstructive  Surgery  and 
Maxillo-facial  Surgery 

1501  Arizona  St.  Medical  Center,  Suite  4-C  El  Paso,  Texas 


F.  P.  SCHUSTER,  M.  D. 

S.  A.  SCHUSTER,  M.  D. 
NEWTON  F WALKER,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT-BRONCHOSCOPY 

First  National  Bldg.  2-1495  El  Paso,  Texas 
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O.  J.  SHAFFER,  D.  D.  S.,  F.  A.  C.  D, 

(Diplomate  American  board  of  Oral  Surgery) 


ROY  G.  SLACK,  D.  M.  D. 


Suite  ID 
Phone  3-6742 

ORAL  SURGERY 
El  Paso  Medical  Center 

1501  Arizona  Street 
El  Paso,  Texas 

W. 

G. 

SHULTZ,  M.  D., 

F.  A.  C.  S. 

Diplomate  of  The  American  Board 

of  Urology 

E. 

R.  UPDEGRAFF, 

M.  D. 

1010  N.  Country  Club  Road 

Telephone  5-2609 

Tucson,  Arizona 

D. 

J.  SIBLEY,  JR., 

M.  D. 

GENERAL  PRACTICE 

Box  367 

Phone  584 

Ft.  Stockton,  Texas 

C.  S.  STONE,  M.  D.,  F.  A.  C.  S. 

A.  J.  JENSON,  B.  A.,  M.  D. 

V.  M.  HOLLAND,  B.  S.,  M.  D. 

PHONES:  3-5323  - 3-3033  - 3-4427 

301  East  Cain  Street  Hobbs,  N.  M 

JESSON  L.  STOWE,  M.  D. 

GRAY  E.  CARPENTER,  M.  D. 

GYNECOLOGY  AND  OBSTETRICS 
2323  Montana  Street  2-4631  El  Paso,  Texas 


EUGENE  P.  SIMMS,  M.  D. 

— GENERAL  PRACTICE  — 

Medical  Ai-ts  Center 

1213  Tenth  Street  Phone  8 Alamogordo,  N.  M. 


GERALD  A SLUSSER,  M.  D.,  A.  I.  C.  S. 

SURGERY  AND  OBSTETRICS 

100  Booker  Bldg.  Phone  670  Artesla,  N.  M. 

LESLIE  M.  SMITH,  M.  D.  H.  D.  GARRETT,  M.  D. 

DRS.  SMITH  AND  GARRETT 

Diplomates  American  Board  of  Dermatology  and  Syphilology 

DISEASES  OF  THE  SKIN 
X-Ray  and  Radium  In  the  Treatment  of  Skin  Malignancies 
Suite  3D  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-6172  El  Paso,  Texas 


M.  P.  SPEARMAN,  M.  D.,  F.  A.  C.  S. 

Diplomate  American  Board  of  Otolaryngology 

EYE  - EAR  - NOSE  - THROAT 

Suite  5C  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-6011  El  Paso,  Texas 


C.  M.  STANFILL,  M.  D. 

Diplomate  American  Board  of  Otolaryngology 
EAR,  NOSE  and  THROAT 

Bronchoscopy  — Esophagoscopy 
307  MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blvd.  2-9449  El  Paso.  Texas 


WINSLOW  P.  STRATEMEYER,  M.  D. 

Diplomate  American  Board  ot  Neurological  Surgery 
NEUROLOGICAL  SURGERY 

101  Medical  Arts  Bldg. 

415  E.  Yandell  Blvd.  3-7551  El  Paso,  Texas 


ROBERT  F.  THOMPSON,  M.  D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

UROLOGY 

816-818  Mills  Bldg.  2-4321  El  Paso,  Texas 


TUCSON  TUMOR  CLINIC 

CANCER  & ALLIED  DISEASES 

LUDWIG  LINDBERG,  M.  D. 

U.  V.  PORTMANN,  M.  D. 

721  N.  4th  Ave.  3-2531  Tucson,  Arizona 


TURNER'S  CLINICAL 
& X-RAY  LABORATORIES 

GEORGE  TURNER,  M.  D. 

DELPHIN  von  BRIESEN,  M.  D. 

MEDICAL  CENTER 


1501  Arizona  St.  Phone:  2-4689 

Building  No.  6 El  Paso,  Texas 


Southwestern  Physicians’  Directory 


2300  Physicians  Read 
Southivestern  Medicine 

RICHARD  P.  WAGGONER,  M.  D. 

M.  S.  (SURG.),  F.A.C.S. 

GENERAL  SURGERY 

504  N.  Richardson  St.  Phone  208  Roswell,  N.  M. 

W.  E.  VANDEVERE,  M.  D., 

F.  A.  C.  S. 

L. 

E.  WILCOX,  M.  D. 

Diplomate  of  American  Boards  of  Ophthalmology  and  Otolaryngology 

RUSSELL  L.  DETER,  M.  D. 

W.  G.  MORROW,  JR., 

M.  D. 

HERMAN  RICE,  M.  D. 

Diplomate  American  Board  of  Ophthalmology 
OPHTHALMOLOGY 

GENERAL  AND  THORACIC  SURGERY 
Suite  5E  El  Paso  Medical  Center  1501  Arizona  Street 

1001  First  National  Bldg.  2-5629 

El  Paso,  Texas 

Phone  2-6529 

El  Paso,  Texas 

HOTEL  DIEU, 

HOTEL  DIEU 

HOTEL  DIEU 

SISTERS^ 

SCHOOL  OF 

SCHOOL  OF 

HOSPITAL 

NURSING 

MEDICAL 

Operated  in  Conjunction  With 

Fully  Approved  by  the  National 

TECHNOLOGY 

San  Jose  Clinic  and 

Nursing  Accrediting  Service. 

Fully  Approved  by  the 

St.  Joseph's  Maternity  Unit. 

For  Residencies;  Apply  to 

American  Medical  Association, 

Fully  Approved  by  the 

Sister  Roberta,  Administrator. 

American  Society  of  Clinical 

Joint  Commission  on 

For  School  of  Nursing:  Apply  to 

Pathologists,  and  Registry  of 

Accreditation  of  Hospitals. 

Sister  Mary  Bernadette,  Director. 

Medical  Technologists. 

EL  PASO,  TEXAS 

EL  PASO,  TEXAS 

EL  PASO,  TEXAS 

SANATORIUM  I 


f '\y‘^  M 

5055  North  Thirty-Fourth  Street 
At  Camelback  Road 


Phoenix  Institute  of 
NEUROLOGY  & PSYCHIATRY 


AM  6-7238 


Director 

OTTO  L.  BENDHEIM,  M.D. 


Phoenix,  Arizona 


Southwestern  Physicians’  Directory 


Plainview  Hospital  and  Clinic  Foundation 

PLAINVIEW,  TEXAS 


Fully  equipped  to  furnish  complete  Neuro-Psychiatric  treatment  and  care,  including  deep 
narcosis,  insulin,  shock  therapies,  and  electro-encephelography  for  diagnostic  purposes. 

Fully  equipped  for  the  care  of  all  types  of  Orthopedic  cases  and  poliomyelitis.  Department 
of  Physical  Therapy.  Fully  equipped  for  the  treatment  of  Cancer  and  Allied  diseases. 


STAFF 


E.  O.  NICHOLS,  M.  D. 
Surgery  & Consultation 

J.  H.  HANSEN,  M.  D. 
Radiology 

MARVIN  C.  SCHLECTE,  M.  D. 
Internal  Medicine  & Diagnosis 

JOHN  C.  LONG,  M.  D. 

Surgery 


HENRY  SNYDERMAN,  M.  D. 
Neurology  & Psychiatry 

R.  K.  WILLIAMS,  M.  D. 
Obstetrics  & Gynecology 

RANDALL  G.  HEYE,  M.  D. 
Internal  Medicine 

RALPH  E.  DONNELL,  M.  D. 
Orthopedic  Surgery 


LLOYD  A.  STORRS,  M.  D. 
Otolaryngology 

ROY  R.  ROBERTS.  M.  D. 
Urology 

C.  THOMAS  HILL,  JR.,  M.  D. 
House  Physician 

W.  W.  KIRK 
Business  Mgr. 

VIRGIL  C.  WITTEN 
Administrator 


Southwestern  General  Hospital 

Approved  by  the  Joint  Commission  on  Accreditation  of  Hospitals 


Member  Hospital: 

American  Hospital  Association 

Blue  Cross  of  Texas 

• 

Open  Staff 


COTTON  AV  ENUE  AND  ERIE  STREET  • EL  PASO,  TEXAS 


"an  effective  antirheumatic  agent"* 


nonhormonal  anti-arthritic 

BUTAZOLIDIM* 

(brand  of  phenylbutazone) 

relieves  pain  • improves  function  • resolves  inflammation 

The  standing  of  Butazolidin  among  today’s  anti-artliritics  is  at- 
tested by  more  tlian  250  published  reports.  From  this  combined 
experience  it  is  evident  that  Butazolidin  has  achieved  recognition 
as  a potent  agent  capable  of  producing  clinical  results  that  compare 
favorably  with  those  of  the  hormones. 

Indications:  Gouty  Ariliritis  Rheumatoid  Artliritis  Psoriatic  Arthritis 
Rheumatoid  Spondylitis  Painful  Shoulder  Syndrome 
Butazolidin®  (brand  of  phenylhutazone)  red  coated  tablets  of  100  mg. 

*Bunim,  J.  J.;  Research  Activities  in  Rheumatic  Diseases,  Pub.  Health  Re|».  60:4.37,  1954. 


METANDREN  LINGUETS 

the  most  potent  oral  androgen 

® ® 

FEMANDREN  LINGUETS 

the  most  potent  oral  estrogen  with  the  most  potent  oral  androgen 

Buccallyor  sublingually  absorbed  linguets  by-pass  liver 

Inactivation  or  gastric  destruction— are  virtually  as  potent  as  parenteral 

steroids— provide  effective,  convenient,  low-cost  hormone  therapy. 

Supply:  Metandren  Linguets,  5 mg.  (white,  scored)  and  10  mg. 

(yellow,  scored).  Femondren  Linguets  (green,  scored),  each  containing 
0.02  mg.  ethinyl  estradiol  and  5 mg.  methyltestosterone. 

Metandren®  (methyltestosterone  U.S.P.  ciba) 

Femondren®  (methyltestosterone  with  ethinyl  estradiol  ciba) 

Linguets®  (tablets  for  mucosal  absorption  ciba) 


CIBA  Summit,  N.J. 


2/  2079M 


suppress 


Trasentine®-  Phenobarbita.1 


Without  Atropine  Side  Effects 


Kach  tablet  contains  50  mg’. 
Trasentine  hydrochloride  and  20  mg. 
phenobarbital. 

Also  available:  Trasentine 
hydrochloride  Tablets,  75  mg. 


Trasentine®  hydrochloride 

(adiphenine  hydrochloride  CIBA) 


Inhibits  Parasympathetic  Activity 

Relaxes  Smooth  Muscle  Directly 

Exerts  Local  Anesthetic  Effect 
on  G-I  Mucosa 

Sedates  the  Patient 


8/ 2061 M 


CIBA  Summit,  N,  J. 


highly  soluble  in  both  acid  and  alkaline  body 

fluids^  especially  at  jH  of  renal  tubules 

high  plasma  levels  rapidly  attained 

no  alkalinization  or  forcing  of  fluids  required 

single  sulfonamide  - not  a mixture 

no  danger  of  secondary  fungus  infections 

wide  antibacterial  range 


you  prescribe 
these  distinctive  features 
when  you  prescribe  . • 


Hoffmann  - La  Roche  Inc  • Roche  Park  • Nut ley  10  • 


GANTRISIN ® -brand  of  sulfisoxazole  (3,4-dimethyl-5-sulfanilamido-isoxo2ole) 


r^'oluda.r 


Roche’ 


a new,  mild  sedative-hypnotic 


onset  of  action  within  V2  hour  — average 
duration  of  6 to  7 hours 


low  toxicity 


barbiturate  “hangover” 
drowsiness  from  sedative  doses 


Clinical  studies  in  over  3000  patients  have  confirmed  the  useful- 
ness of  Noludar  in  the  relief  of  nervous  insomnia  and  daytime 
tension. 

Tablets:  200  mg  (bottles  of  100  and  1000). 

50  mg  (bottles  of  100  and  1000). 

Elixir:  50  mg  per  teaspoonful  — 4 cc  (bottles of  16  oz  and  1 gal). 
Hoffmann -La  Roche  Inc  • Roche  Park  • Nutley  10  • New  Jersey 

N oludar  —brand  of  methypry Ion  (3,3-diethyl-5-methyl-2,4-piperidinedione). 


When  you  specify  the  antibiotic  of  your 

choice  Stress  Fortified  with  the  B-complex,  C and 


K vitamins  recommended  by  the  National  Research 


Council,  be  sure  to  write 
on  your  prescription 


antibiotics  Stress  Fortified 
with  vitamins,  available 
only  from  Pfizer,  include: 

Tlrramycin-SF 

Brand  of  oxytetracycline  with  vitamins 

CAPSULES  250  mg. 

Tetracyn-SF 

Brand  of  tetracycline  loith  vitamins 

CAPSULES  250  mg. 

ORAL  SUSPENSION  (fruit 
flavored)  125  mg./5  cc.  teaspoonful 


Pen-SF 


* 


Brand  of 

penicillin  G potassium  with  vitamins 

CAPSULES  200,000  units 

The  minimum  daily  dose 
of  each  antibiotic  (1  Gm.  of 
Terramycin  or  Tetracyn, 
or  600,000  units  of  penicillin) 
Stress  Fortifies  the  patient 
with  the  stress  vitamin  formula 
recommended  by  the 
National  Research  Council: 


Ascorbic  acid,  II.S.P. 

300  mg. 

Thiamine  mononitrate 

10  mg. 

Riboflavin 

10  mg. 

Niacinamide 

100  mg. 

Pyridoxine  hydrochloride 

2 mg. 

Calcium  pantothenate 

20  mg. 

Vitamin  B-ja  activity 

4 rncg. 

Folic  acid 

1.5  mg. 

Menadione 

(vitamin  K analog ) 

2 mg. 

* Trademark 

Pfizer  Laboratories,  Division,  cims.  Pfizer  & Co.,  inc.,  Brooklyn  6,  N.  Y. 


BRAND  OF  MECLIZINE  HYDROCHLORIDE 


the  first  motion-sickness  preventive 
effective  in  a single  daily  dose 

prevents  or  relieves  motion  sickness 
due  to  all  forms  of  travel 


. . . available  on  pi-escription  only  for 
full  physician  supervision 


PFIZER  LABORATORIES 
Division,  Chas.  Pfizer  & Co.,  Inc. 

Brooklyn  6,  N.  Y. 


Bonamine  is  also  iisefa!  w coufi'olling  the 
nausea,  vmaifiug  avd  vciiigu  associated  with 
morning  sickness  of  gregnanci/,  vestihidar  and 
tabgrinthinc  d ist iiri>a nccs,  cerebral 
(u  tcriosclcrosis,  radiation  theragg  and 
Meniere’s  sgndrome. 


Suirplied  in  scored,  tasteless  25  mg.  tablets, 
boxes  of  8 and  bottles  of  100  and  500.  •trademark 


Fat  intolerance  dyspepsia 


FOR  YOUR  PATIENTS  WITH  Irritable  bowel  syndrome 

Gallbladder  dysfunction 


OXSORBIL  Capsules  will  permit  the  inclusion  of  suitable 
dairy  and  vegetable  fats  in  the  patient’s  diet. 

POLYSORBATE  80  MAKES  THE  DIFFERENCE 


This  well  balanced  choleretic,  cholagogic  formula  comes  in  two  forms. 


OXSORBIL*  PB.  I OXSORBIL* 


IVES-CAMERON 

COMPANY 

Philadelphia  2,  Pa. 


(contains  phenobarbital  and 
belladonna 
for  patients  also 
requiring  spasmolysis 
and  sedation) 

Bottles  of  100  capsules 
Literature  on  request 


Plain 


FOR  TREATMENT  AND  MAINTENANCE 
IN  ANEMIA  PATIENTS 

Perihemin,  master  builder  of  red  cells 
and  hemoglobin,  contains  all  the  known 
hemopoietic  essentials  indicated  for  the 
majority  of  your  anemic  patients. 

The  intrinsic  factor,  in  purified,  concen- 
trated form,  enhances  absorption  of  Vita- 
min Bi2,  thus  promoting  rapid  hemato- 
logical improvement. 

LEDERLE  LABORATORIES  DIVISION 
AMERICAN  Gjanamid COMPANY  PEARL  RIVER,  NEW  YORK 

?IFIED,  INTRINSIC  FACTOR  CONCENTRATE 


IRON  • Bi2»C»  FOLIC  ACID  •LIVER  FRACTION  •INTRINSIC  FACTOR  CONCENTRATE  LEDERLE 


NOW  — for  p-r-o-l-o-n-g-e-d  spasmolytic  action  — 


DONNATAL  EXTENTA^ 

Donnatal  Extended  Action  Tablets 

For  truSy  dependable  prolonged 
spasmolytic  action,  DoranataS 
Exientabs  are  constructed  on  a 
new  principle,  t©  release  the 
equivalent  of  3 Donnatal  tablets 
gradually  and  uniformly , o . f® 
provide  sustained  therapeutic 
effect  for  1 0 t©  1 2 hours.  One 
ixtentab  morning  and  night  thus 
assures  ""round-the-dock"  action. 

Each  Donnatal  Exteniah  contains: 

Hyoseyamine  Sulfate  . . 0.3111  mg. 

Atropin®  Sulfate  ....  0.0582  mg. 

Hyoscine  Hydrobromide  0.0195  mg. 

Phenobarbital  (%  gr.)  . . 48.6  mg. 

Also  available  DONNATAL; 

. tablets,  capsules  and  elixir 

A.  H.  ROBINS  CO.,  INC.  • RiCHM.OND  20,  VA. 

Ethical  Pharmaceuticals  of  Merit  since  1878 


Trade  Mark 


from  an  editorial  in  the  J.A.M.A. 
(156:991,  Nov.  6,  1954): 


Oral  broad  spectrum  antibiotic  therapy 
may  cause  infection  with  Candida  albicans 


Each  Mysteclin  capsule,  containing  250 
milligrams  of  tetracycline  hydrochloride 
and  250,000  units  of  nystatin,  costs  the 
patient  only  a few  pennies  more  than  does 
tetracycline  alone. 

Minimum  adult  dose;  1 capsule  q.i.d. 
Supply:  Bottles  of  12  and  100. 


MYSTECLIN 

SQUIBB  TETRACYCLINE  — NY  S TAT  I N 

antibacterial  • antifungal 


‘MYSTECUN’  is  a SQUIBB  TRADEMARK 


Squibb 


and  Theragran  gives 

therapeutic  residts 


THERAGRAN 

THERAPEUTIC  FORMULA  VITAMIN  CAPSULES  SQUIBB 


Each  Theragran  Capsule  supplies: 


Vitamin  A ....  25,000  U.S.P.  Units 

(synthetic) 

Vitamin  D ....  1,000  U.S.P.  Units 
Thiamine  Mononitrate  ...  10  mg. 

Riboflavin  10  mg. 

Niacinamide  150  mg. 

Ascorbic  Acid 150  mg. 


1 or  more  capsules  daily 
bottles  of  30, 100  and  1000. 


'THERAGRAN'  IS  A SQUIBB  TRAOCMARK 


Squibb 


RHINALL" 

NOSE  OKOI'S 
4ppmximau  Ctmtertf* 

; *.p* 

Ocuv#i»>-«>  - 

l»«,lli«  ... ■«*'* 

^ t>«  iBoinnie  Saline  Rlearf^*’* 

*»INOPTO  CO.  D«lb»>^''^ 


NOSE  DROPS 

and  for 

Convenience 


‘Propadrine’  Hydrochloride  . .3% 

I Phenylpropanolamine  Hydrochloride) 


Phenylephrine  Hydrochloride 

.15% 

Chlorobutanol  . 

(Chloral  derivative) 

.15% 

Sodium  Bisulfite 

In  an  Isotonic  Saline  Menstruum 

.03  % 

☆ 

-A*  No  Bad  Taste  'A'  No  Sting 

At  No  risk  of  Sensitization 

or  Burn 

^ Especially  Useful  in  Children 


'A -oz.  Plastic  Spray  Bottle 

I -oz.  Rhinall  Nose  Drop  Bottle 
with  Dropper 

Same  Proven  Formula 

★ Samples  on  Request 


R H I N O P T O 
COMPANY 
Dallas,  Texas 


RHINALL  RHINAMIN  CAPSULES  PYROCAIN 
Cold  Capsules  in  Allergic  Colds  in  Acute  Otitis  Media 

ETHICAL  SPECIALTIES  FOR  THE  PROFESSION 


Now  Available 


From  The  Farm 


For  infants,  the  elderly, 
the  treatment  of  stomach 
disorders  and  allergies — 
GOAT’S  Milk  is  often 
the  right  answer.  Now 
in  plentiful  supply,  fresh 
from  the  farm. 

Certified  Milk 

is  produced  under  the 
supervision  of  the 
El  Paso  County  Medical 
Milk  Commission 


Write  or  call  Price’s  for  detailed  literature  on  Certified  Goat’s  Milk 


Price’s  Creameries,  liic.  600  N.  Piedras  Street,  El  Paso  Phone  5-2711 


Insomnia,  headache,  irritability, 
failing ‘memory  may  be  symptoms  of 
estrogen  deficiency  due  to  declining  ovarian  function 

"Premarin”®  (conjugated  estrogens,  equine)  is  a notably  effective 
preparation  for  estrogen  replacement  therapy. 


Ayerst  Labora tomes 
New  York,  N.;Y.  • Montreal;  .'Canjcda 
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TORREON,  COAHUILA:— Dr.  Alvaro  Rodriquez  Villareal,  Cllnlca  de 
Radiologia,  Morelos  No.  833  Pte. 
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Cutter  Laboratories,  first  in  the  United  States  to  produce 
a tissue  cultured  vaccine  commercially,  is  pleased  to 

announce  the  availability  of  another  tissue  cultured 
product — Poliomyelitis  Vaccine/Cutter. 

Because  there  is  a possibility  of  short  supplies  of 
Poliomyelitis  Vaccine,  we  believe  that  a fair  method  of 
distribution  is  by  planned  allocation. 


Cutter  will  therefore  allocate  supplies  to  each  geographical 
sales  division,  based  on  the  division’s  sales  of  pediatric 

biologicals  during  1954.  Each  Cutter  sales  division  will 
then  follow  the  same  general  pattern  of  distribution 
through  regular  trade  channels. 


Cutter  Latoralo 


c^ouili  ivsitzxn  MEDICINE 

VOL.  XXXVI  MAY.  1955  No.  5 


Doctors  In  Politics 

By  Joseph  Bank,  M.D.,  Phoenix 


General  MacArthur’s  popularized  quota- 
tion about  old  soldiers  has  been  paraphrased 
in  various  ways.  A recent  one  concerns  pol- 
iticians, to  the  ef- 
fect that  old  politi- 
cians never  die, 
they  just  smell  that 
way.  This  wisecrack 
epitomized  an  all 
too  common  atti- 
tude towards  poli- 
tics. Because  of 
their  assiduous  ap- 
plication to  their 
studies  during  their 
academic  training, 
physicians  have 
developed  a certain 
degree  of  detach- 
ment and  withdrawal  from  the  non-medical 
world.  They  do  not  fill  the  role  of  hail  fel- 
low as  well  as  the  “common  man.’’  Perhaps 
that  may  be  why  doctors  have  a gi’eater 
degree  of  aloofness  from  politics  than  the 
average  citizen. 

Politicians  have  been  clever  enough  to  put 
the  medical  profession  in  a bad  light  politi- 
cally before  engaging  in  the  frontal  attack 
of  compulsory  health  insurance.  They  ma- 
noeuvered  the  profession  into  an  anti  position 
to  what  was  proposed  as  a public  health 
measure.  They  thus  stole  some  of  the  ini- 
tiative from  the  profession  which  has  always 
been  considered  the  natural  leader  and  ex- 
ponent of  national  health. 

No  Island 

The  practice  of  medicine  is  no  longer  an 
island  limited  to  bedside  care.  The  physician 
must  also  be  a citizen  and  a leader  in  the 
health  of  the  community.  Medicine  involves 
more  than  the  individual  physician.  It  in- 
cludes departments  of  health,  various  health 


agencies,  laboratory  technicians,  hospitals 
and  welfare  agencies.  In  these  multiple  units 
the  physician  should  assume  the  leadership 
of  the  team  because  of  his  training,  com- 
petence, and  tradition. 

During  the  past  few  months  preceding 
and  during  the  session  of  the  State  Legis- 
lature, the  Arizona  Medical  Association  has 
engaged  in  an  intensive  campaign  to  enact 
tuberculosis  control  legislation.  This  meant 
activity  in  “politics’’,  in  the  course  of  which 
an  educational  campaign  was  conducted  in 
the  press  and  before  civic  and  political 
groups. 

Eleventli  Hour 

It  is  significant  that  the  measure  was  not 
passed  until  the  eleventh  houi'.  The  bill  had 
deteriorated  into  a political  football  of  pol- 
iticians very  little  concerned  with  the  real 
problem  involved.  It  was  only  under  the 
glaring  light  of  good  publicity  in  which  local 
doctors  made  the  issue  clear  to  the  public, 
that  the  tide  was  turned.  Many  conceded 
that  the  bill  would  be  lost  in  the  legislature 
this  year.  For  thirty  years  similar  health 
measures  failed  to  pass.  It  was  this  special 
effort  of  Arizona  doctors  that  brought  suc- 
cess at  last. 

As  a result,  the  profession  now  appears 
before  the  public  in  an  affirmative  position 
in  matters  of  health.  Such  continued  efforts 
are  necessary  to  convince  the  people  that 
organized  medicine  is  fighting  their  battle. 
Constructive  activities  of  this  type  will  ul- 
timately outweigh  the  promises  of  politicians 
in  the  mind  of  the  community.  Political 
activity  of  this  type  provides  the  ideal  public 
relations  program.  It  does  not  attempt  to 
manipulate  public  opinion,  but  rather  identi- 
fies medical  practice  with  public  welfare. 
This  marks  a long  step  forward  in  the  right 
direction. 
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Gout 

By  Jack  A.  Bernard,  M.D.,  El  Paso 


The  therapeutic  armentarium  for  the  man- 
agement of  gout  may  be  grouped  as  follows ; 

1.  Those  drugs  used  for  confirming  the 
diagnosis. 

:2.  Those  drugs  used  in  the  treatment  of 
acute  gout. 

3.  Those  di’ugs  useful  for  latent  gout,  that 
is,  the  quiescent  interval. 

4.  Those  drugs  used  for  chronic  topha- 
ceous gout. 

Colchicine,  the  oldest  drug  of  the  group, 
has  been  used  empirically  for  a long  time 
for  the  treatment  of  acute  gouty  arthritis 
and  also  to  confirm  the  clinical  impression 
of  gout.  The  diagnosis  of  gout  is  established 
when  an  acute  attack  of  arthritis  is  relieved 
by  0.5  or  1.0  mg.  of  colchicine  given  every 
two  to  four  hours  until  the  attack  subsides 
(or  until  nausea,  vomiting,  or  diarrhea  neces- 
sitate stopping  of  the  drug),  usually  a total 
dosage  of  6 to  8 mg.  Acute  attacks  are  usual- 
ly repeatedly  relieved  by  this  regime.  How- 
ever, colchicine  will  not  relieve  all  cases  of 
acute  gout,  particularly  if  treatment  has 
been  delayed.  Since  it  has  long  been  effective 
in  treatment  and  because  of  its  low  toxicity, 
it  is  the  drug  of  choice  in  acute  gouty  ar- 
thritis. 

Refractory  Cases 

As  there  are  some  cases  refractory  to 
colchicine,  and  since  the  gastro  intestinal 
effects  of  colchicine  may  be  bothersome,  there 
is  a need  for  other  forms  of  therapy : Buta- 
zolidin  has  been  found  to  be  effective.  How- 
ever, reports  indicate  a high  instance  of 
serious  and  fatal  toxic  reactions:  agranulo- 
cytosis, bleeding  ulcers,  exfoliative  dermati- 
tis and  hypersensitivity  reactions. 

Butazolidin  (Phenylbutazone)  is  related 
to  acetanilid.  It  is  a derivative  of  antipyrine 
with  pharmacologic  properties  similar  to 
those  of  Aminopyrine  which  in  the  past  has 
been  notorious  in  pi'oducing  serious  toxic 
reactions.  Aminopyrine  and  phenylbutazone 
have  been  marketed  together  under  the  trade 
names  irgapyrin  and  butapyrin. 

Caution  Essential 

The  hazards  of  Butazolidin  may  be  les- 
sened somewhat  by  short  term  therapy,  but 


extreme  caution  is  essential.  Also,  it  has 
been  shown  that  the  recommended  dose  of 
800  mg.  daily  produces  a plateau  plasma 
level  only  slightly  higher  than  the  dose  of 
400  mg.  daily.  Therefore  a lower  main- 
tenance dose  may  also  reduce  the  hazard  of 
toxicity.  Again,  extreme  caution  is  urged. 

ACTH  has  also  been  used  in  acute  gout 
but  it  offers  no  advantages  except  perhaps 
where  oral  therapy  is  not  possible.  Adequate 
dosage  50  to  200  mg.  and  maintenance  dos- 
age of  about  100  mg.  per  day  are  necessary. 
And  as  the  dosage  is  tapered  off,  colchicine 
or  phenylbutazone  are  given  concurrently  to 
avoid  any  exacerbations.  Cortisone  is  said 
to  be  not  as  dependable  as  ACTH. 

For  latent  gout,  that  is  the  asymptomatic 
patient.  Probenecid  (Benemid,  Sharp  and 
Dohme)  is  a very  effective  uricosuric  agent. 
1.0  to  2.0  gm.  by  mouth  daily  causes  a 
marked  suppression  of  tubular  reabsortion 
of  urate.  With  protracted  maintenance  thera- 
py a lower  serum  uric  acid  level  and  perhaps 
a normal  level  may  be  maintained,  with 
perhaps  alleviation  of  chronic  gout  pain  and 
stiffness  of  joints  and  perhaps  even  a de- 
crease in  the  size  of  tophaceous  deposits. 
There  have  been  some  side  effects  but  they 
have  been  mild,  negligible,  and  transitory  in 
most  instances,  and  except  with  higher  dos- 
age, no  serious  side  effects  have  been  noted. 

Dietary  Restrictions 

Effectiveness  of  dietary  restrictions  are 
not  easily  shown  but  one  should  restrict 
purines  in  order  to  not  overload  the  kidneys 
with  uric  acid.  Also  a high  fat  diet  causes 
uric  acid  retention  by  diminishing  the  renal 
excretion  of  uric  acid.  Therefore,  a low  fat, 
low  purine  diet  seems  logical. 

Analgesics  are  very  effective  and  helpful 
in  controlling  the  pain  in  acute  phases  and 
also  may  be  used  as  uricosuric  agents  in 
chronic  gout.  They  should  not  be  used  with 
Benemid  because  there  is  a negating  of  the 
uricosuric  action  of  Benemid  by  salicylates. 

In  summary : 

1.  Colchicine  is  the  drug  of  choice  for 
confirming  the  diagnosis  of  a suspicious 
case  of  gout. 

2.  Colchicine  is  also  the  drug  of  choice  for 
the  treatment  of  acute  gout. 

(Continued  on  Page  222) 
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Truths  and  Concepts  Concerning  the  Cardiovascular  System 

By  Andrew  M.  Babey,  M.U.,  Las  Cruces,  N.  M. 


1.  “The  diagnosis  of  patent  ductus  arteri- 
osus rests  almost  completely  on  the  finding 
of  the  typical  murmur.  In  about  C5  per  cent 
of  patients  with  a patent  ductus  this  finding 
will  suffice.  The  murmur  is  continuous  with 
systolic  accentuation  and  is  best  heard  in 
the  area  under  the  clavicle  and  to  the  left 
of  the  sternum.  Occasionally  it  is  loudest 
in  the  third  left  interspace.  Although  the 
amplitude  may  vary  from  quite  soft  to  very 
loud  the  murmur  has  a turbulent  quality 
which  is  most  distinctive.”  G.  H.  Holswade, 
H.  P.  Goldberg,  BuUetin  of  N.  Y.  Academy 
of  Medicine,  Sept.  1953,  p.  695. 

2.  “The  diagnosis  of  patent  ductus  arte- 
riosus in  the  presence  of  a systolic  murmur 
only,  is  possible  but  in  most  instances  con- 
firmation has  been  sought  by  means  of 
angiocardiography,  retrograde  aortogram,  or 
cardiac  catheterization.  It  is  well  known  that 
a patent  ductus  arteriosus  may  be  associated 
with  a systolic  murmur  only  during  infancy 
and  early  childhood,  during  heart  failure, 
with  reversal  flow  and  with  a markedly 
small  caliber  ductus.  In  all  but  the  last  of 
these  the  level  of  pulmonary  arteiy  pressure 
is  apparently  the  most  important  single  fac- 
tor. Reversal  of  flow  is  most  easily  detected 
by  the  presence  of  cyanosis  and  clubbing  of 
the  toes  in  contrast  to  normal  appearing 
fingers.  Improvement  of  heart  failure  may 
reestablish  the  continuous  murmur.”  G.  R. 
Holswade,  H.  P.  Goldberg,  loc.  cit.,  p.  696. 

3.  “There  are  five  kinds  of  haemoptysis 

complicating  mitral  valve  disease:  (1)  the 
sudden  unexpected  profuse  haemorrhage 
(pulmonary  apoplexy)  ; (2)  blood-stained 

sputum  associated  with  attacks  of  dyspnoea 
due  to  acute  pulmonary  venous  congestion ; 
(3)  bloodstreaked  sputum  associated  with 
attacks  of  winter  bronchitis,  presumably  due 
to  a combination  of  bronchial  inflamation 
and  pulmonary  venous  congestion;  (4)  pink 
frothy  sputum  accompanying  acute  pulmona- 
ry oedema;  and  (5)  frank  haemoptysis  due 
to  pulmonary  infarction.”  Paul  Wood,  Brit- 
ish Medical  Journal,  May  8,  1954,  p.  1054. 

4.  “Pulmonary  apoplexy  is  rare  when  the 
pulmonary  arterial  resistance  is  really  high, 
for  the  haemorrhage  is  venous  and  the  high 
resistance  tends  to  protect  the  pulmonary 


venous  system  from  developing  too  high  a 
pressure.”  Paul  Wood,  loc.  cit.,  p.  1054. 

а.  “Pulmonaiy  apoplexy  is  not  a serious 
symptom,  and  this  is  borne  out  by  the  fact 
that  is  has  never  proved  fatal  in  my  ex- 
perience. Indeed,  this  sort  of  haemorrhage 
may  be  regarded  as  a safety  valve  and  is 
inevitably  self-limiting,  ceasing  when  the 
pulmonary  venous  pressure  has  fallen  suf- 
ficiently.” Paul  Wood,  loc.  cit.,  p.  1054. 

б.  “It  is  worth  noting  that  44  per  cent 
of  the  surgical  cases  had  either  pulmonary 
apoplexy  or  congestive  haemoptysis;  one  of 
the  outstanding  results  of  mitral  valvotomy 
has  been  the  abolition  of  these  haemoptyses.” 
Paul  Wood,  loc.  cit.,  p.  1054. 

7.  “Angina  pectoris,  indistinguishable  in 
site,  radiation,  quality,  duration  of  attacks, 
and  relationship  to  effort  from  that  en- 
countered in  occlusive  coronary  atherosclero- 
sis, occurred  in  12  per  cent  of  the  surgical 
cases,  5 per  cent  of  the  medical,  and  in  3 per 
cent  of  those  with  almost  pui-e  mitral  in- 
competence— that  is,  in  8.4  per  cent  of  the 
whole  series.”  Paul  Wood,  toe.  cit.,  p.  1055. 

8.  “It  is  believed  that  angina  pectoris  in 
mitral  stenosis  is  due  to  functional  insuf- 
ficiency of  the  coronary  blood  flow  resulting 
from  strict  limitation  of  the  cardiac  output, 
and  that  it  is  the  left  ventricle  which  suffers 
most.  A high  pulmonary  resistance  may  en- 
courage angina  more  by  limiting  the  cardiac 
output  than  by  increasing  the  work  of  the 
right  ventricle.”  Paul  Wood,  toe.  cit.,  p.  1055. 

9.  “Several  interesting  conclusions  can  be 
drawn  from  this  analysis:  (1)  The  risk  of 
embolism  occurring  at  operation  is  almost 
as  high  as  the  risk  of  spontaneous  embolism 
(10  per  cent  compai’ed  with  13  per  cent).  It 
is  therefore  unwise  to  advise  mitral  valvoto- 
my in  order  to  prevent  future  embolism  in 
someone  who  has  so  far  been  free  fi'om  this 
complication.  (2)  In  advising  mitral  valvo- 
tomy to  prevent  a I'ecurrence  of  spontaneous 
embolism  thei’e  need  be  no  special  fear  that 
the  operation  itself  may  cause  a recurrence, 
the  risk  being  no  gi’eatei-  in  those  who  have 
had  pi-evious  emboli  than  in  those  who  have 
not.  (3)  The  infrecjueucy  of  left  atiial  clots 
in  patients  who  have  given  a history  of  em- 
bolism suggests  that  oidy  fresh  clots  are 
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thrown  out  into  the  circulation,  and  that 
once  a clot  is  organized  there  is  little  danger 
of  embolism  from  that  source.  Operative  in- 
tervention alone  is  likely  to  dislodge  a frag- 
ment of  old  thrombus.”  Paul  Wood,  loc.  cit., 
p.  1056. 

10.  “One  of  the  remarkable  results  of  tech- 
nically successful  mitral  valvotomy  is  the 
disappearance  of  winter  bronchitis.  This 
certainly  supports  the  view  that  the  bronchi- 
tis depends  on  a state  of  chronic  pulmonary 
venous  congestion  in  the  majority  of  cases.” 
Paul  Wood,  loc.  cit.,  p.  1056. 

11.  “A  presystolic  murmur  is  excellent 
evidence  against  significant  mitral  incom- 
petence.” Paul  Wood,  loc.  cit.,  p.  1060. 

12.  “A  presystolic  murmur  is  a sign  of 
mitral  stenosis,  but  not  of  its  degree.”  Paul 
Wood,  loc.  cit.,  p.  1060. 

1.3.  “A  loud  first  heart  sound  is  excellent 
evidence  of  mitral  stenosis,  but  gives  little 
indication  of  its  degree;  its  presence  is  a 
talisman  against  serious  mitral  incompe- 
tence” Paul  Wood,  loc.  cit.,  p.  1061. 

14.  “The  pulmonary  element  of  the  second 
heart  sound  is  an  important  but  not  infal- 
lible guide  to  the  degree  of  pulmonary  hyper- 
tension present  in  mitral  stenosis.”  Paul 
Wood,  loc.  cit.,  p.  1062. 

1.5.  “The  opening  snap  is  one  of  the  most 
important  signs  of  dominant  mitral  stenosis, 
and,  like  a loud  first  heart  sound,  is  an  ex- 
cellent talisman  against  the  presence  of 
serious  mitral  incompetence.  Although  it 
signifies  properly  developed  stenosis,  being 
absent  in  many  trivial  cases,  it  does  not 
necessarily  mean  that  the  stenosis  is  severe 
enough  to  warrant  valvotomy.”  Paul  Wood, 
loc.  cit.,  p.  1062. 

16.  “The  presence  of  a third  heart  sound 
is  excellent  evidence  of  at  least  moderate 
mitral  incompetence.  Its  presence  offers  a 
strong  reason  for  not  recommending  valvoto- 
my even  in  those  rare  instances  in  which  a 
clinical  opening  snap  is  heard  in  addition  to 
the  third  sound.”  Paul  Wood,  loc.  cit.,  p.  1063. 

17.  “Since  the  results  of  valvotomy  were 
poor  in  half  the  cases  of  mitral  stenosis 
complicated  by  more  than  trivial  incompe- 
tence, and  only  fair  in  another  quarter,  and 
since  only  one-third  of  this  group  had  left 
ventricular  preponderance  at  all,  and  that 
of  only  grade  1,  it  follows  that  higher  grades 
of  left  ventricular  preponderance  are  a 
direct  contraindication  to  mitral  valvotomy.” 
Paul  Wood ; British  Medical  Journal,  May  15, 
1954,  p.  1114. 

18.  “It  is  concluded  that  heavy  mitral 
calcification  is  a serious  drawback  to  valvo- 


toniy,  not  only  because  it  favours  too  great 
a degree  of  mitral  incompetence,  but  because 
it  is  likely  to  result  in  such  incompetence  if 
not  already  present.  It  is  not  merely  the 
calcium  which  causes  the  trouble,  but  the 
severe  destruction  of  the  valve  mechanism 
which  leads  to  its  deposition.”  Paul  Wood, 
loc.  cit.,  p.  1116. 

19.  “The  behaviour  of  the  pulmonary  vas- 
cular resistance  is  perhaps  the  most  important 
physiological  event  in  mitral  stenosis,  and 
to  a large  extent  determines  the  course  and 
pattern  of  the  disease.  Thus  a high  resistance 
puts  a considerable  strain  on  the  right  ven- 
tricle and  causes  that  chamber  to  enlarge 
with  or  without  functional  tricuspid  incom- 
petence; it  prevents  the  pulmonary  venous 
system  and  left  atrium  from  developing  un- 
duly high  pressures  and  so  diminishes  or- 
thopnoea  and  abolishes  paroxysmal  cardiac 
dyspnoea  and  pulmonary  oedema;  it  limits 
the  cardiac  output  directly  and  also  indirect- 
ly by  tending  to  reduce  the  pressure  gradient 
across  the  mitral  orifice.  In  other  words,  a 
high  pulmonary  vascular  resistance  saves 
the  patient  from  drowning  at  the  expense 
of  a low  cardiac  output ; a high  venous  pres- 
sure, hepatic  distension,  oedema,  and  fatigue 
replace  haemoptysis,  severe  breathlessness, 
paroxysmal  cardiac  dyspnoea,  and  pulmona- 
ry oedema.”  Paul  Wood,  loc.  cit.,  p.  1119. 

20.  “Since  mitral  stenosis  takes  from 
three  to  fifteen  years  to  develop  after  active 
rheumatic  valvulitis,  a similar  time  interval 
must  elapse  before  the  true  incidence  of  re- 
stenosis is  known.”  Paul  Wood,  loc.  cit., 

p.  1121.  - 

21.  “Rhe  umatic  fever  is  primarily  a 
disease  of  the  temperate  zones.  Although 
with  more  intensive  search  it  has  been  found 
to  be  more  common  in  subtropical  and  tro- 
pical climates  than  was  formerly  supposed, 
the  severe  acute  manifestations  are  less  fre- 
quently observed  in  children  living  in  south- 
ern latitudes.  On  the  other  hand,  the  inci- 
dence of  rheumatic  heart  disease  in  adults 
who  have  lived  all  their  lives  in  the  South 
apparently  is  almost  as  high  as  in  the  North, 
suggesting  that  rheumatic  fever  in  southern 
latitudes  tends  to  run  a more  insidious 
course.”  Ann  G.  Kuttner;  Textbook  of  Pe- 
diatrics, W.  B.  Saunders  Co.,  1950,  p.  1081. 

22.  “Perhaps  the  most  important  reason 
for  the  rise  in  the  incidence  of  digitalis  in- 
toxication is  the  increasing  dependence  of 
treatment  on  electrolyte  manipulation.”  Ber- 
nard Town  and  Samuel  A.  Levine:  The  New 
England  Journal  of  Medicine,  May,  13  1954, 
p.  819. 

{To  he  continued) 
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Eighth  Rocky  Mountain  Medical  Conference  and  the  Seventy 
Third  Annual  Meeting  of  the  New  Mexico  Medical 
Society,  May  4-5-6,  Albuquerque 

KOCKY  MOUNTAIN  MEDICAL  CONFERENCE  Dj:i7  - 1955 


The  Rocky  Mountain  Medical  Conference 
was  organized  in  1937,  and  is  a joint  enter- 
prise of  the  Medical  Societies  of  Colorado, 
Montana,  New  Mexico,  Utah  and  Wyoming. 
Conferences  are  held  biennially  and  are 
rotated  among  the  participating  states. 

The  basic  principles  of  the  Conference  are: 
The  Conference  elects  no  officers ; indulges 
in  no  medical  politics ; considers  no  resolu- 
tions or  pronouncements  relating  to  the 
policies  of  organized  medicine ; forbids  itself 
any  activities  that  would  aggrandize  an  in- 
dividual, state  or  locality ; sole  purpose  of 
the  Conference  is  to  meet  every  two  years 
to  bring  Rocky  Mountain  physicians  together 
for  an  outstanding  scientific  program  featur- 
ing speakers  of  national  stature  from  out- 
side the  Rocky  Mountain  Region. 

General  Information: 

The  Hilton  Hotel  will  be  headtiuarters  for 
the  Conference.  Registration  will  begin  on 
May  3,  at  5:00  P.  M.,  and  will  continue  each 
day  of  the  Conference  from  8:30  A.  M.  to 
5:00  P.  M. 

Registration  at  the  Rocky  Mountain  Med- 
ical Conference  is  open  to  any  Doctor  of 
Medicine  who  is  a member  in  good  standing 
of  his  State  Medical  Society.  Registration  is 
not  limited  to  physicians  within  the  five 
states  which  participate  in  managing  the 
Conference. 

Scientific  Meetings: 

All  Scientific  meetings  will  be  held  in  the 
ballroom  of  the  Hilton  Hotel. 

Round  Table  Luncheons  will  be  held  on 
Thursday  and  Friday.  Tickets  may  be  pur- 
chased at  the  registration  desk. 

Admission  to  all  scientific  meetings  will 
be  by  badge  only. 

Social  F hnclions: 

The  Bernalillo  County  Medical  Society  will 
be  host  to  a Stag-Smoker  on  Wednesday 
evening,  May  4,  at  the  Fez  Club. 

A Dinner-Dance  will  be  held  on  Thursday 
evening  in  the  Alvarado  Hotel.  A “big- 
name”  band  will  be  engaged  for  the  evening. 
Dress  will  be  informal  — in  fact  the  evening- 
will  be  informal,  with  no  head  table  of 
speeches.  Social  hour  will  begin  at  6 :30  P.M., 
and  dinner  will  be  served  at  7 :45  P.  M.  Danc- 


ing will  begin  at  9:00  P.  M.  Tickets  for  the 
dinner-dance  may  be  purchased  at  the  re- 
gistration desk.  Please  get  your  tickets  early 
since  we  must  know  how  many  will  attend. 


Auxiliary  Functions: 


The  auxiliary  to  the  Bernalillo  County 
Medical  Society  will  be  host  to  all  physicians’ 
wives  who  are  attending  the  Conference,  on 

wives  who  are  at- 
tending the  confer- 
ence, on  Wednesday 
evening.  May  4,  at 
a buffet  supper  and 
style  show  at  the 
Albuquerque  Coun- 
try Club,  An  unusu- 
al style  show  is  be- 
ing arranged. 

The  auxiliary  will 
be  host  at  a coffee 
on  Thursday  at 
10:00  A.  M.,  and  a 
luncheon  at  the  Fez 
Club.  Mrs.  George 
Turner  of  El  Paso, 
President,  Auxiliary 
Mrs.  Turner  to  the  American 

Medical  Association,  will  be  the  luncheon 
speaker. 

The  wives  will  join  their  husbands  on 
Thursday  Evening,  May  5,  for  the  Dinner  - 
Dance. 


Guest  Speakers: 

PHILLIPS  THYGESON,  M.  D.,  Clinical 
Professor  of  Ophthalmology,  University  of 
California;  Vice-President,  International  Or- 
ganization Against  Trachoma;  Chairman, 
Sensory  Diseases  Study  Section,  National 
Institutes  of  Health. 

L.  HENRY  GARLAND,  M.  D.,  Clinical 
Pi'ofessor  of  Radiology,  Stanford  University 
Medical  School ; Consultant  Radiologist  to 
the  Vetei'ans  Administration,  United  States 
Public  Health  Service  and  United  States 
Army. 

FRANK  B.  QUEEN,  M.  D.,  Professor  of 
Pathology,  University  of  Oregon  Medical 
School ; Director,  University  of  Oregon  Tu- 
mor Clinic. 
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MERL  J.  CARSON,  M.  D„  Medical  Direc- 
tor, Los  Angeles  Children’s  Hospital ; Profes- 
sor of  Pediatrics,  University  of  Southern 
California. 


OPENING  CEREMONIES 

Wednesday  Afternoon,  May  4,  1955 
Stuart  W.  Adler.,  M.  D.,  President, 
New  Mexico  Medical  Society,  Presiding 


LESTER  R.  DRAGSTEDT,  M.  D.,  at  pre- 
sent Thomas  D.  Jones  Distinguished  Service 
Professor  of  Surgery;  Chairman,  Depart- 
ment of  Surgery  of  the  University  of 
Chicago. 

HARVEY  C.  SLOCUM,  Colonel,  MC, 
Chief,  Anesthesia  and  Operative  Service, 
Walter  Reed  Army  Hospital;  Consultant  in 
Anesthesiology  to  Surgeon  General ; Profes- 
sor of  Anesthesiology,  University  of  Texas 
Medical  School  (Military  Leave.) 

JOHN  deJ.  PEMBERTON,  M.  D.,  Head 
of  a Section  in  Surgery  at  Mayo  Clinic  from 
1918  to  1952,  when  he  attained  Emeritus 
Status ; Author  of  numerous  articles  on  sur- 
gery. 

WILLIAM  T.  FOLEY,  M.  D.,  Assistant 
Professor  of  Clinical  Medicine,  Cornell  Uni- 
versity Medical  School ; Assistant  Attending 
Physician,  New  York  Hospital ; Chief  of 
Vascular  Clinic. 

B.  B.  WELLS,  M.  D.,  Professor  of  Med- 
icine, Creighton  University  School  of  Medi- 
cine; Consulting  Editor,  W.  B.  Saunders 
Company. 


1 :45  PM  Invocation:  Rev.  Everett  B.  King, 

D.  D.,  Pastor 
First  Presbyterian 
Church,  Albuquerque 

Welcome:  Stuart  W.  Adler, M.D., 
President 

New  Mexico  Medical 
Society. 

Welcome:  Mr.  Berl  Huffman, 
Manager 

Albuquerque  Cham- 
ber of  (Commerce. 

Welcome:  Louis  A. McRae, M.D., 
President 
Bernalillo  County 
Medical  Society 

SCIENTIFIC  PROGRAM 

Stuart  W.  Adler,  M.  D.,  Presiding 

Note:  Inasmuch  as  there  will  be  no  dis- 
cussion following  individual  papers, 
physicians  are  urged  to  hand  in  any 
questions  to  the  presiding  officer 
during  recess  or  adjournment.  These 
questions  will  form  the  basis  for 
discussion  at  the  medical  and  sur- 
gical luncheons  on  Thursday  and 
Friday. 
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Dr.  Garland 


Dr.  Pemberton 


Dr.  Queen 


2:00  PM  “THE  ANATOMIC  BASIS  FOR 
JAUNDICE” 

Frank  B.  Queen,  M.D.,  Portland, 
Oregon 

2:30  PM  “CLINICAL  PHYSIOLOGY  OF 
THE  THYROID” 

B.  B.  Wells,  M.  D.,  Omaha, 
Nebraska 

3 :00  PM  RECESS 

3:30  PM  “SURGICAL  TREATMENT  OF 
ADENOMA  OF  THE  THYROID 
—SINGLE  AND  MULTIPLE” 
John  de  J.  Pemberton,  M.  D., 
Rochester,  Minnesota 

4:00  PM  “NEW  LIGHT  ON  THE  ETIO- 
LOGY OF  GASTRIC  AND  DUO- 
DENAL ULCERS” 

Lester  R.  Dragstedt,  M.D.,  Chica- 
go, Illinois 

4:30  PM  ADJOURN 

6:30  PM  STAG-SMOKER  AND  ENTER- 
TAINMENT 

Fez  Club — sponsored  by  the  Ber- 
nalillo County  Medical  Society. 

SCIENTIFIC  PROGRAM 


questions  will  form  the  basis  for  dis- 
cussion at  the  medical  and  surgical 
luncheons  on  Thursday  and  Friday. 

9:00  AM  “THE  CURRENT  STATUS  OF 
ANTICOAGULANT 
THERAPY” 

William  T.  Foley,  M.  D.,  New 
York,  New  York 

9:30  AM  “MUCOCUTANEOUS  OCU- 
LAR SYNDROMES” 

Phillips  Thygeson,  M.  D.,  San 
Jose,  California 

10:00  AM  RECESS 

10:30  AM  “THE  SURGICAL  TREAT- 
MENT OF  GASTRIC  AND 
DUODENAL  ULCERS” 

Lester  R.  Dragstedt,  M.  D., 
Chicago,  Illinois 

11:00  AM  “SOME  PHYSIOLOGIC  VARI- 
ABLES IN  HYPOTHERMIA” 
Harvey  C.  Slocum,  Colonel,  MC, 
Washington,  D.  C. 

11:30  AM  ADJOURN  foi-  lunch. 

Thursday  Afternoon,  May  5,  1955 

12:00  N Round  Table  Luncheon 


Thursday  Morning,  May  5,  1955 
John  J.  Malee,  M.  I).,  President 
Montana  Medical  Association,  Presiding 

Note:  Inasmuch  as  there  will  be  no  dis- 
cussion following  individual  papers, 
physicians  are  urged  to  hand  in 
questions  to  the  presiding  officer 
during  recess  or  adjournment.  These 


Sl  RCilCAL  LUNOIEIW — Alvarado  R<»oni, 
AIvara<lo  Hotel 

Louis  A.  McRae,  M.  1).,  Presiding 
John  deJ.  Pemberton,  M.  1). 

Harvey  Slocum,  M.  I). 

Henry  Garland,  M.  D. 

Phillips  Thygeson,  M.  D. 

Lester  Dragstedt,  M.  D. 
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Col.  Slocum 


Dr.  Thygeson 


Dr.  Wells 


MEDICAL  LUNCHEON— East  Lobby, 
Alvarado  Hotel 

Robert  Friedeiiberg,  M.D.,  Presiding 

Frank  Queen,  M.  D. 

Merl  Carson,  M.  D. 

William  Foley,  M.  D. 

B.  B.  Wells,  M.  D. 

SCIENTIFIC  PROGRAM 

Bernard  J.  Sullivan,  M.  D.,  Presiding 
President,  Wyoming  Medical  Society 

Note:  Inasmuch  as  there  will  be  no  dis- 
cussion following  individual  papers, 
physicians  are  urged  to  hand  in  any 
questions  to  the  presiding  officer 
during  recess  or  adjournment.  These 
questions  will  form  the  basis  for 
discussion  at  the  medical  and  sur- 
gical luncheons  on  Thursday  and 
Friday. 

2:00  PM  “THE  TREATMENT  OF  PRI- 
MARY CARCINOMA  OF  THE 
BREAST” 

L.  Henry  Garland,  M.D.,  San 
Francisco,  California 

2:30  PM  “PREVENTION  OP  DISRUP- 
TION OF  ABDOMINAL 
WOUNDS” 

John  deJ.  Pemberton,  M.  D., 
Rochester,  Minnesota 

3:00  PM  RECESS 

3:15  PM  “SEX  DEFINITION  IN 
CHILDREN” 

Merl  J.  Carson,  M.  D.,  Los 
Angeles,  California 


3:45  PM  PANEL  DSCUSSION  ON  THY- 
ROID DISEASE 
B.  B.  Wells,  M.  D.,  Moderator 
Panel  Participants : 

John  deJ.  Pemberton,  M.  D. 
Frank  B.  Queen,  M.  D. 
Phillips  Thygeson,  M.  D. 
Henry  Garland,  M.  D. 

Merl  Carson,  M.  D. 

Harvey  C.  Slocum,  M.  D. 


5:00 

PM 

Adjourn 

6:30 

PM 

Social  Hour  - East  Lobby,  Alva- 
rado Hotel 

7:30 

PM 

Banquet  - Dining  Room,  Alvara- 
do Hotel 

9:00 

PM 

Dancing. 

FRIDAY  MORNING 

May  6,  19.5.5 
SCIENTIFIC  PROGRAM 

Charles  Ruggeri,  Jr.,  M.D.,  President 
Utah  State  Medical  Association,  Presiding 

Note:  Inastnuch  as  there  will  be  no  dis- 
cussion following  individual  papers, 
physicians  are  urged  to  hand  in  any 
questions  to  the  presiding  officer 
cluring  recess  or  adjournment.  These 
questions  will  form  the  basis  for 
discussion  at  the  medical  and  sur- 
gical luncheons  on  Thursday  and 
Friday. 

9:00  AM  “THE  DIAGNOSIS  OF  COL- 
LAGEN DISEASE” 

L.  Henry  Garland,  M.  D.,  San 
Francisco,  California 
William  T.  Foley,  M.  D.,  New 
York,  New  York 


MAY,  1955 


SOUTHWESTERN  MEDICINE 


Page  21 1 


9:30  AM  “PHYSIOLOGICAL  CON- 
CEPTS OF  VASCULAR  DIS- 
EASE” 

William  T.  Foley,  M.  D.,  New 
York,  New  York 

10:00  AM  RECESS 


10:15  AM  “THE  DIFFERENTIAL  DIAG- 
NOSIS OF  KERATOCON- 
JUNCTIVITIS” 

Phillips  Thygeson,  M.  D.,  San 
Jose,  California 

10:45  AM  PANEL  DISCUSSION  ON 
JAUNDICE  DISEASE 
Frank  B.  Queen,  M.  I)., 
Moderator 
Panel  PaiHcipants : 

B.  B.  Wells,  M.  D. 

Lester  R.  Dragsteclt,  M.  D. 

L.  Henry  Garland,  M.  D. 

Merl  J.  Carson,  M.  D. 

Harvey  C.  Slocum,  M.  D. 

11:45  AM  Adjourn  for  lunch. 


12:00  N ROUND  TABLE  LUNCHEONS 
SURGICAL  LUNCHEON  — Alvarado  Room, 
Alvarado  Hotel 


P.  G.  Cornish,  M.  D.,  Presiding 
John  deJ.  Pemberton,  M.  D. 
Harvey  C.  Slocum,  M.  D. 
Frank  Queen,  M.  D. 

Phillips  Thygeson,  M.  D. 
Lester  Dragstedt,  M.  D. 


3:30  PM  “ANESTHESIA  FOR  SURGI- 
CAL CASUALTIES” 

Harvey  C.  Slocum,  M.  D., 
Washington,  D.  C. 

4:00  PM  “MANAGEMENT  OF  ACUTE 
RENAL  FAILURE” 

B.  B.  Wells,  M.  D„  Omaha, 
Nebraska 

4 :30  PM  Ad  journ 

THE  ROCKY  MOUNTAIN  MEDICAL 

CONFERENCE  RUNS  BY  THE  CLOCK! 

The  Scientific  Programs  of  the  Rocky 
Mountain  Medical  Conference  are  run  by  the 
clock,  to  the  minute.  This  has  been  true  of 
the  seven  previous  meetings,  and  it  will  be 
true  this  May. 

All  meetings  will  begin  on  time,  all  speak- 
ers will  be  required  to  begin  their  presenta- 
tions exactly  on  time,  and  none  will  be  per- 
mitted to  speak  longer  than  as  scheduled  in 
the  pi-ogram.  All  who  attend  the  Conference 
are  requested  to  assist  the  speakers  and  bene- 
fit themselves  by  being  in  the  meeting  I'oom 
a few  minutes  in  advance  of  the  papers  they 
wish  to  hear.  Any  member  who  arrives  late, 
to  hear  any  particular  paper,  is  assured  that 
he  will  miss  part  of  that  paper!  Also,  his 
late  arrival  would  be  disturbing  to  the 
speaker  and  to  the  audience. 


HOTEL  KESERVATEONS 


MEDICAL  LUNCHEON  — East  Lohliy, 
Alvarado  Hotel 

Fred  Hanold,  M.D.,  Presiding 
Henry  Garland,  M.  D. 

William  T.  Foley,  M.  D. 

B.  B.  Wells,  M.  D. 

Merl  J.  Carson,  M.  D. 

FRIDAY  AFTERNOON 
May  6,  19.55 

SOENTEFEC  PROGRAM 

Samuel  P.  Newman,  M.  D.,  President, 
Colorado  State  Medical  Society,  Presiding 

2:00  PM  “THYROID  NODULES  IN 
CANCER” 

Frank  B.  Queen,  M.  D.,  Portland, 
Oregon 

2:30  PM  “PROBLEMS  OF  CARBOHY- 
DRATE METABOLISM” 

Merl  J.  Carson,  M.  I).,  Los  Ange- 
les, California 

3:00  PM  RECESS 


All  major  downtown  hotels  in  Albiupier- 
que  have  set  aside  blocks  of  rooms  to  accom- 
modate doctors  and  their  families  attending 
the  Rocky  Mountain  Medical  Conference. 
Reservations  will  be  handled  through  the 
Headquarters  Office  of  the  Rocky  Mountain 
Medical  Conference. 

All  members  in  the  five-state  area  have 
received  a notice  of  the  meeting,  with  an  ap- 
plication for  hotel  reservations  attached.  It 
is  requested  that  this  blank  be  used,  if  pos- 
sible. Any  who  mislay  the  resei'vation  form 
may  write  direct  to  H.  L.  January,  M.  I)., 
Chairman,  Rocky  Mountain  Medical  Confer- 
ence, 223-24  First  National  Bank,  Albiuiuer- 
que.  New  Mexico. 

POCKET  PROCHtAM 

A final  program  for  the  Eighth  Rocky 
Mountain  Medical  Conference,  complete  with 
additional  details  not  available  for  the  Pro- 
gram Number  of  the  Journal  will  be  pub- 
lished in  pocket  size  in  April,  and  mailed 
to  all  members  of  the  participating  State 
Medical  Societies. 
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ROCKY  MOUNTAIN  MEDICAL 
CONFERENCE 
CONTINUING  COMMITTEE 


Colorado : 


Montana: 


New  Mexico : 


Utah: 


Wyoming: 


George  P.  Lingenfelter,  M.  D., 
Chairman,  Denver ; T.  J.  Gro- 
mer,  M.  D.,  Denver;  William 
Covocle, M.D.,  Denver;  L.  Clark 
Hepp,  M.D.,  Denver;  H.  Calfin 
Fisher,  M.D.,  Denver. 

H.  M.  Blegen,  M.D.,  Missoula, 
Chairman;  A.  W.  Axley,  M.D., 
Havre ; Charles  B.  Craft,  M.D., 
Bozeman;  M.  A.  Gold,  M.  D., 
Butte ; T.  W.  Saam,  M.D.,  Butte ; 
J.  J.  Malee,  M.  D.,  Anaconda; 

T.  R.  Vye,  M.  D.,  Billings. 

H.L.  January,  M.D.,  Chairman, 
Albuquerque;  Charles  R.  Bee- 
son, M.  D.,  Albuquerque,  I.  J. 
Marshall, M.D., Roswell;  Aaron 
Margulis,  M.D.,  Santa  Fe;  Be- 
laud S.  Evans,  M.D.,  Las  Cru- 
ces. 

U.  R.  Bryner,  M.D.,  Chairman, 
Salt  Lake  City;  Heber  C.  Han- 
cock, M.  D.,  Ogden ; Wm.  H. 
Moretz,  M.D.,  Salt  Lake  City; 
Robert  C.  Snow,  M.  D.,  Salt 
Lake  City;  R.  P.  Middleton,  M. 
D.,  Salt  Lake  City. 

H.  L.  Harvey,  M.D.,  Chairman, 
Casper ; Earl  Whedon,  M.  D., 
Sheridan ; George  H.  Phelps, 
M.D.,  Cheyenne;  Don  MacLeod, 
M.D.,  Jackson. 


Committee  For  The 

Eighth  Rocky  Mountain  Medical  Conference 


H.  L.  JANUARY,  M.D.,  Albuquerque, 
Chairman 

Rocky  Mountain  Medical  Conference 


Scientific  Program:  Charles  R.  Beeson,  M.D., 
Albuquerque,  Chairman ; W.  R.  Lovelace, 
II,  M.D.,  Albuquerque;  Albert  G.  Simms, 
II,  M.D.,  Albuquerque ; Charles  M.  Thomp- 
son, M.D.,  Albuquerque;  John  T.  Parker, 
M.D.,  Albuquerque. 

Scientific  Exhibits:  Guy  E.  Rader,  M.D.,  Al- 
buquerque, Chairman ; H.  C.  Jernigan,  M. 
D.,  Albuquerque ; Roy  F.  Goddard,  M.D., 
Albuquerque. 

Commercial  Flxhihits:  Ralph  R.  Marshall,  Al- 
buquerque, Chairman ; Harvey  T.  Seth- 
man,  Denver;  L.  R.  Hegland,  Billings, 
Harold  Bowman,  Salt  Lake  City;  Arthur 
Abbey,  Cheyenne. 

Entertainment:  Omar  Legant,  M.  D.,  Albu- 
querque, Chairman;  Stuart  W.  Adler,  M. 
D.,  Albiujiierque ; W.  0.  Connor,  Jr.,  M.D., 
Albuquerque. 


Hotel  & Equipment:  T.  E.  Kircher,  Jr.,  M.D., 

Albuquerque,  Chairman;  Roy  R.  Robert- 
son, M.  D.,  Albuquerque ; Alan  Frankel, 
M.D.,  Albuquerque ; J.  A.  Dillahunt,  M.D., 
Albuquerque,  Samuel  L.  Painter,  M.D., 
Albuquerque. 

Scientific  Exhibits 

Applications  are  now  being  received  for 
scientific  exhibit  space.  A list  of  the  exhibits 
will  be  printed  in  the  pocket  program.  Any 
member  of  the  Conference,  who  wishes  to 
display  an  exhibit  is  requested  to  notify  the 
headquarters  office  at  once. 


Biochemical  and  Nutritional  Effects  of 
Lysine-Reinforced  Diets 

Albanese,  a.  a.;  Higgons,  R.  A.;  Hyde, 
G.  M.,  AND  Orto,  L.  : Amer.  J.  Clin.  Nutr.,. 

3:121  (March-April)  1955. 

Both  animal  experiments  and  human  stud- 
ies indicate  that  the  requirements  for  the 
essential  amino  acid  lysine  are  high  during 
the  early  growth  period.  While  the  lysine: 
tryptophane  ratio  of  young  adults  is  in  the 
neighborhood  of  2.5:1,  that  of  the  young 
infant  is  6:1.  Inasmuch  as  most  foods  em- 
ployed for  infant  feeding  have  a lower  ly- 
sine: tryptophane  (L/T)  ratio,  the  authors 
attempted  to  improve  the  nutrition  of  in- 
fants, especially  those  with  poor  appetites, 
by  supplementation  of  the  diets  with  lysine, 
together  with  essential  vitamins  and  miner- 
als. 

The  authors  comment  that  the  newer 
knowledge  of  specific  amino  acid  require- 
ments suggests  the  nutritional  value  of  ad- 
dition of  lysine  to  the  infant  dietary,  includ- 
ing cow’s  milk.  Addition  of  meats  high  in, 
lysine  has  been  advocated,  but  such  a mea- 
sure depends  on  adequate  appetite.  In  the 
face  of  such  circumstances  as  digestive  dif- 
ficulties, the  addition  of  lysine  to  enhance 
the  nutritional  value  of  milk  offers  a solu- 
tion to  the  problem. 


CLOSED  CIRCUIT  PROGRAM 
PUBLICATION  CANCELLED 

SOUTHWESTERN  MEDICINE  has 
cancelled  scheduled  publication  of  the  pa- 
pers used  in  the  closed  circuit  TV  program 
on  “The  Management  of  Streptococcal  In- 
fection and  Its  Complications.”  Decision 
foi'  cancellation  was  reached  after  Wyeth 
Laboratories  of  Philadelphia  published  the 
papers  for  general  distribution  in  booklet 
form.  Wyeth  was  associated  with  Ameri- 
can Academy  of  General  Practice  in  spon- 
soring the  program.  The  booklet  may  be 
obtained  by  writing  directly  to  Wyeth. 
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Loss  of  Hearing  in  Children 

By  Kinsey  M.  Simonton,  M.  D.,  Section  of  Otolaryngology  and  Rhinology, 

Mayo  Clinic  and  Mayo  Foundation,** 

Rochester,  Minnesota 


The  Committee  on  Conservation  of  Hear- 
ing of  the  Minnesota  State  Medical  Associa- 
tion is  attempting  to  present  authoritative 
information  concerning  auditory  handicaps 
to  physicians  and  laymen  in  Minnesota.  This 
paper  is  based  on  discussions  by  members  of 
that  committee  concerning  the  problem  of 
loss  of  hearing  in  children. 

Detection 

The  key  to  successful  treatment  or  re- 
habilitation of  children  who  have  loss  of 
hearing  is  early  detection.  Successes  in  treat- 
ment will  be  confined  to  those  patients  whose 
loss  of  hearing  is  due  to  otitis  media  or  to 
lymphoid  hypertrophy  in  the  nasopharynx. 
Good  results  in  treatment  depend  on  achiev- 
ing remission  of  the  pathologic  process  be- 
fore permanent  changes  occur.  The  results 
of  rehabilitation  are  less  dramatic,  but  are 
no  less  dependent  on  early  recognition  of  the 
handicap  with  early  institution  of  training 
measures. 

The  parents  are  usually  the  first  to  suspect 
impairment  of  hearing  in  the  young  child. 
The  sense  of  hearing  is  present  at  birth. 
Some  newborn  infants  will  respond  to  a 
handclap,  although  response  is  inconsistent. 
It  is  not  usual  for  children  to  be  brought  to 
a physician  for  evaluation  of  hearing  before 
the  age  of  1 year.  Only  severe  defects  of 
nerve  function  are  detected  at  early  age. 
Unilateral  or  partial  loss  of  hearing  may 
escape  detection  by  the  parent.  Parents  are 
likely  to  be  aware  of  the  bilateral  partial 
loss  of  hearing  associated  with  bilateral  in- 
flammation. 

Examinations  to  evaluate  hearing  in  young 
children  reciuire  patience,  skill  and  eciuip- 
ment.  Froeschels  and  Beebe’  found  that  31 
of  33  newborns  responded  to  tests  using  Ur- 
bantschitsch’s  whistles  as  the  stimulus;  the 
response  was  usually  by  acousticopalpebral 
reflex.  No  newborns  responded  to  use  of 
tuning  forks.  This  difference  was  attributed 


* Read  at  the  meeting  of  the  Southwestern  Medical  Association, 
R1  Paso.  Texas.  November  17  to  19.  10r>4. 

♦*The  Mayo  Foundation  is  a part  of  the  Graduate  School  of  tlie 
University  of  Minnesota. 


to  the  strong  stimulus  required  to  overcome 
poor  function  of  the  middle  ear  in  the  new- 
born. 

Normal  Studied 

The  Ewings-  studied  children  who  had 
normal  hearing,  as  well  as  those  with  de- 
fective hearing.  Their  report  indicates  that 
from  birth  to  two  months  of  age  percussion 
sounds  elicit  reflex  response;  between  two 
months  and  one  year  the  voice  becomes  the 
better  stimulus ; moderate  voice  is  better 
than  loud  or  whispered  voice;  learned  i‘e- 
sponses  replace  reflex  responses  at  this  age; 
children  older  than  one  year  respond  best  to 
the  quit  voice.  Various  toys  were  used  to 
hold  the  child’s  attention  and  to  evaluate 
response  to  spoken  stimuli.  Similar  tests 
were  used  for  children  suspected  of  deafness. 
Reflex  responses  were  replaced  by  leanied 
responses  at  a later  age  than  they  were  in 
children  who  had  normal  hearing.  Residual 
hearing  for  loud  sounds  was  determined 
by  reflex  response  to  loud  stimuli.  The  au- 
thors concluded  that  if  a child  does  not  re- 
spond to  voice  by  the  end  of  one  year  he  is 
deaf  or  has  some  other  gross  defect;  if  he 
never  turns  his  head  toward  the  voice  of  a 
familiar  person  at  3 feet  he  is  totally  or 
severely  deaf ; all  children  more  than  one 
year  of  age  who  fail  to  respond  to  a loud 
voice  are  totally  deaf. 

Quantitative  Tests 

Quantitative  hearing  tests  for  young 
children  require  special  equipment.  Bordley 
and  associates’’  reported  favorable  results 
from  use  of  the  psychogalvanometer.  Dix 
and  Hallpike’  developed  another  conditioned- 
reflex  test  using  a “peep  show.” 

Loss  of  hearing  occasionally  is  first  noted 
by  teachers  after  the  child  attains  school  age. 
Poor  progress  and  lack  of  attention  in 
school  may  suggest  deficient  hearing. 

The  screening  type  of  tests  carried  out  by 
school  and  public-health  organizations  is 
responsible  for  recognition  of  many  children 
with  partial  loss  of  hearing.  Such  tests  are 
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of  tremendous  value.  Errors  tend  to  be  in 
the  direction  of  indicating  too  great  a loss 
of  hearing;  this  is  no  doubt  largely  due  to 
inattention  on  the  part  of  the  child. 

Final  Step 

Otologic  evaluation  is  the  final  step  in 
detection.  The  otologist  has  the  experience 
in  diagnosis  necessary  to  select  those  chil- 
dren suitable  for  treatment  from  the  group 
requiring  measures  for  rehabilitation.  Such 
specialists  also  have  the  equipment  and  skill 
needed  for  evaluation  of  the  auditory  defect 
and  for  following  the  progress  of  treatment. 
The  experience  of  the  otologist  in  the  man- 
agement of  otic  infection  is  necessary  in 
those  patients  who  fail  to  respond  to  usual 
measures.  The  otologist  is  the  only  physician 
who  is  willing  to  treat  chronic  infections  of 
the  ear.  Chronic  infections  merit  his  care 
as  soon  as  they  are  recognized.  Adequate, 
early  treatment  of  chronic  infection  may 
prevent  continuing  destruction  of  the  sound- 
conducting mechanism. 

Treatment 

Diagnosis  of  the  cause  of  loss  of  hearing 
is  prerequisite  to  treatment.  The  conditions 
that  cause  loss  of  hearing  in  children  and 
that  are  amenable  to  therapy  are  occlusion 
of  the  external  auditory  canal  by  cerumen, 
inflammation,  foreign  bodies  or  atresia,  and 
interference  with  the  function  of  organs  in 
the  tympanic  cavity.  Reversible  causes  of 
dysfunction  of  the  middle  ear  are  acute 
otitis  media,  serous  otitis  media,  some  cases 
of  chronic  otitis  media,  and  impaired  func- 
tion of  the  eustachian  tube.  Hypertrophy  of 
the  lymphoid  tissue  in  the  nasopharynx  is 
an  important  causative  factor  in  lesions  of 
the  middle  ear.  Infections  of  the  nose  and 
tonsils  less  frequently  cause  disease  of  the 
ear. 

Causes  of  loss  of  hearing  in  children  not 
amenable  to  treatment  are  the  end  result  of 
otitis  media  and  the  loss  of  nerve  function. 
The  latter  may  be  congenital  in  origin  owing 
to  heredity,  rubella  in  the  mother  during  the 
first  trimester  of  pregnancy,  erythroblasto- 
sis or  syphilis,  or  acquired  owing  to  mumps, 
trauma,  meningitis  or  syphilis. 

Outstanding  Approach 

The  outstanding  approach  to  relief  of  loss 
of  hearing  in  children  is  management  of 
lymphoid  hypertrophy  in  the  nasopharynx. 
Adenoidectomy  is  the  principal  weapon.  In 
order  to  achieve  relief  of  dysfunction  of  the 
middle  ear  and  eustachian  tube,  adenoidecto- 
my must  be  done  carefully  and  thoroughly. 
The  concept  that  adenoidectomy  is  a adjunct 
procedure  secondary  in  importance  to  tonsil- 


lectomy is  untenable.  Blind  adenoidectomy 
is  to  be  avoided.  It  is  imperative  that  the 
nasopharynx  be  subjected  to  painstaking 
direct  visual  inspection  and  that  all  remain- 
ing lymphoid  tissue  be  carefully  removed 
before  the  operation  is  completed.  The  pal- 
ate retractors  of  Lothrop  and  Senturia  are 
effective  instruments.  Finger  palpation  is 
valuable  in  locating  bits  of  lymphoid  tissue 
high  it  the  nasopharynx.  The  Kelly  direct- 
vision  adenotome  is  also  a valuable  instru- 
ment. Adequate  exposure  requires  move- 
ment of  the  patient’s  head  to  bring  all  parts 
of  the  nasopharynx  into  view.  Use  of  sharp 
alligator  biting  forceps  facilitates  removal 
of  tissue  from  the  lateral  bands.  For  removal 
of  the  main  mass  of  adenoid  tissue,  a series 
of  La  Force  adenotomes  in  various  sizes  is 
essential.  One  cannot  work  efficiently  with 
an  instrument  either  too  large  or  too  small 
for  the  nasopharynx. 

Definite  Routine 

Each  surgeon  should  plan  and  follow  a 
definite  routine  in  adenoidectomy  that  as- 
sures clean  removal  of  all  lymphoid  tissue. 
The  final  step  should  be  a searching  inspec- 
tion of  the  surgical  field. 

Age  is  not  a contraindication  to  aden- 
oidectomy if  sufficient  reason  exists  for  do- 
ing the  operation.  The  adenoid  is  not  con- 
fined in  a capsule?'  Some  lymphoid  tissue 
remains  after  the  most  thorough  operation ; 
therefore,  recurrence"'  may  be  anticipated 
when  operation  is  done  in  extremely  young 
children.  It  is  well  to  advise  the  parents  of 
this  possibility,  as  secondary  operation  may 
be  necessary  a few  years  later. 

Irradiation  of  the  nasopharynx  has  limit- 
ed use  in  the  management  of  lymphoid  hy- 
pertrophy. Small  residual  lymphoid  masses 
may  be  reduced  in  size  by  irradiation,  al- 
though this  method  is  not  satisfactory  for 
removal  of  larger  masses.  Irradiation  is  not 
a substitute  for  adenoidectomy. 

Finger  Massage 

Finger  massage  of  the  nasopharynx  has 
not  proved  effective  for  control  of  lymphoid 
overgrowth  and  control  of  infection. 

Acute  suppurative  otitis  media  usually 
responds  favorably  to  the  use  of  antibiotics. 
The  outstanding  cause  of  failure  is  the  use 
of  inadequate  doses  of  these  agents,  which 
results  in  temporary  masking  of  the  symp- 
toms followed  by  recurrence  of  the  disease. 
An  adequate  program  provides  effective 
concentration  of  the  drug  at  the  site  of  the 
infection  for  a period  sufficient  to  eliminate 
the  infection.  Inadequacy  may  result  from 
small  doses,  infrequent  doses,  or  discontinua- 
tion before  the  infection  has  subsided. 
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Myringotomy,  once  the  principal  weapon 
in  treatment  of  acute  otitis  media,  is  no  less 
valuable  today.  Institution  of  surgical  drain- 
age of  the  middle  ear  early  in  the  course  of 
acute  suppuration  promotes  early  healing 
and  decreases  the  possibility  of  permanent 
changes  in  the  middle  ear.  Myringotomy 
certainly  should  be  done  in  every  instance 
of  delayed  resolutions  of  acute  otitis  media. 

Permanent  Influence 

Serous  otitis  media  if  repeated  or  pro- 
longed may  have  permanent  influence  on 
hearing.  Vigorous  treatment  is  indicated. 
A few  patients  respond  to  the  use  of  anti- 
histaminic  agents  or  to  inflation  of  the  eus- 
tachian  tube.  Direct  removal  of  secretions 
from  the  middle  ear  by  myringotomy  and 
suction  or  by  needle  puncture  is  the  pre- 
ferred direct  approach.  Treatment  of  ade- 
noid hypertrophy  is  of  pi'imary  importance. 
Treatment  of  nasal  infection  or  of  allergy 
is  effective  in  some  patients.  Mastoidectomy 
has  been  advocated  for  persistent  disease. 
In  my  experience  the  results  of  mastoidecto- 
my have  been  unsatisfactory. 

Chronic  otitis  media  is  basically  a de- 
structive process.  Early  evaluation  and 
treatment  by  an  otologist  in  some  instances 
may  arrest  the  destruction  of  tissue  and 
avoid  further  loss  of  hearing.  Systemic  treat- 
ment by  antibiotics  is  unsatisfactory.  Local 
treatment  directed  toward  removal  of  debris, 
promotion  of  free  drainage  and  control  of 
infection  by  topical  application  of  effective 
drugs  is  useful.  Modified  radical  mastoidec- 
tomy effectively  eliminates  diseased  tissue 
and  at  the  same  time  preserves  hearing  in 
suitable  patients. 

Others  factors  that  are  of  value  in  the 
prevention  of  otic  disorders  which  lead  to 
loss  of  hearing  include  treatment  of  nasal 
disorders,  infections,  allergies  or  obstruction, 
and  immunization  against  or  preventive 
management  of  the  acute  diseases  of  child- 
hood. 

Convincing  evidence  does  not  exist  that 
nerve  deafness  benefits  from  vitamin  or 
mineral  therapy. 

Reliabilitalioii 

Rehabilitation  of  the  hard  of  hearing  is 
not  the  pi’ovince  of  the  physician ; however, 
the  physician  can  be  of  great  service  to  his 
patients  by  advising  them  of  the  possibili- 
ties, the  aims,  the  methods  and  the  availa- 
bility of  rehabilitation. 

Areas  in  which  advice  of  the  physician 
is  of  particular  value  to  the  patient  or  his 
parents  are  those  of  the  hearing  aid,  parental 
instruction,  and  available  school  instruction 
for  the  handicapped  child. 


Selection  of  Hearing  Aids 

The  hearing  aid  has  a single  function, 
namely  to  increase  the  loudness  of  sounds 
reaching  the  ear.  The  simplest  hearing  aid 
is  the  ear  trumpet  or  speaking  tube.  The 
diaphragm-and-rod  prosthesis  is  useful  for 
a limited  number  of  persons ; this  system  is 
more  adaptable  to  use  by  adults  than  by 
children.  The  electric  hearing  aid  has  many 
features  that  make  it  the  most  widely  used 
prosthetic  device  for  the  hard  of  hearing. 

The  electric  healing  aid  is  a miniature 
system  made  up  of  the  component  jiarts  of 
the  public-address  system ; it  includes  micro- 
phone, amplifier,  source  of  power  and 
speaker.  All  component  parts  must  be  in- 
cluded in  the  instrument  for  practical  func- 
tion ; advertisements  for  hearing  aids  with- 
out batteries,  cords  or  ear-pieces  are  mis- 
leading. 

Receivers 

Persons  who  have  conductive  deafness  and 
normal  nerve  function  may  be  fitted  with  a 
bone-conduction  receiver.  The  air-conduction 
receiver  is,  however,  more  efficient  and 
should  be  advised  unless  disease  of  the  mid- 
dle ear  or  canal  interferes  with  wearing  the 
insert.  Ear  molds  of  the  hidden  type  sacri- 
fice efficiency  by  reducing  intensity  and  in- 
troducing distortion  into  the  signal.  These 
factors  are  roughly  proportional  to  the 
length  of  the  column  of  air  between  the  re- 
ceiver and  the  ear.  Some  authors  advocate 
wearing  the  receiver  in  the  ear  where  it  can 
be  seen;  this  prompts  speakers  to  enunciate 
clearly. 

The  standard  hearing  aids  are  similar  in 
their  performance  characteristics.  Much  of 
the  difference  in  cost  between  different 
makes  of  hearing  aids  is  attributable  to  the 
service  of  dealers  in  assisting  and  encourag- 
ing new  users  of  hearing  aids.  For  this 
reason  the  service  policies  of  the  dealer  are 
more  important  than  the  make  of  instru- 
ment, especially  for  the  person  wearing  an 
aid  for  the  first  time. 

Since  the  hearing  aid  is  a signal  booster 
only,  it  cannot  be  expected  to  amplify 
wanted  sounds  and  suppress  unwanted 
sounds,  or  to  clarify  poorly  enunciated 
speech.  Amplified  sound  is  most  helpful  for 
persons  who  have  conduction  losses ; it  is  of 
limited  benefit  for  persons  who  have  per- 
ception loss.  Amplification  is  of  least  benefit 
to  the  ear  with  sharp  dips  or  drops  in  the 
pure-tone  curve,  or  the  ear  that  distorts  the 
signal,  as  in  patients  who  have  Meniere’s 
disease. 

Persons  whose  threshold  for  hearing  in 
the  better  ear  is  35  decibels  or  more  will 
benefit  from  use  of  a hearing  aid.  Those 
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whose  loss  is  between  35  and  75  decibels 
usually  experience  satisfactory  results.  With 
losses  between  75  and  95  decibels  the  results 
justify  wearing  the  instrument. 

Hearing  Aids 

A hearing  aid  is  of  doubtful  value  to  the 
patient  whose  hearing  threshold  for  the 
speech  frequencies  in  the  better  ear  is  95 
decibels  or  more. 

The  most  recent  major  development  in 
hearing  aids  is  substitution  of  the  transistor 
for  the  vacuum  tube.  This  results  in  a note- 
worthy decrease  in  consumption  of  power 
and  thus  in  battery  costs.  Laboratory  re- 
ports indicate  that  transistor  instruments 
compare  favorably  with  vacuum-tube  in- 
struments in  range  and  fidelity  of  amplifica- 
tion for  speech.  However,  clinical  compari- 
sons reveal  a preference  for  the  tone  quali- 
ties of  the  vacuum-tube  instruments.  In- 
struments in  which  only  the  power  tube  is 
replaced  by  a transistor  combine  the  best 
features  of  the  two  types. 

In§tructi«iii  hy  Parents 

Instruction  in  the  home  by  parents  is  of 
utmost  importance  to  the  hard-of-hearing 
child,  particularly  for  the  child  of  pre-school 
age.  It  is  important  that  training  begin  as 
soon  as  the  defect  is  recognized. 

The  basic  objectives  of  training  in  the 
home  are  fourfold:  1.  Talk  to  the  child  as 
much  as  possible.  Take  care  to  talk  at  close 
range  and  to  face  the  child  when  talking. 

2.  Associate  words  with  objects  and  actions. 

3.  Encourage  the  child  to  speak.  4.  En- 
coui’age  contact  with  children  who  have 
normal  hearing.  Do  not  build  up  the  idea 
that  the  hard-of-hearing  child  differs  from 
other  children. 

Parents  need  help  in  order  to  instruct  the 
child  effectively.  Lists  of  publications  deal- 
ing with  rehabilitation  of  the  child  who  is 
handicapped  in  hearing  are  available  from: 

(1)  American  Hearing  Society,  817  14th 
St.  N.  W.,  Washington  5,  D.  C.  and  (2)  Volta 
Bureau,  1537  35th  St.  N.  W., — Washington 
7,  D.  C. 

Correspondence  schools  for  the  deaf  in- 
clude: (1)  Correspondence  Course  for  Deaf 
Pupils,  3407  Estelle  St.,  Hapeville,  Georgia 
(affiliated  with  the  University  of  Chicago), 

(2)  Hadley  Correspondence  School  for  the 
Blind,  62  Lincoln  Ave.,  Winnetka,  Illinois 
and  (3)  John  Tracy  Institute,  924  W.  37th 
St.,  Los  Angeles,  California. 

In  Texas 

In  Texas,  the  State  Department  of  Health, 
at  Austin,  trains  personnel  in  the  conduc- 


tion of  tests  for  the  evaluation  of  deafness. 
The  State  Department  of  Education,  at 
Austin,  conducts  a program  for  the  deaf 
and  also  has  a program  for  the  education 
of  parents  of  deaf  children.  Speech  and 
hearing  clinics  are  given  at  Texas  Techno- 
logical College,  Lubbock.  The  Texas  School 
for  the  Deaf  is  located  at  1102  S.  Congress 
St.,  Austin.  Also  at  Austin  is  the  Deaf, 
Dumb,  and  Blind  Institute  for  Colored 
Youths,  at  4104  Bull  Creek  Road.  Troy  Hill 
is  Secretary  of  the  Texas  Association  of  the 
Deaf,  5329  Belmont  St.,  Dallas. 


Ill  New  Mexico 

In  New  Mexico,  various  aspects  of  testing 
and  training  are  offered  at  the  Society  for 
Crippled  Children  and  Adults,  Albuquerque. 
The  State  Department  of  Health,  at  Santa 
Fe,  has  a program  for  the  conservation  of 
hearing  and  also  conducts  tests  of  hearing  in 
schools.  Speech  and  hearing  clinics  are  av- 
ailable at  the  University  of  New  Mexico, 
Abluquerque.  The  New  Mexico  School  for 
the  Deaf  is  located  at  Santa  Fe. 

In  Arizona 

In  Arizona,  organized  medicine  offers  two 
Hearing  Conservation  Committees.  One  is 
sponsored  by  the  Maricopa  County  Medical 
Society,  under  the  chairmanship  of  Dr. 
Archie  E.  Cruthirds,  Professional  Building, 
Phoenix ; the  other  is  a committee  of  the  Ari- 
zona State  Medical  Society  and  is  under  the 
chairmanship  of  Dr.  Joseph  M.  Kinkade,  123 
S.  Stone  Ave.,  Tucson.  Speech  and  hearing 
clinics  are  available  at  Arizona  State  College, 
Flagstaff,  and  at  the  University  of  Arizona, 
Tucson.  The  State  Department  of  Health 
has  a program  for  the  conservation  of  hear- 
ing and  also  conducts  tests  of  hearing  in  the 
schools.  The  Society  for  Crippled  Children 
and  Adults,  at  Phoenix,  conducts  classes  for 
parents  of  preschool  children  and  also  has 
training  classes  for  both  children  and  adults. 
There  are  two  schools  for  the  deaf  in  Arizo- 
na. One  is  the  Arizona  School  for  the  Deaf 
and  Blind,  at  Tucson ; the  other  is  the  Easter 
Seal  Preschol  for  the  Deaf,  at  Phoenix. 
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Frederick  P.  Bornstein,  M.D.,  Editor  — Case  Presentation  by  Dr.  Jack  A.  Bernard 

Case  No.  A-398 


CHIEF  COMPLAINT: 

Alxiomiiial  distention;  edema 

This  75  year  old  woman  was  seen  in  the 
emergency  room  complaining  about  pain  in 
the  abdomen.  The  abdomen  was  distended 
and  tympanitic.  A rectal  examination  showed 
a fecal  impaction.  The  patient  complained 
about  nausea.  She  was  admitted  from  the 
emergency  room  for  observation. 

Past  History: 

There  was  previous  admission  to  the  El 
Paso  General  Hospital,  and  a diagnosis  of 
lobar  pneumonia  was  made.  At  that  time 
the  patient  was  anemic  with  a red  blood 
count  of  3,180,000  and  a hemoglobin  of  65 
per  cent. 

The  patient  had  a second  admission  in 
November,  1954.  At  that  time  the  red  blood 
count  was  2,800,000  and  the  hemoglobin  was 
8.6  gms. 

Pliysical  Examination  On  Last  Admission: 

Physical  examination  revealed  an  elderly 
white  female,  acutely  ill.  The  patient’s  tem- 
perature was  98 ; pulse  80 ; respiration  26 ; 
blood  pressure  170/60.  The  skin  was  anemic 
and  pale.  The  sclerae  were  pale.  The  mucosa 
of  the  tongue  was  smooth.  The  heart  was  of 
normal  configuration  with  an  apical  systolic 
murmur,  grade  II.  Examination  of  the  lungs 
revealed  rales  from  both  sides.  The  abdomen 
was  distended  and  tympanitic.  Bowel  sounds 
were  present  and  there  were  no  palpable 
masses.  Rectal  examination  revealecl  tar 
black  feces.  The  extremities  showed  a grade 
IV  pitting  edema. 

X-Ray  Findings: 

Findings  were  consistent  with  congestive 
failure.  Abdominal  findings  were  consistent 
with  ascites  and  possible  biliary  calculi. 
There  was  no  evidence  of  a mechanical  ob- 
struction, adynamic  ileus. 

1/12/55;  Intracranial  calcifications,  pos- 
sibly on  the  basis  of  neoplasm  were  found. 

Air  studies  were  recommended  for  further 

evaluation. 


Laboratory  Hndings: 

1/7/55;  Complete  blood  count;  red  blood 
count,  2.63;  white  blood  count,  6,700;  the 
differential  was  normal;  hemoglobin,  6.9 
gms.  The  red  cells  showed  hypochromia 
and  anicytosis. 

1/12/.55;  Red  blood  count,  3,000,000;  hemo- 
globin, 10.5  gms. 

1/15/55;  Hemoglobin,  11.4  gms. 

Urinalysis : 

Albumin,  1 plus ; no  other  significant  find- 
ings. 

RIood  Clieniistry: 

CO2  combining  power,  13.1  MEQ;  blood 
chloride,  106.8  MEQ;  Urea  nitrogen,  30  mgs 
per  cent;  cholesterol,  155  mgs  per  cent;  total 
protein,  5 mgs  per  cent;  Albumin,  1.6  gms.; 
globulin,  3.4  gms. 

Course  In  Hospital: 

On  the  first  hospital  day  the  patient  was 
put  on  digitalis,  mercuhydrin,  gantrisin  and 
a control  of  her  intake  and  output  was  made. 
During  the  day  the  patient  lapsed  into  coma 
and  was  put  on  IM  digitoxin.  A Levine  tube 
was  put  down  and  a Wan<mnsteen  started. 
She  was  given  two  pints  of  blood. 

On  the  second  hospital  day  the  patient  was 
only  semi-comatose  and  had  lost  a good  deal 
of  the  edema.  She  was  taking  some  juices 
but  no  solid  food.  The  Levine  tube  was  bring- 
ing up  red  blood  so  the  natient  was  given 
two  pints  more  of  blood.  The  patient  had  no 
elevation  of  temperature  and  had  a 1750  cc. 
intake  and  a 3475  cc.  output. 

Third  Day 

On  the  third  day  the  patient  continued  to 
be  semi-comatose.  She  had  lost  most  of  the 
edema.  The  abdomen  was  still  slightly  dis- 
tended. The  Levine  tube  was  bringing  up 
“coffee  ground  material.’’  She  receivecl  an- 
other pint  of  blood  and  intravenous  fluids. 
The  lungs  were  clear;  heart  rate,  90;  blocd 
pressure,  150/70.  Her  intake  was  180  cc.  and 
the  output  was  1300  cc.  Digitalis  was  dis- 
continued. 

On  the  fourth  day  the  patient  became  co- 
matose, her  pulse  was  irregular  and  her 
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respirations  labored.  Rectal  examination  and 
the  Levine  tube  still  revealed  “coffee  ground” 
material.  A gastric  analysis  was  negative 
for  free  HCl.  The  hemoglobin  was  up  to  11.1 
gins;  blood  pressure,  160/40;  lungs  were 
clear. 

Fifth  Day 

On  the  fifth  hospital  day  the  patient  had 
a blood  pressure  of  150/60 ; respirations  were 
28 ; pulse,  90 ; lungs  clear ; there  was  no  ele- 
vation of  her  temperature.  The  Levine  tube 
was  clear  of  blood  or  other  material.  The 
patient’s  intake  was  2000  cc.  and  output  was 
1000  cc. 

On  the  sixth  day  the  patient  responded 
and  drank  a small  amount  of  water.  The 
Wangensteen  suction  was  continued.  The 
patient  received  500  cc.  of  blood  and  2000  cc. 
intravenously.  The  output  for  the  day  was 
700  cc.  The  blood  pressure  was  then  150/58. 

Seventh  Day 

During  the  seventh  hospital  day  the  Levine 
tube  was  removed  and  the  patient  started 
talking  and  taking  fluids.  Late  in  the  day 
she  started  vomiting.  At  one  time  the  patient 
vomited  “coffee  ground”  material  mentioned 
previously.  There  was  no  change  in  vital 
signs.  There  was  an  intake  of  1000  cc.  of 
fluid  and  an  output  of  1000  cc. 

On  the  eighth  day  the  patient  ate  a liquid 
diet  and  talked.  There  was  a three  plus  pit- 
ting edema  of  the  legs  and  fluid  in  the  abdo- 
men. The  lungs  were  clear  and  the  cardiac 
condition  was  unchanged  except  that  the 
pulse  rate  dropped  to  50,  blood  pressure  was 
160/60.  In  the  afternoon  the  patient  lapsed 
back  into  coma  and  did  not  respond  to  pain. 
She  received  500  cc.  of  whole  blood  and 
360  cc.  orally.  There  was  a 500  cc.  output. 
Blood  pressure  was  170/10;  pulse,  100;  res- 
pirations, 22,  in  the  afternoon. 

On  the  ninth  day  the  patient  continued  to 
be  comatose  and  was  maintained  on  fluids. 
She  began  to  spit  up  small  amounts  of  bright 
red  blood  and  the  Levine  tube  was  put  back 
in.  The  patient  never  responded  again,  and 
on  the  tenth  hospital  day  her  blood  pressure 
was  down  to  40/10,  she  had  Cheyne-Stokes 
respiration  and  died  during  the  night. 

DIFFERENTIAL  DIAGNOSIS 
Dr.  Jack  Bernard : 

According  to  the  protocol  this  75  year  old 
female  had  the  following:  calcifications  in 
the  skull ; an  enlarged  heart,  a murmur  and 
some  increased  markings  of  pulmonary  ede- 
ma ; it  was  thought  that  there  were  some 
gallstones  on  the  abdominal  film;  she  had 
achlorhydria  and  hematemesis;  there  was 
albumin,  1 plus ; a urea  nitrogen  of  30,  about 


twice  normal ; and  she  was  acidotic  with  CO2 
of  13.1  meq. ; she  was  bleeding  from  the 
lower  bowel  and  she  had  4 plus  ankle  edema ; 
she  was  anemic,  50  per  cent  of  normal;  her 
white  blood  count  was  normal.  There  were 
no  other  abnormal  findings.  This  then  pre- 
sents the  problem. 

Two  Approaches 

There  are  two  ways  to  approach  the  diag- 
nosis: whether  she  had  a single  illness  or 
whether  she  had  several  illnesses.  Peri- 
arteritis nodosa  fits  the  picture  pretty  well 
I think.  There  was  cardiac  involvement,  with 
failure  and  there  was  a history  of  pneumonia 
in  the  past,  which  could  have  been  a pul- 
monary infarction;  also  she  may  have  had 
an  infarct  of  the  stomach  or  intestines,  be- 
cause actually  her  original  complaint  was 
abdominal  pain.  The  kidneys  were  probably 
also  involved,  perhaps  more  involved  than 
the  protocol  would  lead  us  to  believe.  The 
gallstones  and  calcifications  play  no  part  in 
her  illness,  I believe.  All  the  other  findings 
are  compatible  with  peri-arteritis.  However, 
her  normal  white  count  and  the  absence  of 
leukocytosis  are  not  compatible. 

Otlier  PossiI)ilities 

There  are  other  possibilities:  She  could 
have  had  arteriosclerotic  heart  disease  with 
failure  and  a carcinoma  of  the  stomach.  She 
might  have  had  a blood  dyscrasia,  i.e.,  mul- 
tiple myeloma.  She  had  a reversal  of  her 
serum  proteins.  Perhaps  she  had  arterio- 
sclerotic heart  disease  and  multiple  myeloma. 
Pernicious  anemia  might  be  mentioned  as  a 
possibility,  but  her  blood  picture  was  not 
typical  of  this.  I think  that  this  is  as  far  as 
I can  go.  My  feeling  is  that  she  had  peri- 
arteritis nodosa.  If  that  is  true  we  can  dis- 
cuss it  further.  We  might  look  at  the  X-rays. 

Dr.  Branch  Craige : 

The  chief  presenting  symptom  that  we 
have  to  explain  in  this,  it  seems  to  me,  is 
gastro-intestinal  bleeding.  She  had  tarry 
stools  and  she  apparently  had  blood  in  the 
stomach.  So  presumably  we  have  bleeding  in 
the  duodenum  or  higher  with  no  free  HCl 
and  therefore  a peptic  ulcer  would  be  un- 
likely. The  first  two  likely  causes  would  be 
a cirrhosis  of  the  liver  with  varices  and 
second,  carcinoma  of  the  stomach.  The  re- 
versed AG  ratio  and  the  presence  of  ascites 
and  edema  could,  of  course,  occur  with  either. 
I would  guess  that  this  woman  has  a cirrhosis 
with  ascites  for  the  first  choice,  with  varices 
and  upper  intestinal  bleeding.  My  second 
choice  would  be  carcinoma  of  the  stomach. 
She  did  obviously  have  some  other  illnesses 
which  may  be  noncontributory,  as  the  gall- 
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stones.  At  75  she  ought  to  be  arteriosclerotic. 
The  peculiar  calcifications  in  the  skull  1 
don’t  think  have  any  significance. 

Dr.  Charles  Wehh: 

There  is  not  much  to  talk  about  here  con- 
cerning these  X-rays.  There  is  a small  sLone 
or  at  least  an  opaque  shadow  that  might  be 
a gallstone  or  it  might  be  a kidney  stone. 
She  had  a lot  of  gas  there  in  the  bowel  loops 
for  some  reason.  Were  her  bowels  moving 
all  right?  Yes. 

Dr.  I\laiiley  Cohen: 

I don’t  have  anything  to  add  to  the  final 
diagnosis,  but  I would  like  to  argue  with  the 
radiologist  with  their  interpretation  of  these 
X-ray  films.  It  seems  to  me  that  even  though 
this  patient  is  rotated  quite  a bit  that  the 
trachea  is  pulled  over  (piite  considerably  to 
the  right  side.  A dense  shadow  can  be  seen 
along  the  right  cardiac  border  and  the  heart 
is  shifted  to  the  right.  There  are  also  some 
striations  in  the  left  costophrenic  angle.  It 
would  seem  to  me  then  that  the  shadow  on 
the  right  represents  an  atelectasis  and  there 
certainly  is  a circular  shadow  in  the  area 
of  the  atelectasis  which  may  conceivably  be 
interpreted  as  a cavity.  The  exact  reason 
or  exact  pathology  behind  the  cavity  of 
course  cannot  be  determined. 

It  could  be  anything  from  a true  medical 
disease,  that  is  an  infectious  disease  or 
granulomatous  disease,  to  a carcinoma  of 
the  lung.  Certainly  with  her  presenting 
symptoms  of  gastro-intestinal  bleeding  I 
don’t  believe  that  this  is  pertinent  to  her 
cause  of  death,  but  I do  think  that  she  did 
have  atelectasis.  She  may  have  also  been 
throwing  emboli  as  suggested  by  the  ap- 
pearance of  the  lungs  at  the  costophrenic 
angle. 

CLINICAL  DIAGNOSIS: 

1.  Carcinoma  of  the  stomach. 

2.  Congestive  heart  failure. 


Figtire  1 


Dr.  J.  Hernard’s  diagnosis: 

1.  Peri-arteritis  nodosa. 

AN ATd  )MICAL  DIAGNOSIS : 

1.  Cirrhosis  of  the  liver;  Laennec’s  type. 

2.  Ruptured  varicosities  of  the  esophagus 
with  hemorrhage. 

Dr.  F re<lerick  P.  Boriisteiii: 

On  autopsy  we  found  an  emaciated  woman 
measuring  about  160  cm.  in  length,  weighing 
approximately  45  kg.  The  abdomen  was 
slightly  prominent  and  a fluid  wave  could 
be  elicited.  Upon  opening  the  cavities,  there 
were  3,000  cc.  of  straw-colored  fluid  in  the 
abdominal  cavity.  There  was  complete  obli- 
teration of  both  pleural  cavities  with  some 
atelectasis  of  the  lungs  in  the  lower  lobes, 
which  confirms  Dr.  Cohen’s  preceding  ob- 
servations. 

Liver 

The  liver  weighed  840  gms.  The  surface 
of  the  liver  was  light  brown  and  coarsely 
granular  (Figure  1).  The  liver  cut  with 
increased  resistance.  On  cut  section,  the 
normal  architecture  of  the  liver  had  disap- 
peared and  was  replaced  by  irregular  lobules 
separated  from  each  other  by  bands  of  fi- 
brous tissue  (Figure  2).  In  short,  grossly 
the  liver  has  the  typical  appearance  of 
atrophic  or  Laennec’s  cirrhosis.  The  micros- 
copic appearance  (Figure  3)  confirms  this 
diagnosis.  One  sees  the  typical  pseudo  lobules 
of  cirrhosis  which  are  separated  by  con- 
nective tissue  which  is  heavily  infiltrated 
with  lymphocytes  and  plasma  cells. 

Esojjliagus 

The  next  important  finding  was  in  the 
esophagus.  We  all  are  aware  of  the  fact  that 
cirrhosis  of  the  liver  is  freciuently  associated 
with  varicose  veins  of  the  esophagus,  and  in 
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this  particular  case  these  varicose  veins  are 
clearly  visible  (Figure  4) . This  is  rather  un- 
usual, inasmuch  as  some  of  the  veins  had 
ruptured  and  had  produced  an  extensive 
hemorrhage  which  is  responsible  for  the 
fatal  outcome  of  this  case. 

Interesting  Facets 

This  case  has  a great  number  of  interest- 
ing facets.  There  are  few  major  diseases 
with  a symptomatology  as  confusing  as  that 
of  cirrhosis  of  the  liver.  On  the  other  hand, 
here  we  have  a case  where  we  can  establish 
a clear  correlation  between  anatomical  find- 
ings and  clinical  observations.  To  start  with 
a prominent  symptom,  the  patient  was  ane- 
mic and  had  an  intestinal  hemorrhage.  Such 
an  occurrence  is  naturally  compatible  with 
a gastro-intestinal  malignancy.  However,  a 
gastro-intestinal  malignancy  does  not  offer 
a very  good  explanation  for  the  ascites  and 
the  reversed  AG  ratio. 

Confusing  Feature 

An  additional  confusing  feature  is  repre- 
sented by  the  increased  N.  P.  N.  While  one 
would  be  justified  in  assuming  that  edema 
associated  with  cardiac  failure  could  also 
be  associated  with  a renal  failure,  it  is  just 
as  reasonable  to  suppose  that  the  excessive 
destruction  of  the  blood  in  the  intestinal 
tract  is  responsible  for  the  increase  in  the 
N.  P.  N.,  and  as  we  all  know,  ascites  and  gas- 
tro-intestinal hemorrhage  are  two  symptoms 
frequently  associated  with  cirrhosis  of  the 
liver.  Perhaps  the  one  consideration  that 
should  tip  the  scale  is  the  reversed  AG  ratio, 
which  would  be  rather  uncommon  in  cardiac 
edema  and  is  practically  always  associated 
with  cirrhosis  of  the  liver. 

Cirrliosis  of  Liver 

These  considerations  show  cirrhosis  of  the 
liver  has  a protean  symptomatology,  and  I 
can  well  remember  a case  which  I followed 


as  a medical  student  which  was  given  to  me 
as  a tyipcal  carcinoma  of  the  stomach  and 
turned  out  to  be  a cirrhosis  of  the  liver  when 
the  autopsy  was  performed.  The  problem 
has  infinite  variations  and  possibilities,  and 
for  this  reason  I think  the  fundamental  les- 
son from  this  case  consists  of  the  fact  that 
cirrhosis  of  the  liver  will  produce  symptoms 
which  can  be  referred  to  various  organ  sys- 
tems and  disease  entities.  On  the  other  hand, 
if  they  are  properly  integrated,  they  spell 
out  cirrhosis  of  the  liver. 


!n  Viewing  the  VA  Medical  Program  . . . 


Former  VA  Administrator  Frank  Hines  esti- 
mated that  by  1975  under  existing  VA 
medical  legislation,  approximately  400,000 
hospital  beds  will  be  needed.  Yet  medical 
authorities  are  convinced  the  VA  cannot 
attract  sufficient  medical  personnel  to  staff 
more  than  1 20,000  beds.  The  VA  now  main- 
tains three  times  the  number  of  beds  needed 
for  treatment  of  service-connected  coses 


Figm'e  3 


Figure  U 


MAY,  1955 


SOUTHWESTERN  MEDICINE 


Page  221 


Health  Insurance  Coverage  in  the  United  States 
Passes  100  Million  Mark 


Americans  with  voluntary  health  insur- 
ance protection  have  passed  the  record- 
breaking  100  million  mark,  it  was  reported 
today  by  the  Health  Insurance  Council,  in 
announcing  final  results  of  its  eighth  annual 
survey  on  the  extent  of  health  insui-ance  in 
the  United  States. 

The  Council  reports  for  the  close  of  1953 
a continuation  of  the  “truly  spectacular 
trends”  of  health  insurance  growth  during 
the  past  decade,  with  more  than  60  per  cent 
of  the  total  United  States  population  now 
covered.  “The  survey  shows,”  said  Council 
Chairman  John  H.  Miller,  “that  people  today 
have  more  health  insurance  than  ever  be- 
fore. An  aggregate  benefit  payments  have 
reached  a new  high,  up  sharply  from  the 
previous  year.  Altogether,  the  survey  figures 
foretell  continuing  progress  at  rapid  rates 
in  the  foreseeable  future.” 

103  Million 

As  of  mid-November,  103  million  persons 
had  voluntary  health  insurance  against  hos- 
pital expenses.  About  88  million  peo^Dle  now 
carry  surgical  expense  protection,  and  47 
million  have  basic  medical  expense  protec- 
tion. These  figures  are  based  on  a con- 
servative projection  of  the  1953  year-end 
data  presented  in  the  survey,  Mr.  Miller 
said. 

The  total  of  benefit  payments  on  health 
insurance  claims  reported  by  the  survey  for 
1953  exceeded  $2.5  billion  dollars,  a gain  of 
20  per  cent  over  the  previous  year.  Of  the 
total  amount,  more  than  half  went  to  help 
meet  the  hospitalization  expenses  of  benefi- 
ciaries, and  more  than  $675  million  went  for 
operations  and  medical  care.  And  benefit 
payments  to  policyholders  by  insurance 
companies  for  loss  of  income  due  to  disabili- 
ty totalled  in  excess  of  half  a billion  dollars 
last  year,  the  survey  reports. 

Of  the  aggregate  benefit  payments  in  1953 
by  all  forms  of  voluntary  health  insurance, 
56  percent  of  the  total  came  from  the  in- 
surance companies.  The  dollar  amount  paid 
by  the  companies  was  over  $1.4  billion,  in- 
cluding loss-of-income  benefits.  Blue  Cross 
and  Blue  Shield  type  plans  paid  nearly  $1 
billion,  or  37  per  cent  of  the  total.  Various 
independent  plans  accounted  for  the  remain- 
ing 7 per  cent  of  the  total. 

On  December  31,  1953,  the  closing  date 
for  the  survey,  a total  of  nearly  99  million 
Americans  had  hospital  expense  protection. 


This  represents  an  increase  of  8 per  cent 
during  that  year,  a rate  of  increase  which  is 
five  times  the  rate  of  population  growth  in 
the  same  period.  Since  the  beginning  of 
1941,  the  number  of  persons  with  hospital 
expense  protection  has  multiplied  more  than 
eight  times. 

82  Million 

More  than  82  million  persons  had  surgical 
expense  protection  by  the  end  of  1953.  This 
represents  an  increase  of  13  per  cent  over 
the  previous  year.  Ordinarily,  people  with 
surgical  coverage  also  have  hospitalization 
protection.  So,  up  to  83  per  cent  of  those 
with  hospital  expense  protection  also  had 
surgical  coverage — up  from  a figure  of  80 
per  cent  one  year  earlier.  Since  1941,  the 
uumbei'  of  persons  with  surgical  insurance 
has  multiplied  more  than  15  times. 

Basic  medical  expense  coverage  increased 
by  more  than  seven  million  persons,  or  20 
per  cent,  during  1953,  to  give  a total  of 
nearly  43  million  who  have  this  protection 
against  the  cost  of  non-surgical  medical  care 
by  their  doctors.  People  with  medical  ex- 
pense protection  usually  have  hospital  and 
surgical  protection  as  well,  the  survey  noted. 

A total  of  nearly  38  million  workers  had 
protection  at  the  close  of  1953  against  loss 
of  income  due  to  disability.  This  figure  re- 
presents 60  per  cent  of  the  total  civilian 
labor  force  in  the  nation  at  the  time. 

Catastrophic  Illness 

The  newest  form  of  voluntary  health  in- 
surance, major  medical  expense  insurance, 
is  shown  by  the  survey  to  protect  more  than 
1.2  million  persons  against  the  costs  of  ca- 
tastrophic illness.  This  figure  represents  a 
gain  of  nearly  80  per  cent  during  last  year. 
Major  medical  expense  insurance,  the  Coun- 
cil points  out,  not  only  goes  beyond  customa- 
ry policies  and  plans  in  protecting  against 
heavy  hospital  and  doctor  bills,  but  it  also 
protects  against  almost  all  other  types  of 
medical  expense  due  to  disability,  including 
the  costs  of  special  duty  nursing,  artificial 
limbs  and  appliances,  and  drugs  and  med- 
icines. 

Distribution  of  Hospital,  Surgical,  and  Medical  Expense  Coverage 
by  States,  December  31,  1953 

Number  of  People  Protected 
Hospital  Surgical  Medical 

State  Expense  Expense  Expense 

Arizona  434,000  381,000  111,000 

New  Mexico  201,000  185,000  75,000 

Texas  3,742,000  3,518,000  1,629,000 
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TUBERCULOSIS 

The  Ever-Continuing  Search  For  Immunity 
In  Tuberculosis 

Myers,  J.  A.,  Postgrad.  Med.  12.A69,  1952 

The  public  now  hears  that  a simple,  in- 
expensive method  (BCG  Vaccine)  has  been 
found  to  control  tuberculosis.  In  some  in- 
stances negative  tuberculin  reactors  are 
obliged  to  take  the  vaccine  in  order  to  gain 
employment.  Employers  are  thus  protected 
against  litigation  should  tuberculosis  develop 
in  “immunized”  workers.  Based  on  available 
evidence  the  courts  may  ask  what  role  BCG 
plays  in  preventing  the  development  of  tuber- 
culosis. It  is  difficult  to  reconcile  the  fact 
that  BCG  produces  sensitization  and  that 
allergy  is  usually  a prerequisite  to  develop- 
ment of  clinical  tuberculosis. 

Clinical  Clippings,  January,  1953. 


PAGET'S  DISEASE 

Paget’s  Disease  (Osteitis  Deformans) 
Rosenkrantz,  J.  A.,  et  al.,  A.  M.  A.  Arch. 

Int.  Med.  90:610,  1952 

Serum  alkaline  phosphatase  levels  seem 
to  parallel  the  degree  of  bone  involvement 
in  many  patients  with  osteitis  deformans. 
The  possibility  of  depressing  alkaline  phos- 
phatase levels  and  perhaps  bringing  about 
clinical  improvement  in  this  condition  was 
investigated.  Folic  acid  therapy  had  little 
effect.  Administration  of  ACTH  was  fol- 
lowed by  a prompt  fall  in  serum  alkaline 
phosphatase  levels  but  they  soon  rose  to 
higher  levels  than  before  treatment.  There 
are  many  attractive  hypotheses  concerning 
the  etiology  of  Paget’s  disease  but  much  re- 
mains to  be  learned  about  the  actual  cause. 

Clinical  Clippings,  January,  1953. 


Gout 

(Continued  from  Page  204) 

3.  Butazolidin  may  be  substituted  for  col- 
chicine and  may  be  tried  when  col- 
chicine has  failed,  but  it  should  be  used 
for  short  periods,  in  smaller  dosage, 
and  with  the  most  extreme  caution, 
with  meticulous  clinical  and  laboratory 
follow-ups. 

4.  ACTH  is  useful  in  acute  gout,  perhaps 
most  useful  for  those  cases  that  cannot 
tolerate  the  oral  medications. 

5.  For  the  latent  cases,  the  asymptomatic 
hyperuricemic  patient,  and  for  the 
chronic  gout  patient,  Benemid  is  a po- 
tent uricosuric  agent  with  minimal  side 
effects. 


For  Sale 


Beck-Lee 

Electrocardiograph 


A true  quartz  string  type  galvanometer 
complete  with  lead  wires  and  eleetrodes. 
Machine  equipped  for  precordial  V-Lead 
determinations.  Excellent  condition. 


P.  O.  Box  3548,  El  Paso,  Texas 


The  Della  Rose 
Maternity  Home 


1.307  N.  Mesa  El  Paso,  Texas  Phone  2-8015 

Private,  Licensed,  Pre-Natal  Home  for  Unwed  Mothers. 
Staff  includes  leading  Southwestern  obstetricians. 
Delivery  in  a fully  accredited  El  Paso  hospital. 
Adoption  arranged  through  licensed  agency. 

Registered  nurses  on  duty  at  all  times. 

Correspondence  and  Interviews  Strictly  Confidential. 

(MRS.)  NETTIE  V.  BAIRD,  R.  N.,  Director 


Upjohn 


Bacterial 
diarrheas . . . 


Each  ftuidounce  contains: 

Neomycin  sulfate  300  mg.  (4%  grs.) 
[ec]uivalent  to  210  mg.  {SVn  grs.)  neo- 
mycin base] 


Kaolin .5.832  Gm.  (90  grs.) 

Pectin 0.130  Gm.  ( 2 grs.) 


Suspended  with  methy  Icellulose  1.25% 
Supplied: 

6-fluidounce  and  ])int  bottles 


The  Upjolin  Company,  Kalamazoo,  Michigan 


Neomycin 


Giv«  Us  A Trial  On  Your 

TAYLOR  BACK  BRACE 

Orders 


Wa  Carry  A Completa  Lint  of 

DIABETIC  FOODS  AND  SUPPLIES 

MCKEE’S  PRESCRIPTION  PHARMACY 

105-A  East  San  Antonio  St,  El  Paio 
Dial  2-2693 


• Send  the  following  measurements:  from 
level  of  shoulders  to  tip  of  sacrum;  circum- 
ference of  pelvis  above  trochanters;  circum- 
ference of  waist;  height  and  weight. 


CkHMPfihef.6 

Stace  and  diintif  Cc. 


813  N.  Cedar  at  Five  Points 


5-3841  EL  PASO,  TEXAS 


C.  G.  McDow  and  Son,  Props. 


419-421  South  Stanton  St.  2-4473  El  Paso,  Texas 


EXTER-TONELLA  MORTUARY,  INC. 

STRICTLY  ETHICAL 

108  Yale  Blvd.,  S.  E.  3-4571  Albuquerque,  N.  M. 

For  Your  Convenience 
Use  Our  Handy  Charge-A- Plate  Servicel 


Ihe  uiliile  house" 


The  McMath 
Co.,  Inc. 

^ Seek  SindiHf 

1] 


Richard  E.  Martin 


710  N.  Stanton  St.  2-3691  El  Paso,  Texas 


JHohcIiattcr  -JHilletr 

AMBULANCE  SERVICE 

Phone  5-2748 

2600  East  Yandell  Blvd.  El  Paso,  Texas 


Let  Us  Bind  Your  1954  Copies  of 
Southwestern  Medicine 


It’s 

Sweeney's 


[§ 


★ 


DIAL  3-3681 


FOR  PRESCRIPTIONS 

MILLS  BLDG.  — PHONE  3-4445  — EL  PASO,  TEXAS 


Wyoming  at  Cotton  El  Paso,  Texas 


CITYWIDE  DELIVERY  SERVICE 


MEDICAL  OFFICES  AVAILABLE 

- in  - 

Centrally  Located  Medical  Building 
Albuquerque  Medical  Center 

109  Elm  Street  SE,  Albuquerque,  N.  M. 

BERGER,  BRIGGS  & COMPANY,  AGENTS 

215  Third  Street  SW,  Albuquerque,  N.  M. 

2300  Physicians  Read 
Southwestern  Medicine 

HARDING  .KD  ORR 

Funeral  Home 

d 

EL  PASO.  TEXAS 

320  Montana  3-1646 

Only  at  the  Popular  in  El  Paso  . . . 

FINE  DOBBS  HATS 

POPULAR  DRY  GOODS  CO. 

Stench- 

MORTUARY 

910  Grand  Ave.,  N.  E.  3-4404  Albuquerque,  N.  M. 

S^utkmMeht  ^utpcai 

Cmpantf 

Your  Complete  Source  in  The  Southwest  For  All  Ethical 
Medical  Equipment  and  Supplies 

EL  PASO  ALBUQUERQUE  TUCSON  PHOENIX 

WARNER  DRUG  CO. 

IN  FRONT  OF  THE  POST  OFFICE 

Our  Prescription  Department  Is 
NEVER  Without  a 
Registered  Pharmacist  on  Duty 

O 

Direct  Physician's  Phone  to 
Prescription  Department  — 3-2352 

FREE  DELIVERY 

Raster  & Maxon 

Funeral  Home 

El  Paso,  Texas  2-3431 

TAYLOR-SIMPKINS,  INC. 

MEDICAL  OXYGEN 

2123  Texas  Street  3-0952  El  Paso,  Texas 

Nights  — Call  5-0359,  or  5-3060 

GUNNING  & CASTEEL  DRUG  STORES 

Complete  Prescription  Service  in  8 Conveniently  Located  Stores 


EL  PASO,  TEXAS 


YSLETA.  TEXAS 
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SAUL  B.  APPEL,  M.  D. 

Certified  by  the  American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 
CARDIOVASCULAR  DISEASES 

1201  First  National  Bldg.  3-5201  El  Paso,  Texas 

JOSEPH  BANK,  M.  D. 

Diplomate  of  American  Board  of  Internal  Medicine 
And  American  Board  of  Gastroenterology 


GASTROENTEROLOGY,  GASTROSCOPY 


800  North  First  Ave. 

ALpine  4-7245 

Phoenix,  Arizona 

JOHN  H. 

BARGANIER, 

M.  D. 

Internal  Medicine 

601  W.  4th  St. 

6-9072 

Odessa,  Texas 

FRANK  O.  BARRETT 
ANESTHESIOLOGY  ASSOCIATES 

FRANK  0.  BARRETT,  M.  D. 

MERLE  D.  THOMAS,  M.  D. 

(Diplomates  American  Board  of  Anesthesiology) 

ALFRED  SORENSON,  M.  D. 

JOHN  W.  REDELES,  M.  D. 

ANESTHESIOLOGY 

612  Mills  Bldg.  3-8431  El  Paso,  Texas 


ROBERT  L.  BEAL,  M.  D. 

Practice  Limited  To  Neuropsychiatry 

Park  Central  Medical  Building 
Suite  234,  Patio  D 

550  West  Thomas  Road  Crestwood  4-6711  Phoenix,  Arizona 


OTTO  L.  BENDHEIM,  M.  D. 

DIPLOMATE  AMERICAN  BOARD  OF  PSYCHIATRY  & NEUROLOGY 


1515  N.  Ninth  St.  ALpine  8-2607  Phoenix,  Ariz. 


RAYMOND  J.  BENNETT,  M.  D. 

Diplomate  of  the  American  Board  of  Neurology  and  Psychiatry 

PRACTICE  LIMITED  TO  NEUROPSYCHIATRY 

Suite  7A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-1177  El  Paso,  Texas 


JACK  A.  BERNARD,  M.  D. 

Diplomate  American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 
CARDIOVASCULAR  DISEASES 

Suite  3C  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-8151  El  Paso,  Texas 


EDWARD  BLANK,  M.  D. 

Practice  Limited  To  Psychiatry, 

Neurology  &.  Psychophysiologic  Medicine 
Fellow:  American  Psychiatric  Association 
New  England  Society  for  Psychiatry 

733  West  McDowell  Road  AL  2-7388  Phoenix,  Ariz. 

If  No  Answer:  AL  3-4189 

CLEMENT  C.  BOEHLER,  M.  D„  F.  A.  C.  S. 

DIPLOMATE  AMERICAN  BOARD  OBSTETRICS  AND  GYNECOLOGY 

H.  W.  DEMAREST,  M.  D. 

PRACTICE  LIMITED  TO  OBSTETRICS  AND  GYNECOLOGY 

Suite  8A  El  Paso  Medical  Center  1501  Arizona  St. 

Phone  2-6591  El  Paso,  Texas 


LOUIS  W.  BRECK,  M.D. 

W.  COMPERE  BASOM,  M.D. 
MORTON  H.  LEONARD,  M.D. 

Diplomates  of  the  American  Board  of  Orthopaedic  Surgery 
ORTHOPAEDIC  SURGERY 

520  Montana  Telephone  3-1671  El  Paso,  Texas 

C PARDUE  BUNCH,  M.  D. 

OWEN  C.  TAYLOR  JR.,  M.  D. 

— GENERAL  PRACTICE  — 

405  S.  Second  St  Phones:  480-1375  Artesia,  N.  M. 


BYRON  BUTLER,  M.  D. 

Med.  Sc.  D.  in  Ob.  & Gyn.  (Col.  Uni.) 

Gynecology  &.  Infertility 
Radical  Pelvic  Surgery 
Reconstructive  Pelvic  Surgery 

550  W.  Thomas  Rd.  Phone:  Cr.  4-6371  Phoenix,  Ariz. 


BASIL  K.  BYRNE,  M.  D. 

PEDIATRICS 

Suite  4A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-8487  El  Paso,  Texas 


DAVID  M.  CAMERON,  M.  D.,  F.  A.  C.  S. 

(Certified  by  The  American  Board  of  Orthopedic  Surgery) 

A.  E.  LUCKETT,  M.  D. 

(Certified  by  The  American  Board  of  Orthopedic  Surgery) 

ORTHOPEDIC  SURGERY 

Suite  5A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-3421  El  Paso,  Texas 
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ROBERT  J.  CARDWELL,  M.  D. 

(Olplomate  American  Board  of  Obstetrics  and  Gynecology) 

BRANCH  CRAIGE,  M.  D. 

(Certified  by  American  Board  of  Internal  Medicine) 

WARD  EVANS,  M.  D. 

INTERNAL  MEDICINE 

(Diplomate  American  Board  of  Surgery) 

414  Banner  Building  3-7587  El  Paso,  Texas 

Suite  5B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-6931  El  Paso,  Texas 

CASA  GRANDE  CLINIC 

H B LEHMBERG,  M.  D.  J.  T.  O'NEIL,  M.  D 

FREDERIC  E.  CRESSMAN,  M.  D. 

R.  Z.  COLLINGS,  JR.,  M.  D. 

Diplomate  of  American  Board  of  Ophthalmology 

GENERAL  PRACTICE 

OPHTHALMOLOGY,  OTOLARYNGOLOGY 

113  W.  Second  St.  Phones  4495-4496  Casa  Grande,  Ariz. 

102  South  Second  973  Artesia,  New  Mexico 

ROBERT  N.  CAYLOR,  M.  D. 

2300  Physicians  Read 

Practice  Limited  to  Ophthalmology 
207  Medical  Arts  Bldg. 

415  East  Yandell  Blvd.  3-5897  El  Paso,  Texas 

South  western  M ed icine 

CHILDREN'S  CLINIC 

109  North  Union 

E.  S.  CROSSETT,  M.  D. 

Diplomate  American  Board  of  Surgery 

Roswell  N.  Mex. 

THORACIC  SURGERY 

Allen  C.  Service,  M.  D.  Karl  L.  Bergener,  M.  D. 

Cardiovascular  Surgery  Broncho-Esophagology 

American  Board  of  Pediatrics 

415  E.  Yandell  Blvd.  3-8511  or  2-2474  El  Paso,  Tex. 

MANLEY  B.  COHEN,  M.  D. 

Practice  Limited  to: 

THORACIC  SURGERY 
CARDIOVASCULAR  SURGERY 
BRONCHOSCOPY-ESOPHAGOSCOPY 

WICKLIFFE  R.  CURTIS,  M.  D.,  F.A.C.S. 

Diplomate  American  Board  of  Urology 

JAMES  D.  BOZZELL,  M.  D. 

— PRACTICE  LIMITED  TO  UROLOGY  — 

415  East  Yandell  Boulevard  3-3353  El  Paso,  Texas 

Suite  3B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-1426  El  Paso,  Texas 

WILLIAM  1.  COLDWELL,  M.  D. 

RICHARD  E.  H.  DUISBERG,  M.  D. 

Certified  by  the  American  Board  of  Internal  Medicine 
— INTERNAL  MEDICINE  — 

(Diplomate  American  Board  of  Psychiatry  and  Neurology) 

800  Montana  St.  3-8373  El  Paso,  Texas 

1313  North  Second  Street  Phones:  AL  3-6701 

Phoenix,  Arizona  AL  2-4542 

W.  O.  CONNOR,  JR.,  M.  D.,  F.  A.  C.  S, 

L.  0.  DUTTON,  M.  D. 

Practice  Limited  to  Obstetrics  and  Gynecology 

ALLERGY 

Medical  Arts  Square  7-8661  Albuquerque,  N.  M. 

616  Mills  Bldg.  2-3671  El  Paso,  Texas 

P.  G.  CORNISH,  M.D.,  F.  A.  C.  S. 

ORVILLE  E.  EGBERT,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  of  Internal  Medicine 

GENERAL  SURGERY 

ALLERGY 

DISEASES  OF  THE  CHEST 

Medical  Arts  Square 
801  Encino  Place,  Suite  6 


2-1333 


Albuquerque,  N.  M. 


Suite  3E 

El  Paso  Medical  Center 


1501  Arizona  Street 
El  Paso,  Texas 
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HAROLD  EIDINOFF,  M.  D. 

PRACTICE  LIMITED  TO  PROCTOLOGY 

JAMES  J GORMAN,  M.  D.,  F.  A.  C.  P. 

Dipiomate  American  Board  of  Internal  Medicine 

DIAGNOSIS  •—  GASTROENTEROLOGY 

Suite  4B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-3305  El  Paso,  Texas 

701  First  National  Building  2-6221  El  Paso,  Texas 

JOHN  A.  EISENBEISS,  M.  D.,  F.  A.  C S. 
E.  THORNTON  PFEIL,  M.  D.,  F.  A.  C.  S. 

J LEIGHTON  GREEN,  M.  D.,  F.  A.  C.  S. 

Diplomates  of  the  American  Board  of  Neurological  Surgery 

Lois  Grunow  Memorial  Clinic 

GENERAL  and  GYNECOLOGICAL  SURGERY 

926  East  McDowell  Road  AL  4-3151  Phoenix,  Arizona 

buite  3A  El  Paso  Medical  Center  1501  Arizona  Street 

Plibne  2-9032  El  Paso,  Texas 

LESTER  C.  FEENER,  M.  D.,  F.  A.  C.  P. 

Dipiomate  American  Board  Internal  Medicine 

MARVIN  E.  GRICE,  M.  D. 

INTERNAL  MEDICINE 

CARDIOVASCULAR  DISEASES 

Practice  Limited  To  Neuro-Psychiatry 

404  Banner  Bldg.  2-5771  El  Paso,  Texas 

313D  North  Alleghaney  St.  6-5281  Odessa,  Texas 

2300  Physicians  Read 

2300  Physicians  Read 

Southwestern  Medicine 

Southwestern  M edicine 

JOE  R.  FLOYD,  M.  D.,  F.  A.  C.  S. 

GENERAL  SURGERY 

HERMAN  J.  HARVIS,  M.  D 

GENERAL  PRACTICE 

Suite  9E  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-5881  El  Paso,  Texas 

708  Denver  St.  4-2844  Plainview,  Tex. 

— 'PI'  

1130  l\l.  Central  Ave.  Memorial  Hospital 

DOUGLAS  D.  GAIN,  M.  D. 
ERNEST  H.  PRICE,  M.  D. 

HASKELL  D HATFIELD,  M D.,  F.  A C.  S 

(Dipiomate  American  Board  of  Otolaryngology) 

Diplomates  of  American  Board  of  Radiology 

X-RAY  THERAPY  and  DIAGNOSIS 
RADIUM  THERAPY  — RADIOACTIVE  ISOTOPES 

PRACTICE  LIMITED  TO  OTOLARYNGOLOGY 
LARYNGEAL  SURGERY  and  BRONCHO-ESOPHAGOSCOPY 

AL  8-8436  Phoenix,  Arizona  AL  8-7531 

Suite  4E  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-3201  El  Paso,  Texas 

CHARLES  E.  GALT,  JR.,  M.  D. 

Practice  limited  to  Obstetrics  and  Gynecology 

MALONE  V.  HILL,  M.  D.,  F.  A.  C.  S. 

GENERAL  SURGERY 

513  West  Fox  St.  Phone  5-5015  Carlsbad,  N.  M. 

123  North  Sixth  Street  600  Alpine,  Texas 

H.  M.  GIBSON,  M.  D.,  F.  A.  C.  S. 

(Certified  by  American  Board  of  Urology) 

HERBERT  E.  HIPPS,  M.  D. 

PRACTICE  LIMITED  TO  UROLOGY 

ORTHOPEDIC  SURGERY 

209  Medical  Arts  Bldg.  2-8130  El  Paso,  Texas 

1612  Columbus  Ave.  4-4701  Waco,  Tex 
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DRS.  HOGSETT  and  HARGAN 

HERMAN  A.  KLING,  M.  D. 

G.  C.  Hogsett,  M.  D.  J.  L.  Hargan,  M.  D. 

Associate  Fellow  American  Proctologic  Society 

OBSTETRICS  and  PEDIATRICS 

Diseases  of  the  Colon  and  Rectum 

Medical  Arts  Bldg.  5-4156  Carlsbad,  N.  M. 

107  Girard  Blvd.,  S.  E.  2-9313  Albuquerque,  N.  M. 

RUSSELL  HOLT,  M.  D. 

B.  LYNN  GOODLOE,  M.  D. 

HOWARD  C.  LAWRENCE,  M.  D. 

JACK  T.  RUSH,  M.  D. 

Diplomate  American  Board  of  Plastic  Surgery 

GENERAL  and  GYNECOLOGICAL  SURGERY 
MEDICAL  ARTS  BUILDING 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

415  East  Yandell  Blvd  3-3443  El  Paso,  Texas 

709  Professional  Building  Alpine  8-4101  Phoenix,  Arizona 

RALPH  H HOMAN,  M.  D.,  F.  A,  C.  P. 

CARDIOLOGY 

ROBERT  B.  HOMAN,  JR.,  M.D.,  F.A.C.S. 

2300  Physicians  Read 

DISEASES  OF  THE  CHEST  — THORACIC  SURGERY 

Suite7D  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-1409  El  Paso,  Texas 

Southwestern  Medicine 

ALBERT  M.  HORNE,  M.  D.,  D.  A.  B.  R. 

CHARLES  P.  C.  LOGSDON,  M.  D. 

RADIOLOGY 

CARDIOLOGY 

2200  West  Illinois  3-3402  Midland,  Tex. 

415  E.  Yandell  Blvd.  3-7916  El  Paso,  Texas 

GEORGE  W.  HORTON,  M.  D. 

TRUETT  L MADDOX,  D.  D.  S. 

PRACTICE  LIMITED  TO  ORTHOPEDICS 

ORAL  SURGERY 

413  N.  Lincoln  7-6641  Odessa,  Texas 

Suite  9A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-3659  El  Paso,  Texas 

W A.  JONES,  M.  D 

Diplomate  American  Board  of  Neurological  Surgery 

2300  Physicians  Read. 

NEUROLOGICAL  SURGERY 

Suite  IC  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-P927  El  Paso,  Texas 

South  western  M ed  i cine 

G.  H.  Jordan,  M D , F.A.C.S.  C.  E.  Webb,  M.D.,  F.A.C.S. 

DRS  JORDAN  AND  WEBB 

Diplomates  American  Board  of  Surgery 

MARSHALL  CLINIC 

GENERAL  and  GYNECOLOGICAL  SURGERY 

ROSWELL,  Ntw  MEXICO 

Suite  7B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-1693  El  Paso,  Texas 

1.  J.  Marshall,  M.  D. 

LINDELL  M.  KINMAN,  M.  D. 

Steve  Marshall,  M.  D 

Olplomate  American  Board  of  Urology 

Earl  A.  Latimer,  Jr  , M D. 

UROLOGY 

D.  H.  Cahoon,  M.  D. 

300  West  Alameda  Phone  4559  Roswell,  N.  M 

H.  D Johnson,  D.  D.  S 
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C.  H.  MASON,  M.  D. 
M,  S.  HART,  M.  D. 

A.  WILLIAM  MULTHAUF,  M.D.,  F.A.C.S. 

R.  F.  BOVERIE,  M.  D. 

UROLOGICAL  DIAGNOSIS  AND  SURGERY 

G.  L.  BLACK,  M.  D. 

R.  S.  CLAYTON,  M.  D. 

1315  First  National  Bldg.  3-8986  El  Paso,  Texas 

RADIOLOGY  — PATHOLOGY  — RADIOISOTOPES 

El  Paso  Medical  Center  Medical  Arts  Building 

1501  Arizona,  Suite  2-A  415  East  Yandell,  Suite  105 

3-4478  3-7092 

El  Paso,  Texas 

2300  Physicians  Read 
Southwestern  Medicine 

BERNARD  L.  MELTON,  M.  D. 
F.  A.  C.  S.,  F.  1.  C.  S. 

WALLACE  E.  NISSEN,  M.  D.,  F.  A.  C.  S. 
W.  W.  KRIDELBAUGH,  M.  D.,  F.  A.  C.  S. 

EYE,  EAR,  NOSE  and  THROAT 

GENERAL  SURGERY 

Certified  by  American  Board  of  Ophthalmology 
Certified  by  American  Board  of  Otolaryngology 
Certified  by  International  College  of  Surgeons 

Medical  Arts  Square 

801  Encino  Place.  Suite  35  3-2251  Albuquerque,  N.  M. 

GORDON  J.  McCURDY,  M.  D. 

THE  ORTHOPEDIC  CLINIC 

Orthopedic  Surgery 

Certified  by  American  Board  of  Otolaryngology 
Fellow  of  American  College  of  Allergists 
Eye,  Ear,  Nose,  Throat,  Fenestration  and  Allergy 

W.  A.  BISHOP,  JR.,  M.  D.,  F.  A.  C.  S. 
ALVIN  L.  SWENSON,  M.  D. 

RAY  FIFE,  M.  D. 

SIDNEY  L.  STOVALL,  M.  D.,  F.  A.  C.  S. 

605  Professional  Bldg.  Phone:  Alpine  3-8209 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
DE  WITT  W.  ENGLUND,  M.  D.,  ARTHRITIS 

1313  North  Secono  Street  — Phone  ALpine  8-1586  — Phoenix,  Arlz 

LEROY  J.  MILLER,  M.  D. 

JAMES  M.  OVENS,  M.  D. 

M.  ROBERT  KLEBANOFF,  M.  D. 

F.  A.  C.  S.,  F.  1.  C.  S. 

NEUROLOGICAL  SURGERY 

Diplomate  American  Board  of  Surgery 

CANCER  AND  TUMOR  SURGERY  X-RAY  AND 
RADIUM  THERAPY 

106  S.  Girard  Ave.  5-4831  Albuquerque,  N.  M 

608  Professional  Building  AL  4-1973  Phoenix,  Ariz. 

CLINTON  W.  MORGAN,  M.  D. 

ROBERT  E.  PARKINS,  D.  D.  S. 

GENERAL  DENTISTRY 

NbUKULLHilCAL  bUKbhKY 

(Special  Consideration  Given  to  Children) 

215  Oak  N.  E.  3-6195  Albuquerque,  N.  M. 

Suite  IE  1501  Arizona  Street 

Phone  3-1245  El  Paso  Medical  Center  El  Paso,  Texas 

J.  H.  MULLEN,  D.  D.  S. 

GENERAL  DENTISTRY 

JACK  C.  POSTLEWAITE,  M.  D. 

Diplomate  American  Board  of  Internal  Medicine 

(Special  Consideration  Given  Children) 

NATHAN  KLEBAN,  M.D. 

INTERNAL  MEDICINE 

1335  First  National  Bldg.  3-8687  El  Paso,  Texas 

Suite  50  1501  Arizona  St. 

El  Paso  Medical  Center  2-1385  El  Paso,  Texas 

2300  Physicians  Read 

VINCENT  M.  RAVEL,  M.D. 
CHARLES  C.  McVAUGH,  M.  D. 

Southwestern  Medicine 

— RADIOLOGY  — 

Mills  Building  and 

800  Montana  Street  2-3459  El  P“0/  Texas 
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RISSLER-WOLLMANN  CLINIC 

WILLARD  W.  SCHUESSLER,  M.  D. 

Diplomate  American  Board  of  Plastic  Surgery 

ROSS  W.  RISSLER,  M.  D. 

(Certified  by  the  American  Board  of  Internal  Medicine) 

DONALD  H.  EWALT,  M.  D. 

Plastic,  Reconstructive  Surgery  and 
Maxillo-facial  Surgery 

INTERNAL  MEDICINE— CARDIOLOGY 

1501  Arizona  St.  Medical  Center,  Suite  4-C  El  Paso,  Texas 

WALTER  W.  WOLLMANN,  M.D.,  F.A.C.S. 

{Certified  by  the  American  Board  of  Surgery) 

2300  Physicians  Read 

GENERAL  SURGERY 

Southwestern  Medicine 

2001  Grant  Ave.  3-1601  El  Paso,  Texas 

ROY  R.  ROBERTSON,  M.  D. 

F.  P.  SCHUSTER,  M.  D. 
S.  A.  SCHUSTER,  M.  D. 

INTERNAL  MEDICINE  AND  CARDIOVASCULAR  DISEASES 

NEWTON  F WALKER,  M.  D. 

Medical  Arts  Square 

801  Encino  Place,  Suite  20  2-9619  Albuquerque,  N.  M. 

EYE,  EAR,  NOSE  AND  THROAT-BRONCHOSCOPY 

First  National  Bldg.  2-1495  El  Paso,  Texas 

CECIL  A.  ROBINSON,  M.  D. 

0.  J.  SHAFFER,  D.  D.  S.,  F.  A.  C.  D, 

(Diplomate  American  board  of  Oral  Surgery) 

Practice  Limited  to  Orthopedics 

ROY  G.  SLACK,  D.  M.  D. 

ORAL  SURGERY 

111  Pine  St.  2541  Kermit,  Texas 

Suite  ID  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-6742  El  Paso,  Texas 

J.  S.  RODEN,  M.  D. 

W.  G.  SHULTZ,  M.  D.,  F.A.C.S. 

Diplomate  of  The  American  Board  of  Urology 

GYNECOLOGY 

E.  R.  UPDEGRAFF,  M.  D. 

W.  S.  PARKS,  Jr.,  M.  D. 

1010  N.  Country  Club  Road 

Telephone  5-2609  Tucson,  Arizona 

OBSTETRICS  AND  GYNECOLOGY 

G.  H.  LANG,  M.  D. 

D.  J.  SIBLEY,  JR.,  M.  D. 

OBSTETRICS 

GENERAL  PRACTICE 

108  N.  Garfield  St.  4-6592  Midland,  Texas 

Box  367  Phone  584  Ft.  Stockton,  Texas 

S.  PERRY  ROGERS,  M.  D. 

EUGENE  P.  SIMMS,  M.  D. 

ORTHOPEDIC  SURGERY 

— GENERAL  PRACTICE  — 

Suite  2B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-4433  El  Paso,  Texas 

Medical  Arts  Center 

1213  Tenth  Street  Phone  8 Alamogordo,  N.  M. 

GEORGE  M.  SCHLENKER,  M.  D. 

GERALD  A SLUSSER,  M.  D.,  A.  1.  C.  S. 

Practice  Limited  To  Neuro-Psychiatry 

SURGERY  AND  OBSTETRICS 

Medical  Arts  Building 

415  E.  Yandell  Blvd.  3-7366  El  Paso,  Texas 

100  Booker  Bldg.  Phone  670  Artesla,  N.  M. 

Southwestern  Physicians’  Directory 


LESLIE  M.  SMITH,  M.  D.  H.  D.  GARRETT,  M.  D. 

DRS.  SMITH  AND  GARRETT 

Diplomates  American  Board  of  Dermatology  and  Syphilology 

DISEASES  OF  THE  SKIN 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 
Suite  3D  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-6172  El  Paso,  Texas 

ROBERT  F.  THOMPSON,  M.  D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

UROLOGY 

816-818  Mills  Bldg.  2-4321  El  Paso,  Texas 

M.  P.  SPEARMAN,  M.  D.,  F.  A.  C.  S. 

Diplomate  American  Board  of  Otolaryngology 

2300  Physicians  Read 

EYE  - EAR  - NOSE  - THROAT 

Southivestern  Medicine 

Suite  5C  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-6011  El  Paso,  Texas 

C.  M.  STANFILL,  M.  D. 

Diplomate  American  Board  of  Otolaryngology 
EAR,  NOSE  and  THROAT 

Bronchoscopy  — Esophagoscopy 

TUCSON  TUMOR  CLINIC 

CANCER  & ALLIED  DISEASES 

LUDWIG  LINDBERG,  M.  D. 
U.  V.  PORTMANN,  M.  D. 

307  MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blvd.  2-9449  El  Paso,  Texas 

721  N.  4th  Ave.  3-2531  Tucson,  Arizona 

C.  S.  STONE,  M.  D.,  F.  A.  C.  S. 

TURNER'S  CLINICAL 
& X-RAY  LABORATORIES 

A.  J.  JENSON,  B.  A.,  M.  D. 

GEORGE  TURNER,  M.  D. 
DELPHIN  von  BRIESEN,  M.  D. 

V.  M.  HOLLAND,  B.  S.,  M.  D. 

MEDICAL  CENTER 

PHONES:  3-5323  - 3-3033  - 3-4427 

1501  Arizona  St.  Phone:  2-4689 

Building  No.  6 El  Paso,  Texas 

301  East  Cain  Street  Hobbs,  N.  M 

JESSON  L STOWE,  M.  D. 
GRAY  E.  CARPENTER,  M.  D. 

W.  E.  VANDEVERE,  M.  D.,  F.  A.  C.  S. 

Diplomate  of  American  Boards  of  Ophthalmology  and  Otolaryngology 

W.  G.  MORROW,  JR.,  M.  D. 

GYNECOLOGY  AND  OBSTETRICS 

Diplomate  American  Board  of  Ophthalmology 
OPHTHALMOLOGY 

2323  Montana  Street  2-4631  El  Paso,  Texas 

1001  First  National  Bldg.  2-5629  El  Paso,  Texas 

WINSLOW  P.  STRATEMEYER,  M.  D. 

Diplomate  American  Board  of  Neurological  Surgery 
NEUROLOGICAL  SURGERY 

RICHARD  P.  WAGGONER,  M.  D. 

M.  S.  (SURG.),  F.A.C.S. 

GENERAL  SURGERY 

101  Medical  Arts  Bldg. 

415  E.  Yandell  Blvd.  3-7551  El  Paso,  Texas 

504  N.  Richardson  St.  Phone  208  Roswell,  N.  M. 

2300  Physicians  Read 

L.  E.  WILCOX,  M.  D. 
RUSSELL  L.  DETER,  M.  D. 
HERMAN  RICE,  M.  D. 

Southwestern  Medicine 

GENERAL  AND  THORACIC  SURGERY 
Suite  5E  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-6529  El  Paso,  Texas 
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SOUTHWEST  BLOOD  BANK 


Federally  licensed  and  supervised  by 

physicians  from  the  Southwest  to  provide  Blood  and  Plasma  of  highest  quality  on  a 24-Ilottr  basis. 


SOUTHWEST  BLOOD  BANK  OF  ALBUQUERQUE 

710  Central  Ave.,  S.  E.  — Telephone  7-9831 
William  Hentel,  M.  D.,  Medical  Director 


SOUTHWEST  BLOOD  BANK  OF  LUBBOCK 

2318  19th  St.  — Telephone  Porter  2-1450 

Marie  L.  Shaw,  M,  D.,  Medical  Directot 


SOUTHWEST  BLOOD  BANK  OF  EL  PASO 

714  East  Yandell  Blvd.  — ■ Telephone  3-4847 

L.  O.  Dutton,  M.  D.,  Medical  Director 


SOUTHWEST  BLOOD  BANK  OF  PHOENIX 

4 South  Twelfth  Avenue  — Telephone  - ALpine  4-7264 
James  D.  Barger,  M.  D.,  Medical  Director 


SOUTHWEST  BLOOD  BANK  OF  HOUSTON 

1112  Holman  St.  — Telephone  - Jackson  2063 
C.  C.  Shullenberger,  M.  D.,  Medical  Director 


SOUTHWEST  BLOOD  BANK  OF  SAN  ANTONIO 

112  Auditorium  Circle  — Telephone  - Capital  5-2115 
Louis  J.  Manhoff,  Jr.,  M.  D.,  Medical  Director 


HOTEL  DIEU, 
SISTERS’ 
HOSPITAL 

Operated  in  Conjunction  With 
San  Jose  Clinic  and 
St.  Joseph’s  Maternity  Unit. 

Fully  Approved  by  the 
Joint  Commission  on 
Accreditation  of  Hospitals. 

EL  PASO,  TEXAS 


HOTEL  BIEU 
SCHOOL  OF 
NURSING 

Fully  Approved  by  the  National 
Nursing  Accrediting  Service. 

For  Residencies:  Apply  to 
Sister  Roberta,  Administrator. 
For  School  of  Nursing:  Apply  to 
Sister  Mary  Bernadette,  Director. 

EL  PASO,  TEXAS 


HOTEL  DIEU 
SCHOOL  OF 
MEDICAL 
TECHNOLOGY 

Fully  Approved  by  the 
American  Medical  Association, 
American  Society  of  Clinical 
Pathologists,  and  Registry  of 
Medical  Technologists. 

EL  PASO,  TEXAS 


SANATORIUM 


5055  North  Thirty-Fourth  Street 
At  Camelback  Road 


Phoenix  Institute  of 
NEUROLOGY  & PSYCHIATRY 


AM  6-7238 


Director 

OTTO  L.  BENDHEIM,  M.D. 


Phoenix,  Arizona 
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Plainview  Hospital  and  Clinic  Foundation 

PLAINVIEW,  TEXAS 

Fully  equipped  to  furnish  complete  Neuro-Psychiatric  treatment  and  care,  including  deep 
narcosis,  insulin,  shock  therapies,  and  electro-encephelography  for  diagnostic  purposes. 

Fully  equipped  for  the  care  of  all  types  of  Orthopedic  cases  and  poliomyelitis.  Department 
of  Physical  Therapy.  Fully  equipped  for  the  treatment  of  Cancer  and  Allied  diseases. 


STAFF 


E.  O.  NICHOLS,  M.  D. 
Surgery  & Consultation 

J.  H.  HANSEN,  M.  D. 
Radiology 

MARVIN  C.  SCHLECTE,  M.  D. 
Internal  Medicine  & Diagnosis 

JOHN  C.  LONG,  M.D. 

Surgery 


HENRY  SNYDERMAN,  M.  D. 
Neurology  & Psychiatry 

R.  K.  WILLIAMS,  M.  D. 
Obstetrics  & Gynecology 

RANDALL  G.  HEYE,  M.  D. 
Internal  Medicine 

RALPH  E.  DONNELL,  M.  D. 
Orthopedic  Surgery 


LLOYD  A.  STORKS,  M.  D. 
Otolaryngology 

ROY  R.  ROBERTS.  M.  D. 
Urology 

C.  THOMAS  HILL,  JR.,  M.  D. 
House  Physician 

W.  W.  KIRK 
Business  Mgr. 

VIRGIL  C.  WITTEN 
Administrator 


Southwestern  General  Hospital 

Approved  by  the  Joint  Commission  on  Accreditation  of  Hospitals 

• 

Member  Hospital: 

American  Hospital  Association 

Blue  Cross  of  Texas 

• 

Open  Staff 

COTTON  AVENUE  AND  ERIE  STREET  • EL  PASO,  TEXAS 


MOW 


a new  Robins'  Extental 


(Phenobarbital  Extended  Action  Tablets^ 


A.  H.  ROBINS  CO.,  INC.  * Richmond  20,  Virginia 

Ethical  Pharmaceuticals  of  Merit  since  1878 


Phenobarbital  — the  sedative  par  exc 
lence  — is  now  available  in  the  uniq 
Robins’  Extentabs  dosage  form, 
‘Stental  Extentabs’. 


Each  Stental  Extentab  contains  % < 
phenobarbital,  one-third  of  which  is  i 
leased  promptly  on  ingestion,  and  t 
balance  gradually  and  evenly,  to  provi 
smooth,  sustained  sedation  over 
period  of  10  to  12  hours  . . . thus  avo 
ing  repeated  dosage  during  the  d< 
or  awakening  at  night  for  additior 
medication. 


and  Themgmn  gives 

therapeutic  results 


THERAGRAN 

THERAPEUTIC  FORMULA  VITAMIN  CAPSULES  SQUIBB 


Each  Theragran  Capsule  supplies: 


Vitamin  A ....  25,000  U.S.P.  Units 

(synthetic) 

Vitamin  D ....  1,000  U.S.P.  Units 
Thiamine  Mononitrate....  10  mg. 

Riboflavin 10  mg. 

Niacinamide  150  mg. 

Ascorbic  Acid 150  mg. 

1 or  more  capsules  daily 


bottles  of  30, 100  and  1000. 


'THERAGftAN*  IS  A SQUIDB  TRADEMARK 


Squibb 


Tra.sentine®-  Plieoobarbita.1 


■ Inhibits  Parasympathetic  Activity 

■ Relaxes  Smooth  Muscle  Directly 

■ Exerts  Local  Anesthetic  Effect 
on  G-I  Mucosa 

■ Sedates  the  Patient 


Without  Atrojnne  Side  Effects 


Each  tablet  contains  50  mg. 
Trasentine  hydrochloride  and  20  mg. 
phenobarbital. 

Also  available:  Trasentine 
hydrochloride  Tablets,  75  mg. 


Trasentine®  hydrochloride 

(adiphenine  hydrochloride  CIBA) 


2/2061(4 


CIBA  Summit,  N,  J. 


you  may  put  your  own  mind  at  ease 
as  well  as  calm  your  patient  when  you  prescribe  Noludar 
'Roche'  as  a sedative  (or  in  larger  dosage,  as  a 
hypnotic).  There  is  little  danger  of  habitmtion 
or  other  side  effects,  because  Noludar 
is  not  a barbitiurate.  Available  in 
50-mg  and  200-mg  tablets, 
and  in  liquid  form, 50  mg  per 
teaspoonful. 

Noludar'  “ - brand  of  methyprylon 
Hoffmann  - La  Roche  Inc 


Nutley  10 


N.  J, 


highly  soluble  in  both  acid  and  alkaline  body 

fluids,  especially  at  jH  of  renal  tubules 

high  plasma  levels  rapidly  attained 

no  alkalinization  or  forcing  of  fluids  required 

single  sulfonamide  - not  a mixture 

no  danger  of  secondary  fungus  infections 

wide  antibacterial  range 


GANTRISIN  ® -brond  o(  sullisoxazole  (3,4-dime(hyl-5-sulfanilamido-isoxazole) 


Reduces  elevated  blood  cholesterol  levelsd'’ 


BEFORE  ■ 
AFTER  □ 


Supplied:  Bottles  of  12  fluid  oz. 

Literature  available. 

1.  Albert,  A.,  and  Albert,  M.:  Texas  State  J.  Med. 
50:52  4 {Dec.)  195 If. 

2.  Sherher,  D.A.,  and  Levites,  M.M.:  J.A.M.A. 
152:682  {June  20)  1953. 


Improves  hypercholesteremic  patients  with  cardiovascular 
disease  and  angina  and  those  with  postoperative  biliary 
dyskinesia,  both  subjectively  and  symptomaticallyd 

monichor 

Polysorbate  80,  Choline,  Inositol— the  new  physio-chemical  complex) 

normalizes  cholesterol  metabolism 
IVES-CAMERON  COMPANY 

Philadelphia  2,  Pa. 


‘Trademark 


DIET 


WATER-S^' 


os  in 

marked  deficiency  states 
restricted  diets 

conditions  of  increased  requirements 
conditions  of  impaired  absorption 


A.  H.  ROBINS  CO.,  Richrnxmtf'l?^^  inm 


VITAMINS  INADEQUATE? 


CCTDSuleS  j 

sat^fation  dosag/ of 
es/ential  B vitamins 

/ 

0 mg.  ascorbic  acid 
(theliigh^t  C content  of  any 
water-^luble  vitamin  capsule) 

Each  cqpsufe  contains: 

Thiamine  Hydrochloride  15  mg. 

Riboflavin  10  mg. 

Calcium  Pantothenate  10  mg. 

Nicotinamide 50  mg. 

Ascorbic  Acid  250  mg. 

Ethical  Pharmaceuticals  of  Merit  since  1878 


NOW  AVAILABLE ! ACHROMYCIN 
with  STRESS  FORMULA  VITAMINS 


TETRACYCLINE 


in  Lederle’s  EXCLUSIVE, 
DRY-FILLED  sealed  capsules 


Each  capsule  contains: 

ACHROMYCIN  Tetracycline  Lederle 250  mg. 

Ascorbic  Acid  75  mg. 

Thiamine  Mononitrate 2.5  mg. 

Riboflavin 2.5  mg. 

Niacinamide 25  mg. 

Pyridoxine  HCI 0.5  mg. 

Calcium  Pantothenate 5 mg. 

Vitamin  B12 1 mcgm. 

Folic  Acid 0.375  mg. 

Vitamin  K (Menadione) 0.5  mg. 


Also  available:  ACHROMYCIN  SF  Oral  Suspension 


New  ACHROMYCIN  SF  combines  today’s  foremost  broad- 
spectrum  antibiotic  with  the  stress  vitamin  formula  sug- 
gested by  the  National  Research  Council.  It  provides,  in  a 
single  dose,  potent  anti-infective  action  plus  nutritional 
supplementation  to  hasten  recovery  and  convalescence. 

MORE  EFFECTIVE 

Recently  completed  clinical  trials  show  that 
powder-filled  ACIHROIVIYCIN  SF  Capsules  are 
more  rapidly  and  completely  absorbed.  They 
contain  no  oils  or  paste. 


LEDERLE  LABORATORIES  DIVISION  American  C^anamid  company  PEARL  RIVER,  N.  Y. 


■reg. 


I.  s. 


protection  for  pregnant  and  lactating  patients 


K:  S 

vitam  in-rniw  ra  I combination 

When  nutritionul  demands  are  higlr- 
est,  NATABEC  Kapseals  help  protect 
your  patients  with  important  vita- 
mins, the  intrinsic  factor,  plus  iron 
and  calcium.  Optimum  nutrition 
safeguards  present  and  future  health 
of  lx)th  mother  and  child. 
dosage:  As  a dietary  supplement  dur- 
ing pregnancy  and  lactation,  one  or 
more  Kapseals  daily  as  directed  by 
the  physician.  Available  in  bottles  of 
100  and  1,000. 


parkb:,  X3AVXS  & coMi=>A:NTr 

DEm^OIT.  MIC?KIC5-A.ltT 


When  you  specify  the  Q^izej)  antibiotic  of  your 
choice  Stress  Fortified  with  the  B-complex,  C and 


K vitamins  recommended  by  the  National  Research 


Council,  be  sure  to  write 
on  your  prescription 


antibiotics  Stress  Fortified 
with  vitamins,  available 
only  from  Pfizer,  include: 

Terramycin-SF 

Brand  of  oxy tetracycline  with  vitamins 

CAPSULES  250  mg. 

Tetracyn-SF 

Brand  of  tetracycline  ivitli  vitamins 

CAPSULES  250  mg. 

ORAL  SUSPENSION  (fruit 
flavored)  125  mg./5  cc.  teaspoonful 


Pen-SF 


* 


Brand  of 

penicillin  G potassium  with  vitamins 

CAPSULES  200,000  units 

The  niininmm  daily  dose 
of  each  antibiotic  ( 1 Gm.  of 
Tcrramycin  or  Tetracyn, 
or  600.000  units  of  penicillin) 
Stress  Fortifies  the  patient 
wilh  the  stress  vitamin  formula 
reconiinended  by  the 
National  Research  Council; 


Ascorbic  aciil,  It.S.P. 

3(10  mg. 

Tliiamine  mononitrate 

10  mg. 

Riltoflavin 

10  mg. 

Niacinamitle 

100  mg. 

PyritJoxine  liyilrocliloritle 

2 mg, 

Caloinrn  pantothenate 

20  mg. 

Vitamin  activity 

d meg. 

Folic  acid 

1.5  mg. 

Menadione 

( vitamin  K analog  ) 

2 mg. 

* Trademark 

Pfizer  Laboratories,  uivuion.  cims.  rjizcr  & Co„  inc.,  Brooklyn  6,  N.  Y. 
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from  an  editorial  in  the  J.A.M.A. 

(156:991,  Nov.  6,  1954): 

Oral  broad  spectrum  antibiotic  therapy 
may  cause  infection  with  Candida  albicans 


antibacterial  therapy 
plus 

antifungai  prophylaxis 


in  one  capsule 


Each  Mysteclin  capsule,  containing  250 
milligrams  of  tetracycline  hydrochloride 
and  250,000  units  of  nystatin,  costs  the 
patient  only  a few  pennies  more  than  does 
tetracycline  alone. 

Minimum  adult  dose:  1 capsule  q.i.d. 
Supply:  Bottles  of  12  and  100. 


MYSTECLIN 

SQUIBB  TETR  ACYC  1-1  N E — NYSTATI  N 

antibacterial  • antifungal 


'mysteclin'  is  a SQUIBB  TRADEMARK 


Squibb 


% am  Hcu 
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Our  sincere  thanks  to  all  physicians 
who  as  Trustees  or  Professional 
Members  have  made  possible 
the  growth  of  the  New  Mexico 
Physicians’  Service.  Premium  income 
exceeds  $848,000  annually,  a 27% 
increase  over  last  year. 

Over  $2,000  per  day  are  paid  in 
claims  under  your  New  Mexico 
Physicians’  Service. 


With  your  help,  we  look  forward  to 
our  best  year  yet,  so  again  we  say, 
“Thank  you!’’ 


exico 


Pltvsieians  ^eioice 

Phone  3-3188 


212  Insurance  Bldg. 


ALBUQUERQUE 


Fat  intolerance  dyspepsia 


FOR  YOUR  PATIENTS  WITH  Irritable  bowel  syndrome 

Gallbladder  dysfunction 


OXSORBIL  Capsules  will  permit  the  inclusion  of  suitable 
dairy  and  vegetable  fats  in  the  patient’s  diet. 

POLYSORBATE  80  MAKES  THE  DIFFERENCE 


This  well  balanced  choleretic,  cholagogic  formula  comes  in  two  forms. 


OXSORBli  PB.  I OXSORBir 


IVES-CAMERON 

COMPANY 

Philadelphia  2,  Pa. 


(contains  phenobarbital  and 
belladonna 
for  patients  also 
requiring  spasmolysis 
and  sedation) 

Bottles  of  100  capsules 
Literature  on  request 


Plain 


CYESICAPS 


LEDERLE  LABORATORIES  DIVISION 
AMERICAN  Cifonamid COMPANY  Pearl  River,  New  York 


NEW  PHOSPHORUS-FREE 
PRENATAL  DIETARY  SUPPLEMENT! 


Cyesicaps  provide  both  mother  and  child 
with  every  needed  vitamin  and  mineral. 
Calcium  is  supplied  as  calcium  lactate,  its 
most  easily  assimilated  form.  This  phos- 
phorus-free formula,  requested  by  many 
obstetricians,  is  indicated  throughout  preg- 
nancy and  lactation.  Cyesicaps  are  dry-filled 
soft  gelatin  capsules  (an  exclusive  Lederle 
development),  and  cause  no  oily  aftertaste. 

Recommended  dosage:  1 or  2 capsules,  3 
times  daily. 


Prenatal  Dietary  Supplement 


* 


EYE  DROPS 


With  Ephedrine  .2% 
1/2 -Oz.  Dropper  Bottle 


FORMULA 

Boric  Acid,  Sodium 
Chloride,  Sodium 
Borate,  Camphor 
Water,  Glycerin, 
Chlorobutanol,  Ben- 
zaikonium  Chloride. 


EYE  WASH 


Without  Ephedrine 
4-Oz.  Bottle  with  Eye  Cup. 


Provides  an  excellent  prophylactic 
after  exposure  to  sun,  wind,  glare,  dust 
or  after  a swim.  The  EYE  BATH  is 
excellent  for  milady  at  the  start  of 


RHINOPTO  COMPANY 

Dallas 

Manufqcturf  rs  of  T 

RH  IN  ALL  NOSE  DROPS 


her  'evening.  ’ 


Ethical  Specialties  for  the  Profession  ★ SAMPLES  ON  REQUEST 


Now  Available  --  Fresh  From  The  Farm 


For  infants,  the  elderly, 
the  treatment  of  stomach 
disorders  and  allergies — 
GOAT’S  Milk  is  often 
the  right  answer.  Now 
in  plentiful  supply,  fresh 
from  the  farm. 

Certified  Milk 

is  produced  under  the 
supervision  of  the 
El  Paso  County  Medical 
Milk  Commission 


Write  or  call  Price’s  for  detailed  literature  on  Certified  Goat’s  Milk 

Price’s  Creameries,  Inc.  600  N.  Piedras  Street,  El  Paso  Phone  5-2711 


In  most  cases  — 

Rapid  onset~15-20  minutes 
Lasts  4-8  hours 
No  hangover 

Dosage:  0.25  to  0.5  Gm.  before  bedtime. 
Scored  0.25-  and  0.5-Gm.  tablets. 


Now  ...  a totally  new  nonbarbiturate  hypnotic-sedative! 


a good  night’s  sleep  with  clear 

DORIDE 


(glutethimide 


2/2075M 


HERE’S  HOW 

POLYSAL® 

HELPS  YOUR  PATIENTS 


Polysal,  a single  I.V.  solution  to  build  electrolyte  balance, 
is  recommended  for  electrolyte  and  fluid  replacement  in 
all  medical,  surgical  and  pediatric  patients  where  saline  or 
other  electrolyte  solutions  would  ordinarily  be  given. 
Available  in  distilled  water — 250  cc.  and  1000  cc.  and  in 
5%  Dextrose  — 500  cc.  and  1000  cc. 


1 

POLYSAL  prevents  and  corrects  hypo- 
potassemia  without  danger  of  toxicity* 

2 

POLYSAL  corrects  moderate  acidosis 
without  inducing  alkalosis' 


INSTEAD  OF  UNPHYSIOLOGICAL 
“PHYSIOLOGICAL  SALINE”  MAKE 

POLYSAL 


3 

POLYSAL  replaces  the  electrolytes 
in  extracellular  fluid' 

4 

POLYSAL  induces  copious  excretion 
of  urine  and  salt' 


YOUR  ROUTINE  PRESCRIPTION 


I.  Fox,  C.  L.  Jr.,  et  al. 

An  Electrolyte  Solution  Approximat- 
ing Plasma  Concentrations  with 
Increased  Potassium  for  Routine 
Fluid  and  Electrolyte  Replacement.  CUTTER  LotomUntt 

J.A.M.A.,  March  8,  1952.  .....ur,  c.u.o.... 
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► THE  PRESIDENT’S  COLUMN  ^ 


Postgraduate  Medical  Education 

By  Joseph  Bank,  M.  D.,  Phoenix 


The  demand  and  participation  of  physi- 
cians in  postgraduate  medical  education  has 

grown  rapidly  in 
recent  years.  In  or- 
der to  analyze  and 
evaluate  the  multi- 
ple factors  involved 
in  this  type  of  medi- 
cal education,  the 
American  Medical 
Association  en- 
dorsed a two  and  a 
half  year  survey, 
the  results  of  which 
are  now  appearing 
in  a series  of  arti- 
cles in  the  Journal. 

Thei’e  are  many 
problems  to  be  con- 
sidered in  order  to  make  postgraduate  train- 
ing most  effective  and  available.  One  of  these 
is  the  distance  physicians  must  travel  to 
teaching  centers  with  consequent  loss  of  time 
from  practice.  The  most  desirable  courses 
are  the  short  courses,  about  one  week  in 
duration.  In  an  area  like  the  Southwest, 
medical  centers  are  located  at  great  distances 
from  physicians  offices.  To  the  majority  of 
physicians  in  this  area  the  necessary  time 
involved  in  long  distance  travel  to  medical 
centers  is  disproportionate  to  the  compara- 
tively brief  period  of  instruction. 


Kducational  Facilities 

It  is  for  this  reason  that  the  educational 
facilities  provided  by  meetings  like  the  an- 
nual convention  of  the  Southwestern  Medical 
Association  are  of  especial  value.  In  this 
three  day  conference  the  teachers  are 
brought  to  the  students.  The  practicing  phy- 
sician is  brought  in  contact  each  year  with 
successive  groups  of  leaders  in  American 


medicine  who  possess  unusual  qualifications 
as  teachers.  In  addition  to  instruction,  the 
physician  obtains  inspirational  values  from 
personal  contact  with  the  visiting  instruc- 
tors. The  material  is  presented  in  the  form 
of  lectures  and  panels  for  the  most  part.  In 
addition,  seminars  are  held  in  smaller  groups 
where  “brain-picking”  may  be  conducted  in- 
formally. Direct  contact  with  questions  and 
answers  is  of  inestimable  value  to  the  prac- 
ticing physician  who  may  acquire  in  minutes 
information  unobtainable  in  hours  of  read- 
ing, or  get  a view  of  material  not  yet  pub- 
lished. 


Two  Hour  Seminar 

An  example  of  this  method  of  instruction 
was  the  two  hour  seminar  given  by  Doctor 
Lester  Dragstedt  to  about  twenty  surgeons 
fluring  the  meeting  of  the  Arizona  State 
Medical  Association  just  concluded  in  Tuc- 
son. Here,  seated  around  a table,  a personal 
interview  was  conducted  between  the  physi- 
cians and  one  of  the  authorities  on  the  sur- 
gery of  gastroduodenal  ulcer.  The  discussion 
pei'iod  was  supplemented  with  a sound  film. 
The  interplay  of  ideas  between  the  members 
of  the  group  went  a long  way  toward  the 
ultimate  solution  of  the  problem  under  dis- 
cussion. Many  medical  educators  believe  the 
seminar  method  to  be  the  most  effective  form 
of  postgraduate  education. 

The  Southwestern  Medical  Association 
bones  to  have  another  successful  conference 
devoted  to  postgraduate  instruction  this  year. 
It  will  be  held  in  Phoenix,  November  16,  17 
and  18.  It  will  present  to  the  doctors  of  this 
area  foi'emost  authorities  in  various  fields 
of  medicine.  It  would  be  well  for  every  physi- 
cian to  plan  foi’  time  out  during  this  period 
and  take  advantage  of  the  opportunity  that 
comes  to  his  doorstep. 


m 
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Notes  from  the  meeting  of  the  American  College  of  Physicians  Thirty  Sixth 
Annual  Session  - Philadelphia,  Pennsylvania,  April  25  - 29,  1955. 

By  Jack  A.  Bernard,  M.  D.,  El  Paso 


In  the  panel  on  hypertension,  moderated 
by  Dr.  Garfield  Duncan,  the  long  term  value 
of  the  hypotensive  agents  was  discussed.  One 
member  of  the  panel  reported  a marked  de- 
crease of  malignant  cases  of  hypertension 
seen  in  his  clinic.  He  reported  that  the  num- 
ber of  cases  seen  in  his  clinic  had  dropped 
from  77  cases  seen  in  one  year  to  a total 
of  five  cases  seen  the  past  year.  He  felt  that 
this  decrease  was  due  to  the  more  general 
usage  of  hypotensive  drugs. 

In  discussing  the  ganglionic  blockers,  it 
was  pointed  out  that  hydralazine  (Apreso- 
line)  had  been  shown  in  laboratory  experi- 
ments to  counteract  a tensive  substance 
found  in  the  blood  of  some  hypertensive 
patients,  whereas  the  other  drugs  tried  would 
not.  Also  hydralazine  is  unique  in  that  it 
dilates  the  renal  vessels  while  lowering  the 
blood  pressure.  Clinically  the  dosage  used 
was  25  to  50  mg.  three  or  four  times  daily. 
Very  little  toxicity  resulted  from  the  small 
doses  used  and  were  reversible  in  most 
instances  upon  withdrawal  of  the  drug.  How- 
ever, careful  and  adequate  follow-up  on  all 
patients  was  repeatedly  emphasized. 

Hexametlionium 

Hexamethonium  is  recommended  in  acute 
emergencies;  i.e.  subarachnoid  hemorrhage 
or  disecting  aneurysm  with  high  blood  pres- 
sure, as  hexamethonium  intravenously  pro- 
duces more  rapid  response  than  pentolinium 
(Ansolysen).  A newer  shorter  acting  com- 
pound for  such  cases  was  mentioned  as  hav- 
ing shown  a possibly  better  survival  rate 
and  will  soon  be  available  for  general  clinical 
use. 

For  oral  long  term  therapy,  Ansolysen 
was  preferred.  It  was  pointed  out  that  varia- 
tions in  response  depend  on  many  factors, 
such  as  salt  intake,  constipation,  diuresis, 
vomiting  or  diarrhea. 

Finally,  it  was  stressed  that  abandonment 
of  treatment  in  patients  was  extremely  dan- 
gerous in  that  patients  may  abruptly  go 
into  failure  and  expire.  Again,  careful  follow- 
up and  careful  instruction  of  patients  was 
stressed. 


In  the  panel  session  on  Ballistocardiogra- 
phy with  moderator  Dr.  Benjamin  Baker,  Jr., 
there  was  considerable  discussion  whether 
the  instrument  was  ready  for  general  clinical 
use.  It  was  pointed  out  that  present  machines 
and  methods  are  very  crude  but  improve- 
ments are  rapidly  being  made.  It  was  felt 
that  the  method  was  very  useful  and  helpful 
in  investigating  the  effects  of  various  vaso- 
dilators and  other  cardiac  drugs ; for  exam- 
ple, to  test  the  effects  of  nitroglycerin  and 
other  newer  vasodilators,  and  also  digitalis. 
The  most  dramatic  effect  is  produced  by 
recording  the  effect  of  cigarette  smoking  in 
coronary  patients. 

In  the  panel  on  Diabetes  with  Dr.  Arthur 
R.  Colwell,  it  was  noted  that  NPH  has  re- 
placed Protamine  Zinc  Insulin  in  most  in- 
stances. Rente  is  interchangeable  with  NPH, 
Being  free  from  foreign  protein,  it  is  less 
allergic  with  less  frequent  local  reactions,  but 
still  there  is  an  occasional  patient  sensitive  to 
Rente. 

The  question  was  asked  whether  a patient 
with  a fasting  blood  sugar  150-200  but  nega- 
tive urines  should  take  insulin,  and  the  an- 
swer was  in  the  affirmative. 

Masked  Pernicious  Anemia 

Dr.  Conley  (New  Developments  in  the  Di- 
agnosis and  Treatment  of  Pernicious  Ane- 
mia) discussed  the  occurrence  of  neurologic 
manifestations— subacute  combined  degener- 
ation— in  cases  of  masked  pernicious  anemia 
patients  who  had  been  taking  vitamins  with 
folic  acid.  They  may  even  show  a normal 
blood  and  bone  marrow.  Improvement  oc- 
curred with  huge  doses  of  parenteral  B12. 

His  group  has  treated  pernicious  anemia 
patients  satisfactorily  on  oral  B12:  3,000  to 
10,000  micrograms  initially  and  1,000  micro- 
grams for  maintenance,  but  he  advises  par- 
enteral therapy. 

Dr.  Polley  (Chronic  Hypercortisonism) 
suggested  that  the  following  maintenance 
dosage  is  recommended  to  avoid  chronic  hy- 
percortisonism : Children,  less  than  10  nigm. 

(Continued  on  page  273) 
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Truths  and  Concepts  Concerning  the  Cardiovascular  System 

By  Andrew  M.  Babey,  M.D.,  Las  Cruces,  N.  M. 

(Continued) 


23.  “Of  all  the  ionic  alterations  encoun- 
tered in  man,  those  due  to  potassium  have 
the  most  pronounced  effects  on  the  heart.” 
Bernard  Lown  and  Samuel  A.  Levine,  loe. 
cit.,  p.  820. 

2L  “A  profound  relation  exists  between 
digitalis  and  potassium.  Digitalis  affects  the 
potassium  concentration  of  the  myocardial 
cell.  There  is  general  agreement  that  toxic 
doses  of  digitalis  liberate  potassium  from 
heart  muscle.”  Bernard  Lown  and  Samuel 
A.  Levine,  loc.  cit.,  p.  820. 

2.3.  “It  has  been  reported  that  potassium 
salts  also  eliminate  the  symptoms  of  over- 
dosage and  rapidly  promote  a sense  of  well- 
being in  patients  with  digitalis  poisoning.” 
Bernard  Lown  and  Samuel  A.  Levine,  loc. 
cit.,  p.  820. 

26.  “There  is  evidence  that  during  the 
development  of  failure  potassium  is  lost  from 


the  body The  decrease  in  potassium 

is  most  marked  in  the  chambers  of  the  heart 
that  are  failing The  edematous  pa- 


tient who  has  been  on  rigid  salt  restriction 
for  a long  time  is  more  likely  to  respond  to 
mercurial  agents  with  increased  potassium 
diuresis.  The  patient  with  advanced  failure 
is  therefore  more  likely  to  experience  serious 

losses  of  potassium The  protracted 

administration  of  ammonium  chloride  by  it- 
self may  result  in  potassium  depletion 

It  has  been  demonstrated,  however,  that  the 
loss  of  potassium  significantly  affects  the 
body’s  threshold  to  the  toxic  action  of  dig- 
italis and  may  be  an  important  cause  for  the 
rising  incidence  of  digitalis  toxicity.”  Ber- 
nard Lown  and  Samuel  A.  Levine,  loc.  cit., 

p.  820-821. 

27.  “The  postmercurial  redigitalization 
phenomenon  may  be  defined  as  a state  of 
increased  myocardial  sensitivity  to  the  toxic 
properties  of  digitalis  resulting  from  a neg- 
ative potassium  balance  precipitated  by  diu- 
retic therapy.  In  its  presence  digitalis  should 
be  discontinued  and  potassium  administered 
by  mouth  until  the  evidence  of  overdosage 
disappears.  Serious  disturbances  of  rhythm 
and  even  death  will  be  prevented  if  diuretics 
are  withheld  when  the  patient  gives  any 
evidence  of  digitalis  intoxication.”  Bernard 
Lown  and  Samuel  A.  Levine,  loc.  cit.,  p.  823. 


28.  “When  the  serum  potassium  level  is 
depressed,  even  small  amounts  of  digitalis 
can  prove  fatal.”  Bernard  Lown  and  Samuel 
A.  Levine,  loc.  cit.,  p.  823. 

29.  “It  can  be  concluded  that  dogs  depleted 
of  potassium  respond  to  digitalis  in  a man- 
ner similar  to  that  observed  in  the  cardiac 
patient  in  failure:  there  is  a significant  re- 
duction in  the  dose  that  will  cause  intoxica- 
tion; toxicity  once  produced  is  of  prolonged 
duration,  and  thei'e  is  an  appearance  of  mul- 
tifocal ventricular  rhythms.”  Bernard  Lown 
and  Samuel  A.  Levine,  loc.  cit.,  p.  824. 

30.  “A  slow  irregular  ventricular  rhythm 
with  intraventricular  block  and  atrial  pai’al- 
ysis  strongly  suggests  potassium  poisoning.” 
Bernard  Lown  and  Samuel  A.  Levine;  loc. 
cit.,  p.  826. 

.31.  “When  the  ventricular  rate  of  a pa- 
tient with  longstanding  fibrillation  acceler- 
ates and  regularizes  after  a diuresis  or  an 
increased  dose  of  digitalis,  tachycardia  with 
block  should  be  suspected.”  Bernard  Lown 
and  Samuel  A.  Levine ; loc.  cit.,  p.  832. 

32.  “ . . . that  treatment  should  not  be  de- 
layed and  that,  for  the  purpose  of  initiating 
therapy,  the  results  of  the  blood  culture 
should  be  eliminated  from  the  criteria  for 
the  diagnosis  of  subacute  bacterial  endo- 
carditis.” Maxwell  Finland,  The  New  En- 
gland Journal  of  Medicine,  Mai’ch  11,  19.54, 
p.  422. 

33.  “The  risk  of  having  an  attack  of  sub- 
acute bacterial  endocarditis  after  any  single 
tooth  extraction  in  a susceptible  patient  with 
cardiac  disease  is  approximately  1:533.”  M. 
Finland,  loc.  cit.,  p.  425. 

34.  “When  a diagnosis  of  a splenic  ab- 
scess is  made  or  suspected  in  a patient  under 
treatment  or  after  therapy  for  bateiaal  en- 
docarditis, splenectomy  may  be  a useful  and 
even  lifesaving  procedure.”  M.  Finland,  loc. 
cit.,  p.  426. 

3.5.  “We  believe  that  most  cases  of  refrac- 
tory heart  failure  will  be  found  to  fall  into 
two  gi'oups.  There  is  the  group  in  which  the 
heart  disease  has  progressed  to  a point  where 
cardiac  output  has  fallen  so  far  as  to  be  in- 
adequate to  maintain  sufficient  renal  func- 
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tion.  This  is  the  terminal  phase  in  the  natural 
history  of  the  heart  disease.  There  is  the 
other  group  in  which  one  may  have  failed 
to  recognize  associated  and  complicating 
factors  which  may  be  brought  under  control. 
One  cannot  overemphasize  the  importance  of 
thyrotoxicosis  in  this  respect.  Constrictive 
IDericarditis  is  one  of  the  conditions  which 
is  often  overlooked.  Primary  hepatic  or  renal 
disease  not  uncommonly  complicates  the 
picture.  One  should  of  course  mention  the 
fact  that  before  the  patient  is  regarded  as 
truly  refractory,  it  is  imperative  to  examine 
and  re-examine  the  total  regimen  of  treat- 
ment to  insure  that  the  various  measures 
have  been  adequately  applied.”  Hugh  Luckey, 
The  American  Journal  of  Med.  January, 
1954,  p.  120-121. 

36.  ‘Tt  is  not  always  easy  to  interpret  a 
two-step  or  anoxemia  test.  Mere  changes 
in  heart  rate  can  bring  about  changes  in  the 
ventricular  gradient  of  a normal  heart  with 
depression  of  the  ES-T  segment  and/or 
inversion  of  the  T wave.  It  requires  con- 
siderable experience  or  a better  skill  in  the 
measurement  of  the  gradient  than  most  of 
us  possess  to  be  able  to  evaluate  minor 
changes.  Consequently  one  is  frequently 
forced  to  report  the  test  as  inconclusive  or 
doubtful.”  H.  Levine ; American  Journal  of 
Medicine,  Sept.,  1953;  p.  352. 

37.  “The  cure  rate  in  enterococcal  endo- 
carditis now  approximates  that  obtained  in 
endocarditis  caused  by  penicillin-sensitive 
streptococci.”  J.  E.  Geraci  and  W.  J.  Martin ; 
Circulation:  August,  1954;  p.  190. 

38.  “Inasmuch  as  enterococcal  endocar- 
ditis follows  urologic  procedures  quite  fre- 
quently, it  is  recommended  that  all  such  pa- 
tients with  or  without  a heart  murmur  be 
given  a million  units  of  penicillin  and  1 Gm. 
of  streptomycin  or  dihydrostreptomycin 
every  12  hours  beginning  the  day  before 
operation  and  continuing  postoperatively  un- 
til the  day  after  the  urethral  catheter  has 
been  removed.  We  have  not  known  enterococ- 
cal endocarditis  to  complicate  urologic  ma- 
nipulation when  this  antibiotic  prophylactic 
program  has  been  followed.”  J.  E.  Geraci 
and  W.  J.  Martin;  loc.  cit.;  p.  191. 

39.  “Life  Insurance  experience  indicates 
that  applicants  with  the  Wolff-Parkinson- 
White  syndrome  are  not  standard  risks  in 
that  their  mortality  rate  is  approximately 
three  times  the  normal.”  L.  Wolff ; Circtda- 
tion;  Aug.  1954;  p.  290. 

40.  “We  think  that  operations  on  the 
mitral  valve  for  any  reason  but  the  relief 
of  symptoms  are  not  justified.”  W.  G.  Bige- 
low and  W.  F.  Greenwood ; The  Sicrc/ical  Clin- 
ics of  North  America  — 1954 ; p.  877. 


41.  “It  was  decided  that  as  a general  rule 
operation  should  be  done  as  early  as  pos- 
sible in  pregnancy  so  that  the  patient  would 
be  well  recovered  from  the  operation  by  the 
time  pregnancy  imposed  a load  on  the  heart.” 
Bigelow  and  Greenwood;  loc.  cit.;  p.  879. 

42.  “There  appears  to  be  no  evidence  that 
a diastolic  murmur  along  the  left  sternal 
border,  unaccompanied  by  a big  left  ventricle 
or  a wide  pulse  pressure,  will  in  any  way 
adversely  affect  the  result  of  the  operation.” 
Bigelow  and  Greenwood;  loc.  cit.;  p.  880. 

43.  “Thus  if  other  factors  are  favourable, 
moderate  enlargement  does  not  exclude  a 
patient  as  a candidate  for  surgery.”  Bigelow 
and  Greenwood;  loc.  cit.;  p.  881. 

44.  “Systolic  expansion  of  the  left  atrium 
as  judged  by  movement  of  the  barium-filled 
oesophagus  in  the  right  anterior  oblique  view 
is  an  unreliable  sign  of  mitral  regurgitation.” 
Bigelow  and  Greenwood;  loc.  cit.,  p.  881. 

4.5,  “Procaine  is  used  only  locally  on  the 
heart  or  intravenously  in  cases  of  marked 
myocardial  irritability.  We  now  consider 
procaine  administered  intravenously  to  be 
a dangerous  myocardial  depressant  in  pa- 
tients with  advanced  disease  and  very  large 
hearts.”  Bigelow  and  Greenwood;  loc.  cit.; 
p.  883. 

46.  “There  remains  for  consideration  a 
group  of  patients  destined  to  develop  cardiac 
arrhythmia  during  operation  in  spite  of  a 
normal  exercise  tolerance,  no  aortic  stenosis, 
and  no  heart  block.  Prophylactic  quinidine 
has  fallen  from  favor  because  of  undesirable 
side  effects  and  because  of  a growing  con- 
viction that  cardiac  arrest  in  a quinidinized 
patient  is  especially  refractory  to  restoration 
of  cardiac  rhythm  by  massage.”  Champ 
Lyons;  Surgery;  February,  1954;  p.  293. 

47.  “Most  cases  of  cardiac  arrest  de- 
scribed in  the  literature  or  that  we  have  seen 
personally  in  the  last  two  years,  are  due  to 
ventricular  asystole.  A small  proportion  ap- 
parently does  result  from  ventricular  fibril- 
lation.” Paul  M.  Zoll ; American  Practitioner; 
Sept.,  1954 ; p.  738. 

48.  “But  the  general  opinion  seems  to  be 
that  perhaps  90  per  cent  are  due  to  ventric- 
ular standstill,  a rather  important  point  in 
considering  how  to  treat  the  patient.”  P. Zoll; 
loc.  cit.;  p.  738. 

49.  “The  major  purpose  for  which  we 
have  used  stimulating  current  so  far  has 
been  in  medical  patients  with  Stokes-Aclams 
disease.  We  have  now  treated  over  20  pa- 
tients with  the  repeated  syncope  of  Stokes- 
Aclams  disease,  and  have  produced  effective 
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cardiac  response  in  all  but  one  patient.” 
P.  Zoll ; Joe.  cit.;  p.  739. 

.50.  “Most  of  the  patients  we  have  had  in 
this  hospital  who  have  had  cardiac  arrest 
from  anoxia  and  who  have  been  resuscitated 
have  had  severe  cerebi-al  damage.  They  died 
within  a few  days  or  months ; in  one  instance 
one  man  lived  on  for  four  months  in  coma.” 
Bernard  Briggs;  Joe.  eit;  p.  740. 

.51.  “Enlargement  of  both  ventricles  may 
be  seen  in  large  ventricula)-  septal  defects 
but  is  unusual  in  a small  ventricular  septal 
defect.”  Noble  Fowler  iTZ/c  Ameriean  JovrnaJ 
of  Medieine;  September,  1954;  p.  324. 

52.  “Some  patients  with  ventricular  tach- 
ycardia are  very  sensitive  and  others  exceed- 
ingly resistant  to  quinidine.”  Harry  Gold; 
TJie  Amerieevn  JournuJ  of  Medieine;  Septem- 
ber, 1954;  p.  396. 

5.3.  “When  a daily  dosage  level  around  3 
gm.  is  reached,  it  is  well  to  check  with  the 
electrocardiogram,  made  after  the  total  dose 
for  that  day,  for  prolongation  of  the  QRS 
time.  In  some  patients  doses  as  high  as  6 
gm.  a day  are  tolerated  without  this  effect 
but  in  others  the  spreading  of  the  QRS  time 
occurs  fairly  early.”  H.  Gold ; Joe.  cit.;  p.  397. 

,54.  “Impairment  of  intraventricular  con- 
duction as  shown  by  prolongation  of  the 
QRS  time  is  one  indication  for  interruption 
of  the  drug.  We  do  not  know  exactly  where 
to  place  the  danger  point  and  we  have  ar- 
bitrarily adopted  the  position  that  a prolon- 
gation of  the  QRS  time  to  that  of  0.12  second 
or  more,  the  picture  of  bundle  branch  block, 
should  not  be  allowed  to  continue.  If  this 
occurs  before  normal  rhythm  is  restored,  it 
is  safer  to  regard  this  as  a therapeutic  failure 
for  quinidine.”  H.  Gold;  Joe.  cit.;  p.  397. 

55.  “The  appearance  of  any  unexpected 
disturbance  of  rhythm  during  quinidine  med- 
ication calls  for  at  least  temporary  cessation 
of  the  drug  and  an  electrocardiogram  to  as- 
certain the  nature  of  the  disturbance.” 
H.  Gold;  Joe.  eit.;  p.  398. 

56.  “The  common  E.  C.  G.  changes  due  to 
digitalis  — namely,  depi’ession  of  the  S-T 
segment  and  inversion  of  the  first  part  of 
the  T wave  — give  no  indication  of  whether 
the  drug  is  being  given  in  optimal  dosage, 
and  conversely  severe  digitalis  poisoning 
may  occur  v/ithout  these  changes.”  TJie  Lan- 
cet; November  6,  1954;  p.  956. 

57.  “Patients  with  mild  hypertension  re- 
quire reassurance,  and  though  perhajDS  kept 
under  observation  from  year  to  yeai’,  they 
should  not  be  infected  with  their  physician’s 
anxiety.”  BritisJi  MedieaJ  JoarnaJ;  Novem- 
ber 20,  19.54;  p.  1192. 


Dr.  Breck  Named  Presideid. 
of  Bone  and  Joint  Association 

Dr.  Louis  W.  Breck  of  El  Paso  was  named 
president  of  the  Association  of  Bone  and 
Joint  Surgeons  at  a recent  meeting  in 

Norfolk,  Virginia. 

A native  El  Paso- 
an Dr.  Breck  at- 
tended college  at 
Texas  Western  Col- 
lege and  the  Uni- 
versity of  Chicago 
a n d received  h i s 
M.D.  degree  from 
Northwestern  Uni- 
versity. 

He  interned  at  El 
Paso  General  Hos- 
pital and  St.  Mary’s 
Help  Hospital  i n 
San  Francisco  and 
for  two  years  was 
assistant  resident  surgeon  at  San  Quentin 
Prison.  He  followed  this  with  a fellowship 
in  orthopedic  surgery  at  the  Mayo  Clinic  in 
Rochester  and  set  up  practice  in  El  Paso 
in  1937.  During  World  War  II  he  served 
in  the  Army  as  chief  of  the  orthopedic  sec- 
tion of  the  regional  hospital  at  Camp  Swift, 
Texas,  and  was  discharged  as  a lieutenant 
colonel. 

Dr.  Breck  is  a diplomate  of  the  American 
Board  of  Orthopedic  Surgery.  He  is  past 
president  of  the  Texas  Orthopedic  Associa- 
tion and  of  the  Southwestern  Medical  As- 
sociation. He  is  a member  of  the  fracture 
committee  of  the  American  Academy  of  Or- 
thopedic Surgeons.  He  is  managing  editor  of 
Southwestern  Medicine. 


SOUTHWESTERN  MEETING 
NOV.  16-18  IN  PHOENIX 

Animal  Conference  of  the  Soiilliwest- 
ern  Medical  Association  lias  been  sched- 
uled for  November  16,  17  and  18  in 
Phoenix,  Dr.  .Josejdi  Rank,  Association 
president,  has  announced. 


Dr.  Louis  W.  BreeJe 
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Dr.  Earl  Malone  New  President  of  New  Mexico  Medical  Society 


Dr.  Wesley  0.  Con- 
nor of  Albuquerque 
and  Dr.  James  C. 

Sedgwick  of  Las  Cru- 
ces were  re-elected 
councillors. 

Born  in  Austin, 

Texas,  in  1914,  Dr. 

Malone  attended  Ros- 
well, N.  M.,  schools, 
the  University  of 
Oklahoma  and  the 
University  of  Texas, 
and  received  his  M.D. 
from  Baylor  College 
of  Medicine  in  Dallas. 

He  took  his  internship 
and  residency  at  Scott 
and  White  Hospital 
in  Temple,  Texas. 

He  began  the  prac- 
tice of  medicine  in 
Roswell  as  a general  practitioner  in  1942 
but  he  left  Roswell  eight  months  later  to 
enter  the  U.  S.  Air  Force  as  a flight  sur- 
geon. He  was  in  the  service  for  three  and 
one-half  years,  18  months  of  which  were 
served  in  the  European  Theater  of  Oper- 
ations. He  emei-ged  from  the  service  with 
the  rank  of  captain  and  resumed  his  prac- 
tice in  Roswell.  His  associate  in  Roswell  is 
Dr.  F.  R.  Brown. 

Dr.  Malone  is  vice-president  of  the  South- 
western Medical  Association  and  a past 


In  a brief  address 
on  assuming  the  pres- 
idency, Dr.  Malone 
quoted  as  follows 
from  the  Society’s 
constitution  in  ex- 
pressing the  nature 
of  his  program  for 
the  coming  year: 

Brief  Address 

“The  purpose  of  the 
New  Mexico  Medical 
Society  shall  be  to 
federate  and  bring 
into  one  compact  or- 
ganization the  entire 
medical  profession  of 
the  State  of  New 
Mexico,  and  to  unite 
with  similar  societies 
of  other  states  to 
form  the  American 
Medical  Association; 
to  extend  medical 
knowledge  and  ad- 
vance medical  sci- 
ence; to  elevate  the 
standard  of  medical  education,  and  to  secure 
the  enactment  and  enforcement  of  just  medi- 
cal laws ; to  promote  friendly  intercourse 
among  physicians ; to  guard  and  foster  the 
material  interest  of  its  members  and  to 
protect  them  against  imposition;  and  to  en- 
lighten and  direct  public  opinion  in  regard 
to  the  great  problems  of  state  medicine,  so 
that  the  profession  shall  become  more  capable 
and  honorable  within  itself,  and  more  useful 
to  the  public,  in  the  prevention  and  cure  of 
disease,  and  in  prolonging  and  adding  com- 
fort to  life.’’ 


Dr.  Earl  L.  Malone 


president  of  the  New  Mexico  Chapter  of  the 
American  Academy  of  General  Practice.  He 
has  served  as  chairman  of  the  New  Mexico 
Medical  Society’s  committee  on  public  rela- 
tions and  as  chairman  of  the  Society’s  Board 
of  Supervisors.  He  is  a member  of  the  Rotary 
Club,  Sigma  Nu  Fraternity,  Theta  Kappa  Psi 
Fraternity,  Skull  and  Key,  and  the  First 
Baptist  Church  of  Roswell.  He  is  married 

and  has  two  girls  and 
a boy. 


Dr.  Earl  L.  Malone  of  Roswell,  New 
Mexico,  was  elected  president  of  the  New 
Mexico  Medical  Society  at  the  73rd  annual 
meeting  of  the  Society  in  Albuquerque,  May 
4 through  6.  He  succeeds  Dr.  John  Conway 
of  Clovis,  New  Mexico. 


Other  officers  elected  at  the  meeting, 
which  was  held  in  conjunction  with  the 
eighth  Rocky  Mountain  Medical  Conference, 
were  Dr.  Stuart  W. 

Adler,  Albuquerque, 
president-elect;  Dr. 

S.  R.  Ziegler  of  Es- 
panola,  N.  M.,  vice- 
president;  and  Dr. 

Lewis  M.  Overton, 

Albuquerque,  secre- 
tary-treasurer. 


Special  picture 


NEW  MEXICO  STATE  MEDICAL  SOCIETY 

MEETING 


ELECT  NEW  OFFICERS 
FOR  NEW  MEXICO 
SOCIETY 


New  officers  for  the  New  Mexico 
State  Medical  Society  were  elected 
at  the  annual  meeting  May  4-6  in 
Albuquerque.  The  new  officers  are, 
left  to  right:  Dr.  Stuart  W.  Adler  of 
Albuquerque,  president-elect;  Dr. 
John  Conway  of  Clovis,  retiring 
president;  Dr.  Earl  L.  Malone  of 
Roswell,  new  president;  Dr.  S.  R. 
Ziegler,  of  Espanola,  vice-president, 
and  Dr.  Lewis  W.  Overton  of  Albu- 
querque, secretary-treasurer. 
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G P’S  ELECT  SLATE 
AT  ANNUAL  MEETING 

Officers  for  the  New  Mexico  Chap- 
ter of  the  American  Academy  of 
General  Practice  were  also  elected 
at  the  Albuquerque  meeting.  Shown 
here,  left  to  right,  first  row,  are: 
Dr.  Jose  A.  Rivas  of  Belen,  vice- 
president;  Dr.  Albert  M.  Rosen  of 
Taos,  president;  Dr.  W. J. Hossley  of 
Doming,  president-elect;  Dr.  Junius 
A.  Evans  of  Las  Vegas,  secretary; 
second  row:  Dr.  E.  Kay  Bryan  of 
Parkview,  director;  Dr.  L.  L.  Daviet 
of  Las  Cruces,  director,  and  Dr.  W. 
H.  Peacock  of  Farmington,  director. 
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Upper  left:  Mrs.  S.  F.  Hutson  of  El  Paso  chats  with  Rob  Hoover  of  Southwestern  Surgical  Supply  (center) 
and  Dr.  George  Richardson  of  Albuquerque.  At  the  upper  right,  Lou  Lagrave  of  Albuquerque  (left),  executive 
director  of  the  New  Mexico  Physicians’  Service,  stands  by  the  progress  report  of  the  Physicians’  Service  Plan  with 
Dr.  Edward  Parnall  of  Albuquerque  (center)  and  Dr.  John  F.  Conway  of  Clovis,  president  of  New  Mexico  Physi- 
cians’ Service  and  retiring  president  of  the  New  Mexico  State  Medical  Society. 


Chatting  between  sessions  at  left  were,  (left  to  right)  David  Rrown  of 
Rurroughs  Wellcome  & Co.;  Dr.  Frank  R.  Queen  of  LIniversity  of 
Oregon,  a convention  speaker,  and  Dr.  Jolin  R.  Farley  of  Pueblo,  Colo. 
Above,  at  registration  desk  were  Mrs.  Harold  J.  Reck  of  Albuquerc|ue  and 
Mrs.  Samuel  J.  Jelso,  both  of  the  Rernalillo  County  Medical  Society  Aux- 
iliary together  with  Dr.  Jelso. 


CONVENTIONS  CAN  BE  FUN! 

Smiling  faces  were  apparent  almost  every- 
where during  the  meetings.  Upper  left  Dr. 
George  M.  Schlenker  of  El  Paso,  Dr.  George 
J.  Gore  of  Albuquerque  (center)  and  Dr. 
Jean  Hess  of  Albuquerque.  Left  center  shows 
Dr.  Wesley  O’Connor,  Dr.  H.  J.  Beck  and  Dr. 
C.  M.  Thompson,  all  of  Albuquerque.  Lower 
left.  Dr.  and  Mrs.  H.  M.  Gibson  of  El  Paso 
exchange  pleasantries  with  Dr.  Joseph  Gor- 
don of  Albuquerque.  Below,  Dr.  Jim  C.  Sedg- 
wick (left)  of  Las  Cruces  enjoys  a laugh 
with  Dr.  Carl  H.  Gellenthien  of  Valmora, 
N.  M.,  immediate  past  vice-president  of  the 
American  Medical  Association. 


Ylbllimi  tAHIbll^...  J 


Dr.  W.  D.  Dabbs  of  Clovis  (left)  and  Dr.  A1  Haynes  of  Clovis  (right)  discuss  new  products  with  R.  J.  Friesen 
at  the  E.  R.  Squibb  and  Sons  exhibit  booth  at  left,  while  at  riglit  Ciba  representative  Doug  Spencer  of  AII)uquer- 
que  chats  with  Dr.  H.  W.  Hodde  of  Hobbs  (right). 
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The  Lederle  exhibit  was  a busy  place.  Sales  Representatives  W.  S.  Tuckey  (left)  and  C.  S.  Serns  (right),  show 
products  to  Dr.  Libby  Marks  and  Dr.  H.  V.  Beighley,  both  of  Albuquerque.  Upper  right  finds  Dr.  Guy  Rader  of 
Albuquerque  and  Dr.  Ira  Budwig,  Jr.  of  El  Paso  and  Dr.  Albert  S.  Lathrop  of  Santa  Fe  looking  at  exhibit  of 
Pulmonary  Hyaline  Membranes.  Lower  right  Dr.  Pete  Starr  of  Artesia  and  Dr.  Leland  S.  Evans  of  Las  Cruces  look 
at  the  exhibit  of  the  New  Mexico  Chapter  of  American  Academy  of  General  Practitioners. 


puLMomY  mim  me 


Above  left,  R.  Keith  Milheim  of  Parke,  Davis  & Company  talks  shop  with  Drs.  R.  C.  Bitterlich,  R.  R.  Secrest  and 
W.  C.  Peterson,  all  of  Albuquerque.  Above  right.  Dr.  T.  B.  Hoover  of  Tucumcari  (left)  and  Dr.  Louis  W.  Breck 
of  El  Paso  pause  in  front  of  the  exhibit  depicting  off-reservation  care  of  tuberculosis  in  the  Navajo  chikl.  Below  left 
Joe  Lomiglio  of  Ayerst  Laboratories  (left)  shows  his  exhibit  to  Dr.  B.  B.  Wells,  Creighton  Llniversity  metlical 
professor,  while  A.  E.  Peterson  of  Ayerst  looks  on.  Below  right,  Chet  Cardell  of  Allied  Medical  Supply  talks  witli  Dr. 
E.  Kay  Bryan  of  Parkview,  N.  M.  (right). 


AT  CONVENTION  EVENTS 

1.  Dr.  Robert  E.  Derbyshire  of  Santa  Fe  and  Dr. 
J.  A.  Dillahunt  of  Albuquerque  paused  for  a coke 
and  chat  with  Mrs.  Georgia  Ritchey. 

2.  Stopping  at  the  registration  ciesk  was  Dr.  Roy 
R.  Robertson  of  Albuquerque  where  Mrs.  Suesanna 
Real  (left)  and  Mrs.  George  Richardson  were  holding 
forth.  In  background  is  T.  B.  Moore  of  General 
Electric. 


3.  Together  in  corner  were  Drs.  H.  C.  Jernigan  of 
Albuquerque,  William  I.  Coldwell  and  W.  P.  Strate- 
meyer  of  El  Paso. 

4.  Dr.  E.  W.  Lander  of  Roswell  (left)  and  Dr.  John 
J.  Malee  of  Anaconda,  Mont.,  president  of  Montana 
Medical  Association. 

li  5.  Ralph  Marshall,  executive  secretary  of  New  Mex- 

J ico  Medical  Society,  (right)  checks  convention  detail. 

6.  Dr.  W.  W.  Kridelbaugh  of  Albuquerque  (left). 
Dr.  Frank  B.  Queen  of  University  of  Oregon  Medical 
School  (center),  and  Dr.  J.  C.  Jones  of  Cody,  Wyo. 

7.  All  Tulane  Medical  School  grads  are  Dr.  John 
Craig  of  Albuquerque,  Dr.  Bob  CTrossett  and  Dr.  R. 
N.  Caylor,  both  of  El  Paso. 

8.  Dr.  Morton  L.  Dunkin  of  Albuquerque,  Dr.  L.  J. 
Miller  of  Albuquerque  and  Dr.  W.  A.  Jones  of  El 
Paso. 

9.  Dr.  Randol|)h  Y.  Seligman  of  Albuquerque  in  a 
corner. 

10.  Dr.  L.  R.  Dragstedt  of  University  of  Chicago  and 
Dr.  William  R.  Crakes  of  Los  Alatnos. 


JUNE,  1955 


SOUTHWESTERN  MEDICINE 


Page  265 


Priiici[)al  Speakers 

Principal  speakers  at  the  meeting  were 
Dr.  Phillips  Thygeson  of  the  University  of 
California;  Dr.  L.  Henry  Garland  of  Stan- 
ford University;  Dr.  Frank  C.  Queen  of  the 
University  of  Oregon ; Dr.  Merl  J.  Carson 
of  the  University  of  Southern  California; 
Dr.  Lester  R.  Dragstedt  of  the  University 
of  Chicago ; Dr.  Harvey  C.  Slocum  of  the 
University  of  Texas ; Dr.  John  DeJ.  Pember- 
ton of  the  Mayo  Clinic;  Di-.  William  T.  Foley 
of  Cornell  University  ; and  Dr.  B.  B.  Wells 
of  Creighton  University,  Omaha. 

Mrs.  George  Turner  of  El  Paso,  president 
of  the  Women’s  Auxiliary  of  the  American 
Medical  Association,  was  principal  speaker 
for  the  meeting  of  the  auxiliary  of  the  New 
Mexico  Medical  Society.  Mrs.  Turner  is  the 
wife  of  Dr.  George  Turner,  past  president 
of  the  Texas  Medical  Association. 


Dr.  Rosen  Named  President 

of  N.  M,  General  Practitioners 

New  officers  elected  at  a meeting  of  the 
New  Mexico  Chapter  of  the  American  Aca- 
demy of  General  Practice  were  Dr.  Albert 

M.  Rosen,  Taos,  N.  M.,  president;  Dr.  W.  J. 
Hossley,  Deming,  N.  M.,  president-elect;  Dr. 
Jose  A.  Rivas,  Belen,  N.  M.,  vice-president; 
Dr.  Junius  A.  Evans,  Las  Vegas,  N.  M., 
secretary-treasurer;  and  Drs.  E.  Kay  Bryan, 
Parkview,  N.  M.,  L.  L.  Daviet,  Las  Cruces, 

N.  M.,  and  W.  H.  Peacock,  Farmington,  N.  M., 
all  directors.  Dr.  Leland  S.  Evans  of  Las 
Cruces,  N.  M.,  was  the  retiring  pi-esident. 

Dr.  Evelyn  Frisbie,  who  has  practiced 
medicine  in  Albuciuerque  since  1911,  was 
elected  “doctor  of  the  year”  by  the  Society. 


Loss  of  Fluid  During  Work 

Until  they  become  acclimatized  to  heat, 
persons  doing  hard  work  in  hot  environments 
may  vaporize  10  to  12  liters  a day.  This 
sweat  may  contain  as  much  as  75mEq  of 
NaCl  per  liter. 

§ § § 

Antihistamines  Alildly  Diuretic 

Antihistamines  have  been  found  to  be 
mildly  diuretic. 

§ § § 

Salt  Lost  in  Surgery 

It  is  often  not  realized  that  when  a large 
volume  of  fluid  is  removed  from  the  chest 
by  thoracentesis,  or  from  the  abdomen  by 
paracentesis,  dissolved  salt  is  being  removed 
simultaneously.  Administration  of  salt  may 
be  indicated  in  some  of  these  patients. 


01)-Gyn;  Surgery  Sessions  Set  For 
El  Paso  Postgraduate  School 

A session  concerned  in  the  morning  with 
obstetrics  and  gynecology  and  in  the  after- 
noon with  general  surgery  has  been  sched- 
uled by  the  El  Paso  Branch  of  the  Postgrad- 
uate School  of  Medicine  of  Texas  University 
Sunday,  June  19,  in  the  El  Paso  County 
Medical  Society’s  Turner  Home,  1301  Mon- 
tana Street. 

Attendance  by  members  of  the  American 
Academy  of  General  Practice  will  give  eight 
hours  credit  in  graduate  studies. 

Visiting  lecturer  at  the  morning  session 
will  be  Dr.  Felix  Rutledge,  Houston  gynecol- 
ogist, who  will  discuss  “Cancer  and  Gynecol- 
ogy.” Visiting  lecturer  for  the  afternoon  ses- 
sion will  be  Dr.  Howard  T.  Barkley,  associate 
professor  of  clinical  surgery.  University  of 
Texas,  Houston,  who  will  talk  on  “Cancer 
and  General  Surgery.” 

Dr.  Ralph  PI.  Homan  of  El  Paso  is  assist- 
ant dean  of  the  postgraduate  school  in 
charge  of  the  El  Paso  Branch. 

Previous  sessions  of  the  Postgraduate 
School  in  El  Paso  have  been  attended  by 
many  physicians  from  Arizona  and  all  parts 
of  New  Mexico  as  well  as  from  West  Texas. 
Physicians  from  Mexico  are  invited  and  have 
attended  earlier  sessions. 

The  program  for  the  June  19  session  fol- 
lows : 

Morning  Program:  Gynecology 


anti  Obstetrics 

A.  Prenatal  care 

Dr.  Gray  E.  Carpenter,  El  Paso 8:00 

B.  Management  of  labor  (prolonged) 

The  Management  of  Erythroblastosis 

Dr.  Clement  C.  Boehler,  El  Paso  9:00 
Cancer  and  gynecology 

Dr.  Felix  Rutledge,  Houston 10:00 

Obstetrical  emei'gencies 

Dr.  Robert  J.  Cardwell,  El  Paso 11:00 


These  papers  will  be  40  minutes  long  and 
there  will  be  about  a 15-minute  question  and 
answer  period  and  a five-minute  break  after 
each  paper. 

Afternoon  Program:  General  Surgery 


Fluid  and  electrolyte  problems  in  the 
surgical  patient 

Dr.  Antonio  Dow,  El  Paso 1:00 

The  acute  appendix 

Dr.  Ward  Evans,  El  Paso  2:00 

Cancer  and  general  surgery 

Dr.  Howard  T.  Barkley,  Houston 3 :00 

Management  of  injuries  of  the  chest 

Dr.  E.  S.  Crossett,  El  Paso  4:00 
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Basic  Principles  in  the  Treatment  of  Fractures'^ 

By  Louis  W.  Breck,  M.  D.,  El  Paso 


Introduction 

It  would  seem  to  me  that  a short  review 
of  the  basic  concepts  in  the  matter  of  frac- 
tures would  be  very  well  worthwhile,  follow- 
ing which  I will  present  some  illustrative 
cases.  For  many  years  there  has  been  a say- 
ing that  there  are  four  R’s  in  connection  with 
the  subject  of  fractures.  These  four  R’s  are 
Recognition,  Reduction,  Retention,  and  Re- 
storation of  function.  Each  of  these  will  be 
discussed  separately. 

Classificati«jn  of  the  Subject  of  Fractures 
And  Discussion  of  Eacli  Pliase 

The  recognition  of  a fracture  is  sometimes 
very  simple  and  at  other  times  may  be  very 
difficult.  The  most  important  thing  in  con- 
nection with  the  diagnosis  of  a fracture  is 
the  matter  of  suspecting  its  presence.  The 
x-ray  is  the  most  important  diagnostic  factor 
in  the  situation  and  is  all  important.  In  any 
injury  even  of  a very  slight  nature,  an  x-ray 
should  be  made  and  reliance  placed  on  the 
x-ray  for  the  final  diagnosis.  The  other 
corroborative  findings  in  fracture  recogni- 
tion are  important  but  not  nearly  so  impor- 
tant as  the  x-ray.  Severe  swelling  is  an  im- 
portant sign.  Crepitation  of  the  bone  ends 
is  in  most  cases  diagnostic  of  a fracture. 
Angulation  at  the  fracture  site  is  usually 
diagnostic  of  a fracture.  In  general  it  is  bet- 
ter not  to  thoroughly  examine  and  palpate 
the  affected  part  because  of  the  chance  of 
increasing  shock  or  damage  to  the  soft  struc- 
tures. Following  making  the  x-ray  if  there 
is  any  serious  doubt  about  the  situation  fur- 
ther examination  may  be  done. 

A very  important  consideration  in  connec- 
tion with  x-raying  fractures  is  that  of  tak- 
ing more  than  one  set  of  films  in  a case 
where  pain  persists.  If  a patient  has  an  in- 
jury that  may  be  suspected  of  being  a 
fracture  and  the  x-ray  proves  negative,  this 
does  not  always  rule  out  the  fracture  positiv- 
ely. If  the  patient  continues  to  complain  of 
pain  in  the  same  area  an  x-ray  made  one  or 
two,  or  even  three  weeks  later  will  often 
show  a fracture  v/here  none  could  be  seen 
in  the  original  film.  What  has  happened  is 
that  a fracture  consisting  of  a very  fine  line 
has  either  opened  up  somewhat  or  during 


• Presented  at  tbe  Big  Bend  Counties’  Medical  Society  meeting 
at  Fort  Stockton.  Texas  on  May  11,  1954 


the  process  of  healing  has  developed  a much 
more  clearly  fracture  line. 

The  next  two  R’s  of  I'eduction  and  reten- 
tion constitute  the  treatment  of  fractures 
and  I will  discuss  these  in  some  detail  later 
on  in  this  discussion.  Reduction  obviously 
means  the  setting  of  a fracture  or  replacing 
it  into  proper  position.  Retention  obviously 
means  holding  it  there  either  by  means  of 
external  fixation,  internal  fixation  or  one 
of  the  other  methods  of  holding  a fracture 
in  position. 

The  restoration  of  function  following  a 
fracture  is  a very  vast  subject  in  itself.  The 
specialty  of  physical  therapy  deals  with  this 
restoration  of  function.  However,  in  the 
average  fracture  of  times,  simple  home 
physical  therapy  done  by  the  patient  with 
the  help  of  his  family  will  restore  function 
satisfactorily  and  no  formal  physical  therapy 
is  necessary.  It  is  not  within  the  scope  of 
my  remarks  to  go  into  detail  in  regard  to 
the  restoration  of  function  and  rehabilita- 
tion of  fracture  cases. 

Resourcefulness 

I would  like  to  add  another  R to  the  treat- 
ment of  fractures.  I call  this  the  5th  R of 
the  subject  of  fractures.  This  is  resource- 
fulness. By  resourcefulness  I mean  the 
availability  of  different  methods  of  treat- 
ment for  each  fracture  that  may  be  en- 
countered. Different  principles  of  fracture 
treatment  apply  undei-  different  circuni' 
stances  even  where  the  fracture  is  located 
in  the  same  place  in  the  bone.  Some  of  the 
things  that  determine  this  are  different 
types  of  fractures  in  the  same  location.  An 
example  of  this  may  be  found  in  a fracture 
of  the  shaft  of  the  femur.  If  the  fracture  is 
a transverse  or  slightly  oblique  fracture  in 
an  adult,  intramedullary  fixation  is  usually 
the  most  desirable  method  of  treatment.  On 
the  othei’  hand,  in  the  same  age  group  if  the 
fracture  is  severely  comminuted  usually 
treatment  in  traction  vdll  prove  more  satis- 
factory. 

The  age  of  the  patient  may  be  a determin- 
ing factor  in  the  treatment  of  a fracture. 
Again  I will  refer  to  fractures  of  the  shaft 
of  the  femur.  A simple  femoral  shaft  fracture 
in  an  adult  is  usually  best  treated  with  in- 
tramedullary fixation  as  referred  to  above. 
On  the  other  hand  a similar  fracture  in  an 
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infant  or  child  is  usually  best  treated  witli 
Bryant’s  overhead  traction. 

The  aged  group  of  patients  sometimes  re- 
quire special  treatment  but  usually  principal- 
ly due  to  their  disability  due  to  age  rather 
than  age  per  se.  Usually  an  old  person  in 
good  general  health  will  be  amenable  to  the 
same  type  of  treatment  as  a young  individual 
with  the  same  fracture. 

Spefial  Prohlenis 

The  debilitated  and  head  injury  cases 
present  special  problems.  A seriously  ill  pa- 
tient will  frequently  not  withstand  a large 
major  operation  for  the  open  treatment  of 
a fracture  whereas  a well  person  can  easily 
withstand  it.  Head  injury  cases  present  a 
special  problem  since  the  neurosurgeon  will 
usually  not  permit  the  treatment  of  the 
fracture  with  definitive  ti’eatment  for  some 
weeks  after  the  head  injury  if  the  patient’s 
head  injury  is  severe.  In  these  cases  it  is 
frequently  necessary  to  simply  temporize  in 
regard  to  the  treatment  of  the  patient’s 
fracture  (I  am  not  referring  to  a skull  frac- 
ture) and  then  at  a later  date  definitive 
adequate  treatment  can  be  instituted. 

The  availability  of  a considerable  number 
of  methods  of  ti’eament  of  each  fracture  is 
a very  important  factor  in  the  treatment  of 
fractures  and  cannot  be  over-emphasized. 
The  correct  method  of  treatment  for  each 
case  should  be  used  rather  than  trying  to 
make  all  fractures  of  a certain  kind  fit  exact- 
ly into  a certain  pattern  of  treatment. 

Basic  Methods  of  Fracture  Treatment 

Originally  there  were  three  primary  meth- 
ods of  fracture  treatment.  These  consisted  of 

(1)  a closed  reduction  and  the  application 
of  a cast,  (2)  traction  and  (3)  open  reduc- 
tion and  rigid  internal  fixation.  Two  addi- 
tional methods  have  been  added  in  the  last 
20  years.  These  are  (1)  double  fixed  traction 
(such  as  the  Roger- Anderson  method)  and 

(2)  open  reduction  and  sliding  internal  fixa- 
tion. 

As  far  as  a closed  reduction  and  cast  is 
concerned,  I only  have  a few  remarks  to 
make  in  this  connection.  I believe  that  an- 
terior and  posterior  molded  splints  are  as  a 
whole  very  much  better  than  circulai’  casts. 
This  applies  especially  to  the  wrist  and  el- 
bow but  also  applies  to  other  locations.  By 
using  anterior  and  posterior  molded  splints 
and  bandaging  them  on  with  gauze  bandage 
it  is  very  easy  to  release  tension  that  may 
develop  due  to  swelling.  All  that  has  to  be 
done  is  to  cut  the  bandage  along  the  side, 
allow  the  splints  to  separate  slightly  and 
then  re-bandage  them.  With  a circular  cast 
disasti’ous  swelling  may  occur  in  some  in- 


stances and  produce  various  types  of  pres- 
sure complications.  These  include  pressure 
sores,  nerve  paralyses,  and  severe  vascular 
phenomena  such  as  Volkmann’s  ischemic 
pai’alysis  or  even  vascular  occlusion  in  rare 
instances.  Although  we  do  not  have  an  ab- 
solutely hard  and  fast  rule  about  the  mat- 
ter our  general  nde  is  that  we  do  not  apply 
a circular  cast  in  the  case  of  a fresh  fracture. 
We  do  frequently  circularize  anteidor  and 
posterior  molded  splints  at  a later  date.  An- 
other advantage  of  the  anterior  and  pos- 
terior molded  splint  is  that  as  swelling  sub- 
sides and  the  extremity  shrinks  the  anterior 
and  postei'ior  splints  can  be  bandaged  more 
tightly  and  thus  take  up  the  slack  which 
develops.  Two  or  three  weeks  after  the  frac- 
ture the  circularization  may  be  done. 

Several  Points 

A discussion  of  traction  is  not  particularly 
indicated  except  to  touch  lightly  on  several 
points.  Skin  traction  is  a good  method  of 
making  traction  in  cases  where  not  over  six 
pounds  is  going  to  be  required  and  where  a 
period  of  no  more  than  six  weeks  traction 
is  anticipated.  The  adhesive  tape  strips  (or 
moleskin  if  the  surgeon  prefers)  should  be 
secured  primarily  by  means  of  a woven 
elastic  circular  bandage  such  as  an  Ace  band- 
age. This  woven  elastic  bandage  should  be 
removed  and  replaced  once  or  twice  a week 
to  keep  the  adhesive  tape  smoothly  and  firm- 
ly applied.  Circular  strips  of  adhesive  tape 
are  not  desirable  as  they  tend  to  constrict 
the  circulation.  Before  the  adhesive  tape 
traction  is  applied  the  leg  should  be  tho- 
roughly cleansed  using  ether  as  the  last  clean- 
sing agent.  In  this  way  folliculitis  under 
the  cast  may  usually  be  avoided. 

Open  reduction  and  internal  fixation  has 
been  practiced  for  many  years.  With  the 
currently  used  vitallium  or  stainless  steel  ap- 
plances  much  more  liberty  may  be  taken  in 
leaving  buried  material  in  or  on  the  patients’ 
bones.  Screws,  plates,  stainless  steel  wires, 
pins  and  numerous  other  devices  are  com- 
monly used  much  as  they  have  been  in  the 
past. 

Double  fixed  traction  is  the  generic  word 
applied  to  multiple  pin  fixation.  One  or  two 
pins  may  be  placed  through  each  fragment. 
The  fracture  may  then  be  reduced  and  the 
pins  connected  with  either  a plaster  cast  or 
more  commonly  with  some  type  of  connect- 
ing apparatus.  The  more  popular  types  of 
this  apparatus  are  the  Roger- Anderson  ap- 
paratus, the  Stader  appai’atus,  and  the  Zim- 
mer apparatus.  Although  these  methods 
have  been  very  popular  during  one  period 
in  the  past  it  is  felt  at  ]n-esent  that  while 
they  have  great  usefulness  at  times  their 
field  of  usefulness  is  quite  limited. 
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Last  Method 

The  last  method  of  treating  fractures  is 
by  means  of  an  open  reduction  and  sliding 
internal  fixation.  The  most  common  example 
of  this  is  by  means  of  intramedullary  fixa- 
tion. Intramedullary  fixation  has  become 
increasingly  popular  and  there  are  many 
different  devices  for  securing  intramedul- 
lary fixation.  The  Hansen-Street  nail  or  the 
Clover-leaf  nail  for  fractures  of  the  shaft 
of  the  femur  are  excellent  devices  and  offer 
the  best  method  of  treating  most  femoral 
shaft  fractures  in  adults.  The  Kuntcher  nail 
has  considerable  usefulness  in  some  frac- 
tures. The  Lottes  nail  is  very  effective  in 
the  treatment  of  fractures  of  the  tibia  in 
many  instances.  Steinmann  pins  'with 
threads  on  one  end  may  be  used  in  fractures 
of  both  bones  of  the  forearm  with  good  re- 
sults in  well  selected  cases.  Fractures  of  the 
clavicle  which  require  open  reduction  can 
be  treated  by  intramedullary  fixation  with 
a high  percentage  of  union.  The  Rush  pin 
has  been  popularized  a great  deal  lately  and 
has  some  usefulness  in  certain  fractures. 
There  are  numerous  other  types  of  intra- 
medullary fixation  but  the  ones  referred  to 
above  are  the  most  common. 

Another  type  of  sliding  internal  fixation 
is  the  Eggers  slotted  plate  or  internal  splint. 
The  principle  involved  here  consists  of  ap- 
plying a plate  with  slots  in  it  and  applying- 
so  that  it  is  just  a little  loose  which  allows 
the  bone  ends  to  slide  together  during  the 
course  of  union. 

Another  example  of  sliding  internal  fixa- 
tion is  the  ordinary  Smith-Peterson  nail 
which  is  used  in  the  treatment  of  fractures 
of  the  neck  of  the  femur.  Here  again  the 
bone  ends  are  allowed  to  slide  together  dur- 
ing the  course  of  union. 

The  basic  principle  in  intramedullary  fixa- 
tion is  to  allow  the  bone  ends  to  come  in 
contact  during  the  course  of  union  rather 
than  keeping  them  held  apart  by  means  of 
rigid  internal  fixation.  The  contact  com- 
pression factor  as  described  by  Dr.  Eggers 
is  all  important  in  the  healing  of  fractures 
and  intramedullary  fixation  allows  the  bone 
ends  to  come  together  thus  increasing  the 
chances  of  a satisfactory  union  in  the  frac- 
ture. 

Cases  illustrating  each  of  these  methods 
will  be  presented  but  it  is  not  within  the 
scope  of  the  written  paper  to  present  these 
cases. 

Summary 

The  four  R’s  of  the  treatment  of  fractures 
are  described.  These  are  recognition,  re- 


Dr.  Shaffer  Elected  President 
of  Texas  Dental  Association 

Dr.  0.  J.  Shaffer  of  El  Paso  was  elected 
president  of  the  Texas  Dental  Association  at 
the  group’s  annual  meeting  in  San  Antonio 
May  4. 

Dr.  Shaffer  suc- 
ceeds Dr.  C.  M. 
Taylor  of  Houston. 

Born  in  Hamilton 
County,  Texas  in 
1894,  Dr.  Shaffer 
attended  school  in 
Merkel,  Texas  and 
then  was  graduated 
from  Atlanta  Den- 
tal College,  now 
Emory  University, 
in  Atlanta,  Ga.,  in 
1917  with  a degree 
in  dental  surgery. 

Dr.  O.  J.  Shaffer  A fellow  in  the 

American  College  of  Dentists,  he  is  a mem- 
ber of  the  International  Association  of  Physi- 
cians and  Dentists,  American  Board  of  Oral 
Surgery,  West  Texas  Dental  Association, 
American  Academy  of  Oral  Roentgenology, 
and  the  El  Paso  District  Dental  Society. 

He  has  attended  the  New  Mexico  State 
Dental  Association  conventions  for  the  past 
23  years  and  holds  a license  to  practice  in 
that  state. 

Dr.  Shaffer  was  a member  of  the  Texas 
State  Board  of  Dental  Examiners  for  six 
years,  from  1947  to  1953. 

The  El  Paso  dentist  will  serve  as  head  of 
Texas  Dental  Association  until  the  1956 
meeting  which  will  be  held  in  Fort  Worth. 

Dr.  Shaffer  is  the  father  of  three  sons. 
His  home  is  at  3128  Federal  Street. 


duction,  retention  and  restoration  of  func- 
tion. 

A 5th  R of  fracture  treatment  is  presented 
and  discussed.  This  consists  of  resourceful- 
ness or  the  availability  to  the  surgeon  of 
numerous  methods  of  fracture  treatment  for 
each  fracture.  This  is  felt  to  be  of  great 
importance. 

The  five  basic  methods  of  fracture  treat- 
ment are  described  and  discussed.  These 
consist  of  closed  reduction  and  cast,  trac- 
tion, open  reduction  and  rigid  internal  fixa- 
tion, double  fixed  traction,  and  open  reduc- 
tion and  sliding  internal  fixation. 
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MONTHLY  CLINICAL  PATHOLOGICAL  CONFERENCE^ 
EL  PASO  GENERAL  HOSPITAL 


Frederick  P.  Bornstein,  M.D.,  Editor 
Case  Presentation  By  Dr.  H.  M.  Gibson 

Case  No.:  1724 


CHIEF  COMPLAINT:  Hematuria. 

HISTORY:  This  90  year  old  white  man  had 
diabetes  for  10  years  and  has  been  complain- 
ing about  head  ache  and  dizzy  spells  for  the 
last  few  years.  A few  days  before  admission 
he  noticed  blood  in  his  urine. 

PHYSICAL  EXAMINATION:  Examination  re- 
veals an  elderly,  confused  man ; temperature 
98.6°,  pulse  72,  and  blood  pressiu’e  160/80. 
The  head  is  not  remarkable.  Heart  sounds 
are  cleai',  no  murmui'.  There  are  a few  irreg- 
ular premature  systoles.  No  masses  are  pal- 
pable in  the  abdomen.  Rectal  examination 
shows  an  enlarged  “three  plus”  soft  prostate 
without  nodules. 

LABORATORY  FINDINGS: 

Red  blood  count  3,7000,000;  white  count 
4,900 ; differential  count  normal. 

Urinalysis:  Specific  gravity  1.018;  albumen 
four  plus  ; sugar  one  plus  ; numerous  red  and 
white  cells  in  sediment. 

Blood  Chemistry:  Sugar  268  mm.  per  100  cc. ; 
urea  nitrogen  19.8  mm.  per  100  cc. 

Alkaline  pliosphatase:  1.2  Bodansky  units. 

X-RAY  FINDINGS: 

5-1-53  Chest  and  Abdomen:  Chest — bilateral 
pulmonary  emphysema.  Peripheral  arterios- 
clerotic vascular  disease.  No  evidence  of 
metastases  of  the  bony  thorax  or  lung  fields. 
Abdomen  negative  for  evidence  of  intestinal 
obstruction.  Findings  consistent  with  chronic 
and  renal  calculi.  Peripheral  arteriosclerotic- 
vascular  disease.  Findings  consistent  with 
prostatic  metastases  of  the  lumbar  spine 
and  pelvis.  Acid  phosphatase  studies  rec- 
ommended for  confirmation. 

5-6-53  I.V.P. : Normally  concentrating  right 
kidney.  Decrease  in  function  on  the  left. 
Findings  consistent  with  renal  calculi.  Peri- 
pheral arteriosclerotic  vascular  disease. 
Findings  consistent  with  metastases  to  the 
lumbar  spine  and  pelvis.  An  osteitis  deform- 
ity cannot  be  excluded.  Alkaline  and  acid 
phosphatase  recommended  foi-  confirmation. 

COURSE  IN  HOSPITAL:  The  patient  pre- 
sented a difficult  nursing  problem.  He  was 
confused  and  disoriented  during  his  entire 
stay.  A urological  consultation  was  done  on 


the  fifth  day  of  admission.  Impression : 
“This  is  a benign  prostate  under  manual 
examination.”  The  patient  became  progres- 
sively weaker  in  spite  of  digitalis  medication 
and  showed  principally  signs  of  cardiac  fail- 
ure. He  died  15  days  after  hospital  admis- 
sion. 

TREATMENT:  Treatment  consisted  mainly 
of  effort  to  control  his  diabetes.  In  addition 
he  received  Gantrisin  [Hoffman  La  Roche], 
Combiotic  [Pfizer]  and  stilbesterol. 

X-RAY  DISCUSSION 

Dr.  C.  C.  McVaiigh: 

The  original  examination  on  the  first  of 
May,  1953,  was  of  the  chest  and  abdomen. 
The  chest  X-ray  reveals  nothing  too  unusual. 
There  is  some  cardiac  enlargement  and 
changes  in  the  aorta  consistent  with  old  car- 
diovascular disease,  probably  hypertensive  in 
nature.  There  are  faint  linear  thickenings  in 
both  bases  which  may  be  caused  by  old  pleu- 
ral changes  or  infarction.  There  is  no  evi- 
dence of  bony  involvement  by  a destructive 
process.  There  is  no  evidence  of  a pulmonary 
congestion.  Survey  films  of  the  abdomen  re- 
veal bilateral  renal  calculi.  There  is  a large 
calculus  filling  the  inferior  calix  of  the  right 
kidney.  There  is  a faint  calculus  which  I be- 
lieve represents  a small  staghorn  calculus  in 
the  left  kidney.  The  right  kidney  appears 
to  be  fairly  normal,  as  well  as  I can  define 
it,  in  size,  shape  and  position,  and  appears 
regular  in  outline. 

Left  Kidney 

I cannot  definitely  identify  the  contour  of 
the  left  kidney.  It  looks  as  if  it  might  be 
enlarged.  I can’t  be  certain  about  that  be- 
cause I can’t  identify  the  kidney  adequately. 
The  most  remarkable  finding  on  this  survey 
film  of  the  abdomen  consists  of  the  marked 
sclerotic  changes  involving  the  pelvis  and  the 
lumbar  vertebrae.  I see  no  changes  in  the 
ribs.  I do  not  believe  that  these  changes  are 
due  to  prostatic  metastases.  1 believe  they 
are  due  to  Paget’s  disease.  The  changes 
are  characteristic  of  Paget’s ; however,  they 
are  often  difficult  to  differentiate  from  me- 
tastatic carcinoma. 
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Intravenous  Pyelogram 

Five  days  after  the  original  examination, 
an  intravenous  pyelogram  was  done,  and  you 
can  probably  see  dye  appearing  in  the  right 
kidney  in  good  concentration  after  five  min- 
utes. I see  no  dye  in  the  left  kidney  at  any 
time  during  examination.  Again,  I cannot 
definitely  outline  the  left  kidney  shadow,  and 
I feel  reasonably  certain  that  there  is  no  dye 
in  the  left  kidney,  and  therefore  it  is  a non- 
functioning kidney.  The  inference  might  be 
that  the  kidney  might  be  absent,  but  I don’t 
think  it  is,  because  I believe  there  are  stag- 
horn calculi  on  the  left.  Therefore,  the  kidney 
may  be  enlarged  and  fused  with  the  sur- 
rounding tissues,  thus  making  it  impossible 
to  outline  the  kidney. 

History  of  Bleeding 

As  far  as  the  history  of  bleeding  is  con- 
cerned, in  the  male  the  bleeding  may  come 
from  anywhere  in  the  urinary  tract,  the  blad- 
der, the  kidney,  or  the  prostate.  I see  no 
prostatic  calculi ; perhaps  there  is  one  small, 
faint  calculus  there.  I cannot  see  any  evidence 
of  a tumor  in  the  right  kidney.  The  left 
kidney  could  be  the  source  of  a tumor,  and  as 
a result  of  its  being  enlarged  it  cannot  be 
visualized  because  the  enlargement  itself  may 
destroy  the  natural  countours.  So,  radio- 
graphically we  can  conclude  only  that  this 
man  has  a no7i-functioning  left  kidney  with 
bilateral  renal  calculi,  Paget’s  disease, 
marked  arteriosclerotic  disease  and  possibly, 
prostatic  calculi. 

DIFFERENTIAL  DIAGNOSIS 

Dr.  IT.  M.  Gibson: 

This  represents  a type  of  case  in  which  we 
get  mixed  up  very  often.  A senile,  sometimes 
psychotic  old  p'entleman  is  brought  into  the 
hospital  and  dies  within  a short  time.  When 
we’re  faced  with  such  a problem  as  this, 
we  try  to  do  certain  things.  First  of  all,  we 
try  to  give  the  patient  supportive  treatment, 
bring  him  out  of  the  critical  condition  that 
he’s  frequently  in.  If  we  can  do  that,  then 
we  carry  out  detailed  diagnostic  procedures 
and  then  lastly,  if  possible,  we  take  what  cor- 
rective measures  we  can,  either  surgically  or 
medically. 

Problem 

In  this  particular  patient,  we  are  pre- 
sented with  a problem  that  resolves  itself 
into  a differential  diagnosis  of  hematuria. 
We  do  not  know  just  how  much  this  man 
bled.  We  do  not  know  whether  it  was  just 
a slight  gross  bleeding  or  whether  it  was 
a very  severe  exsanguinating  type  of  hemorr- 
hage. It  would  be  of  tremendous  value  to 


know  what  type  of  bleeding  this  particular 
patient  had,  and  also  whether  or  not  he  hadn’t 
had  some  bleeding  before  the  time  stated  in 
the  history.  We  notice  from  the  history  that 
the  old  man  had  diabetes,  that  he  has  had 
it  for  some  ten  years. 

Physical  Examination 

On  physical  examination,  the  only  positive 
urological  finding  recorded  is  the  fact  that 
he  had  a three  plus  enlarged  prostate,  soft, 
boggy,  and  recorded  as  being  benign.  It  is 
recorded  that  there  were  no  masses  felt  in 
the  abdomen.  That  could  be  true,  but  it  is 
quite  easy  to  overlook  masses  in  the  region 
of  the  left  kidney.  Unless  the  physician,  dur- 
ing the  examination,  takes  the  trouble  to  put 
one  hand  in  the  region  of  the  costo-vertebral 
angle  and  the  other  anteriorly,  and  ballott 
whatever  is  between  those  two  hands,  you 
can  very  easily  miss  even  quite  a large  mass 
in  the  region  of  the  kidney,  particularly  the 
left,  as  the  left  kidney  is  always  higher  than 
the  right. 

Laboratory  Work 

From  the  laboratory  work  we  find  that  the 
patient  had  only  a very  mild  disturbance  of 
his  renal  function.  This  is  confirmed  by  the 
intravenous  pyelogram,  an  IVP  being  a very 
excellent  test  of  renal  function.  The  roent- 
genological lesions  in  the  bone  are  osteoblas- 
tic in  character  and  to  me  appear  to  be  more 
suggestive  of  some  other  clisorder  than  of 
a metastatic  lesion  from  the  carcinoma  of 
the  prostate.  I think  I can  see  a few  trabe- 
culae through  these  dense  areas,  which  is 
supposed  to  be  one  very  important  point  in 
favor  of  Paget’s  disease  over  metastatic  le- 
sions from  the  prostate.  In  addition,  this 
patient’s  prostate  was  recorded  as  feeling 
benign.  It  is  certainly  granted  that  a pro- 
state can  feel  benign  in  absolutely  every 
respect  and  yet  be  malignant,  although  it 
cuts  down  on  the  percentage  that  this  is  a 
metastatic  lesion  from  the  prostate.  I am 
more  in  favor,  then,  of  a Paget’s  disease. 

Attempt  to  Localize 

First  we  try  to  localize  where  we  think  this 
hematuria  is  coming  from,  if  we  have  any 
signs  to  help  us  at  all.  Usually,  if  the  bleed- 
ing is  from  the  prostate,  it  will  come  either 
initially  or  terminally.  Usually  the  bleeding 
from  the  prostate  will  pop  out  in  front  of 
the  urinary  stream.  It  can  leak  back  into  the 
bladder  and  be  passed  out  as  total  hematuria. 
However,  the  patient  usually  complains  of 
frequency  and  discomfort  and  other  blunter 
symptoms  when  the  prostate  is  the  source  of 
the  bleeding.  In  hematuria  in  general,  only 
two  percent  of  the  cases  are  produced  by  the 
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prostate.  It  is  extremely  dangerous  to  assume 
that  bleeding  is  coming  from  the  prostate. 
We  pass  on  to  the  bladder. 

Bleeding  From  Bladder 

Bleeding  from  the  bladder  is  usually  con- 
stant, and  in  a man  of  this  age  you  would 
suspect  that  it  would  go  on  for  a long  period 
of  time  if  it  were  due  to  a papillary  growth 
in  the  bladder.  You  would  suspect  that  he 
would  give  us  a history  of  having  passed 
blood  intermittently  through  a period  of 
many,  many  years.  In  addition  to  the  bleed- 
ing, these  patients  frequently  have  bladder 
symptoms  such  as  extreme  frequency  and 
dysuria.  This  is  especially  true  if  they  are 
allowed  to  go  on  and  on,  and  their  cancer 
invades  the  muscular  portion  of  the  urinary 
bladder.  This  patient  apparently  did  not.  He 
came  in  with  the  single  complaint  of  blood 
in  his  urine.  Bleeding  from  the  upper  urinary 
tract  is  freciuently  characterized  by  colicky 
pains  on  one  side  or  the  other.  We  don’t 
know  whether  this  man  had  them  or  not. 

Apparently  Senile 

He  was  apparently  so  senile  that  he  did  not 
mention  whether  or  not  he  did  have  pain  or 
colic  on  one  side  or  the  other.  So  we  have  to 
go  to  our  X-rays  to  try  to  determine  the 
source  of  the  bleeding.  The  X-rays  show 
definitely  a right  kidney,  and  it  appears  to 
be  a reasonably  good  kidney  although  it  does 
have  a calculus  in  the  lower  calix.  On  the 
left  side  there  are  some  tiny  little  shadows 
which  might  mean  that  a little  bit  of  dye 
is  being  excreted.  We  cannot  see  any  evi- 
dence of  an  obstructive  lesion  lower  down 
along  the  course  of  the  ureter.  From  this 
reading,  I am  inclined  to  believe  that  this 
patient’s  bleeding  was  probably  coming  from 
his  left  kidney.  Now,  what  produces  bleed- 
ing from  the  left  kidney  ? 

Renal  Apoplexy 

You  could  have  just  a renal  type  of  apo- 
plexy; it’s  very  common  in  people  like  this, 
but  it  shouldn’t  interfere  that  much  with  the 
kidney  function.  You  could  have  other  vas- 
cular disturbances  such  as  infarction  of  a 
blood  vessel  in  that  area.  You  could  have 
some  tumor  formation  in  this  kidney,  which 
I think  is  a distinct  possibility.  The  pattern 
that  we  have  here,  I think,  would  perhaps 
favor  more  a tumor  of  the  urothelium,  either 
in  the  pelvis  of  the  kidney  or  someplace  in 
the  ureter.  A stone  could  possibly  be  produc- 
ing the  hematuria,  but  again,  we  should  have 
some  colic  present.  So,  in  summary  I have 
to  make  these  diagnoses : 

1.  A benign  prostatic  hypertrophy  with  a 
question  of  malignancy. 


2.  Right  I’enal  calculi;  probable  left  renal 
calculi. 

3.  Questionable  pathology  of  the  left  kid- 
ney, probably  a tumor  of  the  left  kidney 
arising  from  urothelial  elements  on  that  side. 

SYSTEMIC  I)IA(;N0SES: 

1.  Diabetes  mellitus. 

2.  Generalized  arteriosclerosis. 

3.  Arteriosclerotic  heart  disease. 

4.  An  osteoblastic  condition  of  the  bones 
of  the  pelvis  and  lumbar  vertebrae,  probably 
Paget’s  disease. 

Dr.  J.  C.  Posllewaile: 

I believe  that  one  ought  to  review  the 
possible  causes  of  death.  No  doubt  the  man 
died  a cardiac  death.  The  question  is  whether 
his  metabolic  diseases  were  unusual  or  usual, 
and  if  the  terminal  stage  was  a complication 
of  a metabolic  failure.  This  man  was  a dia- 
betic. His  blood  sugar  was  very  low,  286  mg. 
percent.  He  had  headaches  and  dizziness.  We 
didn’t  get  visual  fields  and  various  things  to 
make  it  interesting,  but  one  would  want  to 
know  if  there  was  another  cause  of  his 
diabetes  besides  pancreatic  disease,  such  as 
pituitary  diabetes,  hepatic  diabetes,  and  of 
course  the  low  threshold  renal  problem  of 
just  spilling  sugar. 

Spilled  Sugar 

We  didn’t  notice  whether  he  spilled  sugar 
very  regularly.  They  mentioned  that  a great 
deal  of  effort  was  made  to  regulate  his 
metabolic  condition.  I would  p r e s u m e, 
though,  that  this  was  salt  and  water  rather 
than  his  sugar  metabolism.  A man  of  ninety 
is  rarely  a severe  diabetic,  unless  some  in- 
fectious process  has  precipitated  him  into 
coma  rather  rapidly.  The  other  metabolic 
problem  was  the  condition  of  the  papillary 
processes  of  his  calices.  I’m  told  that  a retro- 
grade pyelogram  will  occasionally  show  dis- 
ease of  the  papillary  processes,  and  presum- 
ably an  IV  pyelogram  is  impossible  in  such 
a condition  because  the  kidneys  won’t  ex- 
crete anything.  They  behave  like  a lower 
nephron  nephrosis  and  everything  is  ab- 
sorbed from  the  tubules. 

No  Relationship 

I see  no  relationship  between  the  kidney 
disease  and  the  bone  lesions  which  have 
been  named  Paget’s  disease.  Finally,  there 
is  a possibility  that  he  died  in  uremia,  al- 
though we  have  evidence  that  his  kidneys 
functioned  well,  both  from  the  pyelogram 
and  from  the  renal  studies  preceding  his 
death.  I believe  that  his  diabetes  was  of  pan- 
creatic origin  rather  than  pituitary. 
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I believe  that  his  death  was  cardiovascular 
primarily,  but  secondarily  due  to  the  push 
he  got  from  the  infectious  process  in  his 
kidneys.  Finally,  he  may  have  suffered  an 
acute  apoplectic  collapse  with  renal  papilli- 
tis. For  this  occurrence  you  have  to  have  ob- 
struction, you  don’t  necessarily  have  to  have 
infection,  and  you  have  to  have  vascular 
injury.  This  apparently  occurs  in  approx- 
imately 25  percent  of  diabetics.  I was  rather 
surprised  to  note  this  on  a recent  review. 

Dr.  F.  P.  Boriisteiji : 

Fd  like  to  have  somebody  comment  on  the 
question,  “Why  did  this  man  g-et  stilbest- 
erol?” 

Dr.  W.  I.  Coldwell: 

Fve  been  lead  to  believe  that  the  alkaline 
phosphatase  was  1.2  Bodansky  units.  I think 
this  rules  out  the  diagnosis  of  Paget’s  dis- 
ease. I’ve  never  seen  a case  that  didn’t  have 
an  elevated  alkaline  phosphatase.  In  two 
places  they  recommended  an  acid  phos- 
phatase be  done.  I don’t  know  whether  that 
was  left  out  purposely,  or  just  not  done.  I 
think  it  would  add  some  assistance  to  this 
case.  With  regard  to  the  administration  of 
stilbesterol,  it  appears  that  someone  thought 
that  he  might  have  metastatic  lesions.  I 
would  like  to  ask  Dr.  Gibson  if  it  is  not 
entirely  possible  that  he  could  have  had  a 
carcinoma  of  the  prostate,  even  with  the 
apparent  normal  physical  findings  of  the 
prostate. 

Dr.  H.  M.  Gibson : 

I do  not  know  precisely  why  estrogen  was 
given,  except  that  in  many  similar  instances 
I have  advised  that  estrogen  be  given  as  a 
therapeutic  test.  It’s  simple  and  it’s  extreme- 
ly effective  in  these  old  people  that  you  can 
do  absolutely  nothing  else  with.  It’s  some- 
thing to  keep  in  mind.  When  you  have 
some  old  person  that  you  can’t  do  anything 
else  with  and  where  there  is  a question  of 
prostatic  carcinoma,  you  can  put  them  on 
estrogen.  Usually,  if  the  process  is  a car- 
cinoma of  the  prostate,  within  a week  the 
patient  will  receive  a tremendous  benefit 
from  this  medication. 

Exeelleiil  Test 

It’s  a very  excellent  therapeutic  test.  As  to 
Dr.  Coldwell’s  question,  “Does  a benign-feel- 
ing prostate  exclude  a carcinoma  of  the 
prostate?’’,  as  stated  previously,  it  does  not 
absolutely  and  unequivocally  rule  it  out.  We 

(1)  Willis,  The  Spread  of  Tumors  in  the  Human  Body  — First 

Edition.  Page  192. 


have  seen  many  cases  where  the  patient 
would  have  a completely  benign-feeling  pro- 
state and  the  patient  would  have  a carci- 
noma ; however,  it  does  certainly  decrease 
the  probability  that  the  patient  has  a car- 
cinoma of  the  prostate. 

CLINICAL  DIAGNOSIS: 

1.  Generalized  arteriosclerosis. 

2.  Arteriosclerotic  heart  disease. 

3.  Carcinoma  of  prostate  with  bone  metas- 
tases. 

DK.  GIBSON’S  DIAGNOSIS: 

1.  Benign  prostatic  hypertrophy  with  a 
question  of  malignancy. 

2.  Right  renal  calculi;  probable  left  renal 
calculi. 

3.  Questionable  pathology  of  the  left  kid- 
probably  a tumor  of  the  left  kidney 

arising  from  urothelial  elements  on  that 
side. 

ANATOMICAL  DIAGNOSIS: 

1.  Generalized  arteriosclerosis. 

2.  Coronary  sclerosis. 

3.  Clear-cell  carcinoma  of  kidney  with 
multiple  metastases  to  vertebrae  and  pelvis. 

PATHOLOGICAL  DISCUSSION 

Dr.  F.  P.  Boriistein: 

On  autopsy  we  found,  as  was  to  be  ex- 
pected, a heart  with  severe  arteriosclerosis, 
and  I am  quite  sure  that  death  was  due  to 
cardiac  failure. 

The  main  interest  in  this  case  naturally 
centers  on  the  findings  in  the  urogenital 
tract.  We  failed  to  find  any  stones  in  the 
right  kidney.  However,  on  microscopic  exam- 
ination, a severe  pyelonephritis  was  present. 
The  left  kidney  had  been  transformed  into 
an  enlarged,  irregular  mass  which  measured 
approximately  20  x 15  x 8 cm.  The  capsule 
strii^ped  with  difficulty.  Only  the  lower  pole 
of  the  kidney  showed  the  normal  renal  ap- 
pearance. The  remainder  had  been  trans- 
formed into  a hemorrhagic  nodular  tumor. 

Metastatic  Carcinoma 

On  microscopic  examination  (Figure  1) 
this  tumor  had  the  typical  appearance  of  a 
clear-cell  carcinoma.  The  prostate,  as  was 
expected,  showed  a benign  nodular  glandular 
hyperplasia.  The  bone  lesions  showed  soft, 
greyish  white,  friable  bone  tissue  which,  on 
microscopic  examination,  revealed  unequivo- 
cal metastatic  carcinoma  from  the  kidney. 

It  is  interesting  to  note  that  in  addition 
to  the  hematuria,  the  first  indication  of  a 
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Optimal  Diuretic  Effect  is  Daylong 

In  maintenance  therapy  of  congestive  fail- 
ure, as  in  treatment  of  diabetes,  the  optimal 
(diuretic)  effect  is  daylong.  It  does  not  per- 
mit the  alternation  of  Na  and  fluid  output 
followed  by  Na  and  fluid  reaccumulation, 
even  within  a 24-hour  period. 

=1:  * 

Safety  of  Organic  IMercurials 

Safety  of  organic  mercurials  in  children 
has  been  conclusively  demonstrated  by  clini- 
cal experience  with  pediatric  cardiac  pa- 
tients. 


Figure  1 


malignant  process  appeared  in  the  skeletal 
system.  We  are  usually  in  the  habit  of  asso- 
ciating such  skeletal  metastases  with  carci- 
noma of  the  prostate. 

Quite  Common 

However,  bone  metastases  from  carcinoma 
of  the  kidney  are  also  (piite  common.  As  a 
matter  of  fact,  Willis^  devotes  an  entire 
chapter  to  pointing  out  the  many  occasions 
where  metastatic  lesions  in  the  bones  were 
mistaken  for  primary  sarcomas,  and  unnec- 
essary amputations  were  performed.  As  was 
mentioned  before,  the  man  had  diabetes; 
however,  no  characteristic  lesions  were 
found  in  the  kidneys. 

In  summary,  then,  this  man  who  suffered 
from  far-advanced  coronaiy  heart  disease 
presented  an  interesting  secondary  problem 
of  hematuria  and  bone  lesions  which  were 
caused  by  a primary  carcinoma  of  the  kidney. 


Current  Therapy 
(Continued  from  page  256) 
daily;  adolescents,  10-20  mgm.  daily;  pre- 
menopausal women  25-30  mgm.  daily ; post- 
menopausal women  30-37 '/i  mgm.  daily;  men 
37C2-5b  mgm.  daily. 

Glandular  Enlargement 

Dr.  Brem  (Defective  Serum  Gamma  Glob- 
ulin Formation)  reported  some  cases  of  de- 
fective serum  gamma  globulin  formation  in 
cases  with  generalized  glandular  enlarge- 
ment where  there  was  a cpiestion  of  an  exist- 
ing lymphoma.  Gamma  globulin  10  cc.  every 
five  days  was  tried.  ACTH  had  no  effect. 

Talked  to  some  members  of  the  College  who 
are  using  Butazolidin  with  no  untoward  re- 
actions. They  are  using  small  doses,  200  mg. 
daily,  in  some  cases  400  mg.,  and  they  are 
following  their  patients  carefully.  Also  talked 
to  others  who  are  using  Gitaligin  rather  than 
digitalis,  because  of  its  greater  margin  of 
safety  from  toxic  effects. 


Edema  May  Warn  of  Fre-Eelampsia 

In  very  early  stages  of  developing  pre- 
eclampsia, edema  usually  precedes  hyperten- 
sion and  thus  gives  a warning  sign. 


In  Viewing  the  VA  Medical  Program  . . . 


average 

length  of  stay  in  VA  hospital 


World  Worn 


World  Wor  I 
& Other  (doyi) 


TB 


NP 


205.8 


178  3 


203  6 


89.2 


210.2 


430.6 


CMS 


30.8 


23.5 


42.5 


The  average  length  of  stay  in  VA  hospitals 
for  World  War  I veterans  is  considerably 
greater  than  for  World  War  II  veterans, 
which  now  comprise  76%  of  the  total 
veteran  population.  The  greatest  pressure  is 
yet  to  be  exerted  on  VA  hospitals  as  World 
War  II  veterans  grow  older  and  require 
increased  medical  care  for  disabilities  un- 
related to  military  service. 


MEDICAL  OFFICES  AVAILABLE 

- in  - 

Centrally  Located  IVIedical  Building 
Albuquerque  IVIedical  Center 

109  Elm  Street  SE,  Albuquerque,  N.  M. 

BERGER,  BRIGGS  & COMPANY,  AGENTS 

215  Third  Street  SW,  Albuquerque,  l\l.  Wl. 
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PROCEEDINGS  OF  THE  NEW  ENGLAND  CARDIOVASCULAR  SOCIETY 


Observations  on  the  Effects  of  Insulin  Induced  Hypoglycemia 
in  Patients  With  Angina  Pectoris 

By  Walter  E.  JuDSON,  M.D.,  AND  William  Hollander,  M.D., 
Massachusetts  Memorial  Hospitals,  Boston 


Eighteen  insulin  tolerance  tests  were  per- 
formed on  11  patients  with  hypertensive  car- 
diovascular and/or  coronary  artery  disease 
with  angina  pectoris.  In  addition  to  the 
changes  in  blood  sugar  following  intravenous 
injection  of  insulin,  usually  at  a dosage  level 
of  0.1  unit  per  kg.  body  weight,  the  changes 
in  serum  potassium  and  sodium  were  like- 
wise determined  at  15  to  30  minute  intervals 
for  a period  of  two  hours.  Standard  limb 
leads,  I and  II,  and  a single  unipolar  pre- 
cordial lead,  V-4,  of  the  electrocardiogram 
were  recorded  simultaneously  with  brachial 
arterial  pressure  and  a Dock  or  modified 
Dock  ballistocardiogram  using  a direct-writ- 
ing Sanborn  Poly-Viso. 

In  none  of  the  11  patients  did  insulin  in- 
duced hypoglycemia  produce  chest  pain.  Like- 
wise in  a patient  with  status  anginosus,  large 
and  repeated  doses  of  intravenous  insulin 
associated  with  marked  and  prolonged  hypo- 
glycemia did  not  induce  anginal  pain.  In  this 
group  the  average  mean  fasting  blood  sugar 
fell  from  a level  of  76  to  41  mg.  per  cent,  the 
range  of  the  falls  being  25  to  54  mg.  per  cent. 
During  the  period  of  greatest  depression  of  the 
blood  sugar  the  patients  experienced  typical 
symptoms  of  hypoglycemia.  One  patient  de- 
veloped coma.  The  majority  of  the  patients 
showed  no  changes  in  blood  pressure  and 
pulse  rate.  Electrocardiographic  changes 


such  as  lowering,  broadening,  and  inverting 
of  the  T-waves  and  occasional  prolongation  of 
the  Q-T  intervals  were  observed  in  all  the  pa- 
tients except  one.  Five  patients  had  transito- 
ry cardiac  arrhythmias.  In  general,  but  not 
invariably,  changes  in  serum  potassium 
tended  to  parallel  those  of  the  blood  sugar. 
Minor  changes  in  some  of  the  ballistocar- 
diograms were  observed. 

Hexamethonium,  a ganglionic  blocking 
agent,  was  given  to  some  patients  in  an  at- 
tempt to  block  a release  of  epinephrine  by 
the  sympatho-adrenal  system  in  response  to 
insulin  induced  hypoglycemia.  Although  this 
agent  blocked  the  symptoms  arising  from  the 
hypoglycemia,  it  did  not  consistently  alter 
the  pattern  of  the  blood  glucose  response  to 
insulin  nor  prevent  the  changes  usually  ob- 
served in  the  electrocardiogram. 

These  data  suggest  that  insulin  induced 
hypoglycemia  of  the  degree  and  duration 
observed  in  this  group  of  patients  with  an- 
gina pectoris  does  not  produce  chest  pain. 
The  electrocardiographic  alterations  may  be 
related  to  changes  in  serum  potassium.  It  is 
therefore  believed  that  the  dangers  of  insu- 
lin-induced hypoglycemia  in  patients  with 
coronary  artery  disease  may  have  been  over- 
emphasized. 


Cardiovascular  and  Respiratory  Responses  to  Infusions  of 


Hypertonic  Saline  in  Patients  With  and  Without 
Congestive  Heart  Failure 

By  William  Hollander,  M.D.,  Walter  E.  Judson,  M.D.,  and  Richard  W.  Stone,  M.D., 
Massachusetts  Memorial  Hospitals,  Boston 


The  intravenous  administration  of  hyper- 
tonic saline,  particularly  in  congestive  heart 
failure,  has  a potential  hazard  of  precipitat- 
ing acute  pulmonary  edema  by  osmotically 
increasing  the  total  blood  volume.  This  study 
was  undertaken  both  clinically  and  physio- 
logically to  evaluate  this  hazard  in  46  pa- 
tients, one-half  of  whom  were  in  congestive 
heart  failure. 


After  300  cc.  of  5 per  cent  NaCl  was  given 
intravenously  over  a 15-40  minute  period, 
changes  in  symptoms  and  in  cardiovascular 
and/or  respiratory  functions  were  recorded. 
The  NaCl  infusion  produced  an  average  de- 
crease of  4 per  cent  in  the  hematocrit  or 
about  a 400  cc.  increase  in  the  total  blood 
volume. 
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CARDIOVASCULAR  RESPONSES 
TO  AN  ACUTE  SALT  LOAD 
IN  A PATIENT  WITH  HEART  FAILURE 


In  contrast  to  normal  individuals,  patients 
with  “low  output’’  congestive  heart  failure 
had  no  change  in  cardiac  output  (Fick)  but 
had  significant  rises  in  both  the  pulmonary 
artery  and  “pulmonary  capillary’’  pressures, 
the  average  increase  being  9 mm.  Hg.  Pa- 
tients with  cor  pulmonale  had  similar  in- 
creases in  pulmonary  artery  pressures  but, 
in  addition,  like  normal  individuals,  they 
usually  had  increases  in  cardiac  output.  In 
all  groups  the  cardiac  output  and  pulse  rate 
responses  appeared  to  be  independent  of  fill- 
ing pressure. 

Gaseous  Mixing  Before  8 After  I.V.  Hypertonic  Saline 
in  a Patient  with  Congestive  Heart  Failure 


With  the  exception  of  two  patients,  no  in- 
creased difficulty  in  breathing  was  expe- 
rienced by  patients  either  with  or  without 
congestive  heart  failure.  In  both  groups 
there  usually  were  no  changes  in  pulmonary 
ventilation,  subdivisions  of  the  total  lung 
volume  and  intrapulmonary  gas  (helium) 
mixing. 

Acute  pulmonary  edema  was  precipitated 
in  two  patients  who  were  in  congestive  heart 
failure  with  markedly  elevated  “PC’’  pres- 
sures. A respii'atory  pattern  of  acute  ob- 
structive emphysema  consistent  with  bron- 
chial spasm  developed  in  one  patient.  Both 
patients  had  a history  of  cai'diac  asthma  dur- 
ing exertion.  The  saline-induced  pulmonary 
edema  responded  readily  to  the  upright  posi- 
tion. 


CHANGES  IN  PULMONARY  VENTILATION 
FOLLOWING  INTRAVENOUS  HYPERTONIC  SALINE 
IN  A PATIENT  WITH  CONGESTIVE  HEART  FAILURE 


mm.  Hg 
•P.C.”  PRESSURE 
mm.Hg 


28 


42 


Conclusions 


TIME  IN  SECONDS 


1.  The  intravenous  administration  of  5 
per  cent  NaCl  to  patients  in  congestive  heart 
failure,  when  given  slowly,  and  with  the  pa- 
tient sitting  up,  should  present  little  danger 
of  precipitating  pulmonary  edema. 

2.  Those  patients  who  have  a histoiy  of 
cardiac  asthma  at  rest  or  during  exertion 
are  more  apt  to  develop  pulmonary  edema, 
particularly  when  infused  rapidly.  In  part 
the  precipitation  of  pulmonary  edema  is  most 
likely  related  to  a supraoncotic  elevation  of 
the  “PC’’  pressure. 

3.  It  appears  that,  below  a critical  level, 
acute  elevations  of  either  the  pulmonary  ar- 
tery or  “PC”  pressure  do  not  cause  or  in- 
crease difficulty  in  breathing  either  in 
normal  individuals,  in  patients  in  congestive 
heart  failure  or  in  patients  with  cor  pul- 
monale. 


SOUTHWESTERN  MEDICINE 


Page  276 


JUNE,  1955 


The  Effects  of  Acute  Salt  Loads  on  the  Urinary  Sodium  Output  of 
Normotensive  and  Hypertensive  Patients  Before  and 
After  Surgery:  A Preliminary  Report 


By  Jesse  E.  Thompson,  M.D.,  Thomas  F.  Silva,  M.D.,  and  Reginald  H.  Smithwick,  M.D., 
From  the  Departments  of  Surgery  of  Boston  University  School  of  Medicine 
AND  THE  Massachusetts  Memorial  Hospitals,  Boston 


Evidence  from  various  sources  indicates 
that  the  metabolism  of  sodium  in  human 
hypertensives  is  probably  different  from  that 
of  normotensives.  Hypertensives  on  low-salt 
diets  tolerate  such  sodium  restriction  with- 
out difficulty,  in  marked  contrast  to  the 
normotensive,  and  certain  hypertensives  will 
exhibit  a lowering  of  blood  pressure  on  such 
treatment.  We  have  observed  repeatedly 
that  hypertensive  patients  following  splanch- 
nicectomy  are  more  sensitive  to  sodium  re- 
striction than  preoperatively,  and  that  re- 
fractory postoperative  patients  may  respond 
to  only  a moderate  degree  of  sodium  restric- 
tion. Recent  experimental  evidence  has  sug- 
gested that  the  splanchnic  nerves  may  effect 
the  handling  of  sodium  by  the  kidney. 

Acute  salt  loading  tests  have  been  per- 
formed on  five  normotensive  and  eight  hy- 
pertensive patients  before  and  immediately 
after  surgery.  The  hypertensive  patients 
were  re-tested  several  months  later.  These 
hypertensives  had  bilateral  thoracolumbar 
splanchnicectomy  performed,  and  the  nor- 
motensives had  operations  of  comparable 


magnitude.  With  the  patients  thirsting  and 
fasting  and  in  the  supine  position,  five  hun- 
dred ml.  of  5 per  cent  sodium  chloride  were 
infused  intravenously  during  a one-hour 
period.  The  urinary  sodium  excreted  before, 
during,  and  after  loading  was  determined, 
as  were  plasma  sodium  concentrations.  Max- 
imum rates  of  sodium  output  and  cumulative 
sodium  outputs  were  calculated. 

The  data  show  that  hypertensives  handle 
an  acute  sodium  load  in  a different  fashion 
from  normotensives,  both  before  and  after 
major  surgery.  Preoperative  hypertensives 
reject  a much  higher  proportion  of  infused 
sodium  than  do  preoperative  normotensives. 
Normotensives  have  a slightly  lower  rate  of 
sodium  excretion  immediately  following 
major  surgery.  Hypertensives  excrete  a 
greatly  reduced  proportion  of  infused  sodium 
at  a greatly  reduced  rate  immediately  follow- 
ing splanchnicectomy.  Several  months  after 
splanchnicectomy  the  hypertensive  excretes 
sodium  at  a slightly  reduced  rate,  but  not  at 
an  increased  rate,  compared  with  the  pre- 
operative rate. 


for  pernicious  anemia 
and  all  treatable  anemias 


Hematinic  LEDERLE 


a new  and  potent  oral  hematinic  • one  capsule  daily  meets  the  needs  of  the  average  patient 
Formula  contains  all  known  essential  hemopoietic  factors: 

Each  capsule  contains:  Powdered  Stomach 200  mg. 

Vitamin  Bu  with  Intrinsic  Ferrous  Sulfate  Exsiccated 400  mg. 

Factor  Concentrate 1 U.S.P.  Oral  Unit  Ascorbic  Acid  (C) 150  mg. 

Vitamin  B12  (additional) 15  mcgm.  Folic  Acid 4 mg. 

LEDERLE  LABORATORIES  DIVISION  American Cfomunid company  Pearl  R iver,  N.Y. 


*REG.  U.S.  PAT.  OFF. 


Give  Us  A Trial  On  Your 

TAYLOR  BACK  BRACE 

Orders 

• Send  the  following  measurements:  from 
level  of  shoulders  to  tip  of  sacrum;  circum- 
ference of  pelvis  above  trochanters;  circum- 
ference of  waist;  height  and  weight. 

ChriMcfihetA 

Stace  antf  Co. 


813  N.  Cedar  at  Five  Points 


5-3841 


EL  PASO,  TEXAS 


The  McMath 
Co.,  Inc. 

PHhUh^  Lt  Seek 


Let  Us  Bind  Your  1954  Copies  of 
Southwestern  Medicine 


We  Carry  A Complete  Line  of 

DIABETIC  FOODS  AND  SUPPLIES 

MCKEE'S  PRESCRIPTION  PHARMACY 

105-A  East  San  Antonio  St.,  El  Paso 
Dial  2-2693 


C.  G.  McDow  and  Son,  Props. 


'119-421  South  Stanton  St.  2-4473  El  Paso,  Texas 

EXTER-TONELLA  MORTUARY,  INC. 

STRICTLY  ETHICAL 

108  Yale  Blvd.,  S.  E.  3-4571  Albuquerque,  N.  M. 


For  Your  Convenience 
Use  Our  Handy  Charge- A- Plate  Servicel 


Ihe  uiliile  house 


El  Paso,  Texas 


Richard  E.  Martin 

Martin  Mortmary 

710  N.  Stanton  St.  2-3691  El  Paso,  Texas 

JRoheljatier  -iM tiler 

AMBULANCE  SERVICE 

Phone  5-2748 

2600  East  Yandell  Blvd.  El  F’aso,  Texas 


It ’s 


ey  s 


DIAL  3-3681 

Wyoming  at  Cotton  El  Paso,  Texas 


FOR  PRESCRIPTIONS 

MILLS  BLDG.  — PHONE  3-4445  — EL  PASO,  TEXAS 
CITYWIDE  DELIVERY  SERVICE 


Only  at  the  Popular  in  El  Paso  . . . 
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910  Grand  Ave.,  N.  E.  3-4404  Albuquerque,  N.  M. 
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Your  Complete  Source  in  The  Southwest  For  All  Ethical 
Medical  Equipment  and  Supplies 

EL  PASO  ALBUQUERQUE  TUCSON  PHOENIX 


WARNER  DRUG  CO. 

Kaster  & Maxon 

IN  FRONT  OF  THE  POST  OFFICE 

Our  Prescription  Department  Is 
NEVER  Without  a 
Registered  Pharmacist  on  Duty 

Funeral  Home 

El  Paso,  Texas  2-3431 

O 

TAYLOR-SIMPKINS,  INC. 

Direct  Physician's  Phone  to 

MEDICAL  OXYGEN 

Prescription  Department  — 3-2352 

2123  Texas  Street  3-0952  El  Paso,  Texas 

FREE  DELIVERY 

Nights  — Call  5-0359.  or  5-3060 

GUNNING  & CASTEEL  DRUG  STORES 

Complete  Prescription  Service  in  8 Conveniently  Located  Stores 

EL  PASO,  TEXAS  YSLETA,  TEXAS 
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SAUL  B.  APPEL,  M.  D. 

EDWARD  BLANK,  M.  D. 

Certified  by  the  American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 
CARDIOVASCULAR  DISEASES 

1201  First  National  Bldg.  3-5201  El  Paso,  Texas 

Practice  Limited  To  Psychiatry, 

Neurology  &.  Psychophysiologic  Medicine 
Fellow:  American  Psychiatric  Association 
New  England  Society  for  Psychiatry 

733  West  McDowell  Road  AL  2-7388  Phoenix,  Ariz. 

If  No  Answer:  AL  3-4189 

JOSEPH  BANK,  M.  D. 

Diplomate  of  American  Board  of  Internal  Medicine 

CLEMENT  C.  BOEHLER,  M.  D.,  F.  A.  C.  S. 

DIPLOMATS  AMERICAN  BOARD  OBSTETRICS  AND  GYNECOLOGY 

And  American  Board  of  Gastroenterology 
GASTROENTEROLOGY,  GASTROSCOPY 

H.  W.  DEMAREST,  M.  D. 

PRACTICE  LIMITED  TO  OBSTETRICS  AND  GYNECOLOGY 

800  North  First  Ave.  ALpine  4-7245  Phoenix,  Arizona 

Suite  8A  El  Paso  Medical  Center  1501  Arizona  St. 

Phone  2-6591  El  Paso,  Texas 

JOHN  H.  BARGANIER,  M.  D. 

Internal  Medicine 

LOUIS  W.  BRECK,  M.D. 

601  W.  4th  St.  6-9072  Odessa,  Texas 

W.  COMPERE  BASOM,  M.D. 

MORTON  H.  LEONARD,  M.D. 

FRANK  0.  BARRETT 
ANESTHESIOLOGY  ASSOCIATES 

Diplomates  of  the  American  Board  of  Orthopaedic  Surgery 

FRANK  0.  BARRETT,  M.  D. 

MERLE  D THOMAS,  M.  D. 
(Diplomates  American  Board  of  Anesthesiology) 
ALFRED  SORENSON,  M,  0. 

JOHN  W.  REDELES,  M.  D. 
ANESTHESIOLOGY 

ORTHOPAEDIC  SURGERY 

612  Mills  Bldg.  3-8431  El  Paso,  Texas 

520  Montana  Telephone  3-1671  El  Paso,  Texas 

ROBERT  L.  BEAL,  M.  D. 

Practice  Limited  To  Neuropsychiatry 

2300  Physicians  Read 

Park  Central  Medical  Building 
Suite  234,  Patio  D 

550  West  Thomas  Road  Crestwood  4-6711  Phoenix,  Arizona 

Soiithwestern  Medicine 

OTTO  L.  BENDHEIM,  M.  D. 

DIPLOMATE  AMERICAN  BOARD  OF  PSYCHIATRY  & NEUROLOGY 

BYRON  BUTLER,  M.  D. 

Med.  Sc.  D.  in  Ob.  & Gyn.  {Col.  Uni.) 
Gynecology  & Infertility 
Radical  Pelvic  Surgery 
Reconstructive  Pelvic  Surgery 

1515  N Ninth  St.  ALpine  8-2607  Phoenix,  Ariz. 

550  W.  Thomas  Rd.  Phone:  Cr.  4-6371  Phoenix,  Ariz. 

RAYMOND  J.  BENNETT,  M.  D. 

BASIL  K.  BYRNE,  M.  D. 

Diplomate  of  the  American  Board  of  Neurology  and  Psychiatry 
PRACTICE  LIMITED  TO  NEUROPSYCHIATRY 

PEDIATRICS 

Suite  7A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-1177  El  Paso,  Texas 

Suite  4A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-8487  El  Paso,  Texas 

JACK  A.  BERNARD,  M.  D. 

Diplomate  American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 
CARDIOVASCULAR  DISEASES 

DAVID  M.  CAMERON,  M.  D.,  F.  A.  C.  S. 

(Certified  by  The  American  Board  of  Orthopedic  Surgery) 

A.  E.  LUCKETT,  M.  D. 

(Certified  by  The  American  Board  of  Orthopedic  Surgery) 

ORTHOPEDIC  SURGERY 

Suite  3C  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-8151  El  Paso,  Texas 

Suite  5A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-3421  El  Paso,  Texas 
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ROBERT  J.  CARDWELL,  M.  D. 

(Diplomate  American  Board  of  Obstetrics  and  Gyrrecology) 

BRANCH  CRAIGE,  M.  D. 

(Certified  by  American  Board  of  Internal  Medicine) 

WARD  EVANS,  M.  D. 

(Diplomate  American  Board  of  Surgery) 

INTERNAL  MEDICINE 

Suite  5B  El  Paso  Medical  Center  1501  Arizona  Street 

414  Banner  Building  3-7587  El  Paso,  Texas 

Phone  3-6931  El  Paso,  Texas 

CASA  GRANDE  CLINIC 

FREDERIC  E.  CRESSMAN,  M.  D. 

H.  B.  LEHIVIBERG,  IVl.  D.  J.  T.  0 NEIL,  M.  D. 

R.  Z.  COLLINGS,  JR.,  M.  D. 

Diplomate  of  American  Board  of  Ophthalmology 

GENERAL  PRACTICE 

OPHTHALMOLOGY,  OTOLARYNGOLOGY 

113  W.  Second  St.  Phones  4495-4496  Casa  Grande,  Ariz. 

102  South  Second  973  Artesia,  New  Mexico 

ROBERT  N.  CAYLOR,  M.  D. 

E.  S.  CROSSETT,  M.  D. 

Diplomate  American  Board  of  Surgery 

Practice  Limited  to  Ophthalmology 

THORACIC  SURGERY 

207  Medical  Arts  Bldg. 

415  East  Yandell  Blvd.  3-5897  El  Paso,  Texas 

Cardiovascular  Surgery  Broncho-Esophagology 

415  E.  Yandell  Blvd.  3-8511  or  2-2474  El  Paso,  Tex. 

CHILDREN'S  CLINIC 

WICKLIFFE  R.  CURTIS,  M.  D.,  F.A.C.S. 

Diplomate  American  Board  of  Urology 

109  North  Union 

JAMES  D.  BOZZELL,  M.  D. 

Roswell  N.  Mex. 

— PRACTICE  LIMITED  TO  UROLOGY  — 

Allen  C.  Service,  M.  D.  Karl  L.  Bergener,  M.  D. 

American  Beard  of  Pediatrics 

Suite  3B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-1426  El  Paso,  Texas 

MANLEY  B.  COHEN,  M.  D. 

Practice  Limited  to: 

RICHARD  E.  H.  DUiSBERG,  M.  D. 

THORACIC  SURGERY 

CARDIOVASCULAR  SURGERY 
BRONCHOSCOPY-ESOPHAGOSCOPY 

(Diplomate  American  Board  of  Psychiatry  and  Neurology) 

1313  North  Second  Street  Phones:  AL  3-6701 

415  East  Yandell  Boulevard  3-3353  El  Paso,  Texas 

Phoenix,  Arizona  4L  2-4542 

WILLIAM  1.  COLDWELL,  M.  D. 

Certified  by  the  American  Board  of  Internal  Medicine 

L.  0 DUTTON,  M.  D. 

— INTERNAL  MEDICINE  — 

ALLERGY 

800  Montana  St.  3-8373  El  Paso,  Texas 

615  Mills  Bldg.  2-3671  El  Paso,  Texas 

W.  0.  CONNOR,  JR,,  M.  D.,  F.  A,  C.  S, 

ORVILLE  E.  EGBERT,  M.  D.,  F.  A.  C.  P. 

Diplomate  Am-erlcan  Board  of  Internal  Medicine 

Practice  Limited  to  Obstetrics  and  Gynecology 

ALLERGY 

DISEASES  OF  THE  CHEST 

Medical  Arts  Square  7-8561  Albuquerque,  N.  M. 

Suite  3E  1501  Arizona  Street 

El  Paso  Medical  Center  El  Paso,  Texas 

P.  G.  CORNISH,  M.D.,  F.  A.  C.  S. 

HAROLD  EIDINOFF,  M.  D. 

GENERAL  SURGERY 

PRACTICE  LIMITED  TO  PROCTOLOGY 

Medical  Arts  Square 

801  Encino  Place,  Suite  6 2-1333  Albuquerque,  N.  M. 

Suite  4B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-3305  El  Paso,  Texas 
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JOHN  A.  EISENBEISS,  M.  D.,  F.  A.  C.  S. 
E.  THORNTON  PFEIL,  M.  D.,  F.  A.  C.  S. 

Diplomates  of  the  American  Board  of  Neurological  Surgery 

Lois  Grunow  Memorial  Clinic 

926  East  McDowell  Road  AL  4-3151  Phoenix,  Arizona 

LESTER  C.  FEENER,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  Internal  Medicine 

INTERNAL  MEDICINE 

CARDIOVASCULAR  DISEASES 

404  Banner  Bldg.  2-5771  El  Paso,  Texas 


JOE  R.  FLOYD,  M.  D , F.  A.  C.  S. 

GENERAL  SURGERY 

Suite  9E  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-5881  El  Paso,  Texas 

1130  N.  Central  Ave.  Memorial  Hospital 

DOUGLAS  D.  GAIN,  M.  D. 
ERNEST  H.  PRICE,  M.  D. 

Diplomates  of  American  Board  of  Radiology 

X-RAY  THERAPY  and  DIAGNOSIS 
RADIUM  THERAPY  — RADIOACTIVE  ISOTOPES 

AL  8-8436  Phoenix,  Arizona  AL  8-7531 


CHARLES  E.  GALT,  JR.,  M.  D. 

Practice  limited  to  Obstetrics  and  Gynecology 
513  West  Fox  St.  Phone  5-5015  Carlsbad,  N.  M. 


H.  M.  GIBSON,  M.  D.,  F.  A.  C.  S. 

(Certified  by  American  Board  of  Urology) 

PRACTICE  LIMITED  TO  UROLOGY 

209  Medical  Arts  Bldg,  2-8130  El  Paso,  Texas 


JAMES  J.  GORMAN,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  of  Internal  Medicine 
DIAGNOSIS  — GASTROENTEROLOGY 
701  First  National  Building  2-6221  El  Paso,  Texas 

J.  LEIGHTON  GREEN,  M.  D.,  F.  A.  C.  S. 

GENERAL  and  GYNECOLOGICAL  SURGERY 

Suite  3A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-9032  El  Paso,  Texas 


MARVIN  E.  GRICE,  M.  D. 

Practice  Limited  To  Neuro-Psychiatry 

313D  North  Alleghaney  St.  6-5281  Odessa,  Texas 

2300  Physicians  Read 
Southweste rn  M edicine 


HERMAN  J.  HARVIS,  M,  D. 

GENERAL  PRACTICE 

708  Denver  St.  4-2844  Plainview,  Tex. 

HASKELL  D.  HATFIELD,  M.  D.,  F.  A.  C.  S. 

(Diplomate  American  Board  of  Otolaryngology) 

PRACTICE  LIMITED  TO  OTOLARYNGOLOGY 
LARYNGEAL  SURGERY  and  BRONCHO-ESOPHAGOSCOPY 

Suite  4E  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-3201  El  Paso,  Texas 


MALONE  V.  HILL,  M.  D.,  F.  A.  C.  S. 

GENERAL  SURGERY 

123  North  Sixth  Street  600  Alpine,  Texas 


HERBERT  E.  HIPPS,  M.  D. 

ORTHOPEDIC  SURGERY 

1612  Columbus  Ave.  4-4701  Waco,  Tex. 


DRS.  HOGSETT  and  HARGAN 

G.  C.  Hogsett,  M.  D.  J.  L.  Hargan,  M.  D. 

OBSTETRICS  and  PEDIATRICS 

Medical  Arts  Bldg.  5-4156  Carlsbad,  N.  M. 

RUSSELL  HOLT,  M.  D. 

B.  LYNN  GOODLOE,  M.  D. 

JACK  T.  RUSH,  M.  D. 

GENERAL  and  GYNECOLOGICAL  SURGERY 

MEDICAL  ARTS  BUILDING 


415  East  Yandeli  Blvd 


3-3443 


El  Paso,  Texas 
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RALPH  H HOMAN,  M.  D.,  F.  A.  C.  P. 

CARDIOLOGY 

ROBERT  B.  HOMAN,  JR.,  M.D.,  F.A.C.S. 

DISEASES  OF  THE  CH EST  — THORACIC  SURGERY'? 

Suite7D  Ei  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-1409  El  Paso,  Texas 


GEORGE  W.  HORTON,  M.  D. 

PRACTICE  LIMITED  TO  ORTHOPEDICS 
413  N.  Lincoln  7-6641  Odessa,  Texas 

W A.  JONES,  M.  D. 

Diplomate  American  Board  of  Neurological  Surgery 
NEUROLOGICAL  SURGERY 

Suite  1C  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-9927  El  Paso,  Texas 

G.  H.  Jordan,  M.D,  F.A.C.S.  C.  E.  Webb,  M.D.,  F.A.C.S. 

DRS.  JORDAN  AND  WEBB 

DIplomates  American  Board  of  Surgery 
GENERAL  and  GYNECOLOGICAL  SURGERY 

Suite  7B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-1693  Ei  Paso,  Texas 


LINDELL  M.  KINMAN,  M.  D. 

Diplomate  American  Board  of  Urology 

UROLOGY 

300  West  Alameda  Phone  4559  Roswell,  N.  M. 

HERMAN  A.  KLING,  M.  D. 

Associate  Fellow  American  Proctologic  Society 

Diseases  of  the  Colon  and  Rectum 

107  Girard  Blvd.,  S.  E.  2-9313  Albuquerque,  N.  M. 

HOWARD  C.  LAWRENCE,  M.  D. 

Diplomate  American  Board  of  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
709  Professional  Building  ALpine  8-4101  Phoenix,  Arizona 


CHARLES  P.  C.  LOGSDON,  M.  D. 

CARDIOLOGY 

415  E.  Yandell  Blvd.  3-7916  El  Paso,  Texas 


TRUETT  L.  MADDOX,  D.  D.  S. 

ORAL  SURGERY 

Suite  9A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-3659  El  Paso,  Texas 


JOSEPH  H.  McAlister,  m.  d.,  d.  a.  b.  r. 

Radiology  - Radioisotopes 

313-B  N.  Alleghaney  6-9221  Odessa,  Texas 


MARSHALL  CLINIC 

ROSWELL,  NEW  MEXICO 

I.  J.  Marshall,  M.  D. 

Steve  Marshall,  M.  D. 

Earl  A.  Latimer,  Jr.,  M.  D. 

D.  H.  Cahoon,  M.  D. 

H.  D.  Johnson,  D.  D.  S. 

C.  H.  MASON,  M.  D. 

M.  S.  HART,  M.  D. 

R.  F.  BOVERIE,  M.  D. 

G.  L.  BLACK,  M.  D. 

R.  S.  CLAYTON,  M.  D. 

RADIOLOGY  — PATHOLOGY  — RADIOISOTOPES 

EI  Paso  Medical  Center  Medical  Arts  Building 

1501  Arizona,  Suite  2-A  415  East  Yandell,  Suite  105 

3-4478  3-7092 

El  Paso,  Texas 


BERNARD  L.  MELTON,  M.  D. 

F.  A.  C.  S.,  F.  I.  C.  S. 

EYE,  EAR,  NOSE  and  THROAT 

Certified  by  American  Board  of  Ophthalmology 
Certified  by  American  Board  of  Otolaryngology 
Certified  by  International  College  of  Surgeons 

GORDON  J.  McCURDY,  M.  D. 

Certified  by  American  Board  of  Otolaryngology 
Fellow  of  American  College  of  Allergists 
Eye,  Ear,  Nose,  Throat,  Fenestration  and  Allergy 

605  Professional  Bldg.  Phone:  Alpine  3-8209 

PHOENIX,  ARIZONA 
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LEROY  J.  MILLER,  M.  D. 

M.  ROBERT  KLEBANOFF,  M.  D. 

NEUROLOGICAL  SURGERY 

106  S.  Girard  Ave.  5-4831  Albuquerque,  N.  M 


CLINTON  W.  MORGAN,  M.  D. 

NEUROLOGICAL  SURGERY 

215  Oak  N.  E.  3-6195  Albuquerque,  N.  M. 


J.  H.  MULLEN,  D.  D.  S. 

GENERAL  DENTISTRY 
(Special  Consideration  Given  Children) 

1335  First  National  Bldg.  3-8687  El  Paso,  Texas 


A.  WILLIAM  MULTHAUF,  M.D.,  F.A.C.S. 

UROLOGICAL  DIAGNOSIS  AND  SURGERY 


1315  First  National  Bldg.  3-8986  El  Paso,  Texas 


WALLACE  E.  NISSEN,  M.  D.,  F.  A.  C.  S. 
W.  W.  KRIDELBAUGH,  M.  D.,  F.  A.  C.  S. 

GENERAL  SURGERY 

Medical  Arts  Square 

801  Encino  Place,  Suite  35  3-2251  Albuquerque,  N.  M. 

THE  ORTHOPEDIC  CLINIC 

Orthopedic  Surgery 

W.  A.  BISHOP,  JR.,  M.  D.,  F.  A.  C.  S. 

ALVIN  L.  SWENSON,  M.  D. 

RAY  FIFE,  M.  D. 

SIDNEY  L.  STOVALL,  M.  D.,  F.  A.  C.  S. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
DE  WITT  W.  ENGLUND,  M.  D.,  ARTHRITIS 
1313  North  Second  Street  — Phone  ALpine  8-1586  — Phoenix,  Ariz 


JAMES  M.  OVENS,  M.  D. 

F.  A.  C.  S,,  F.  I.  C.  S. 

Diplomate  American  Board  of  Surgery 

CANCER  AND  TUMOR  SURGERY  X-RAY  AND 
RADIUM  THERAPY 

608  Professional  Building  AL  4-1973  Phoenix,  Ariz. 


ROBERT  E.  PARKINS,  D.  D.  S. 

GENERAL  DENTISTRY 
(Special  Consideration  Given  to  Children) 

Suite  IE  1501  Arizona  Street 

Phone  3-1245  El  Paso  Medical  Center  El  Paso,  Texas 


JACK  C.  POSTLEWAITE,  M.  D. 

Diplomate  American  Board  of  Internal  Medicine 

NATHAN  KLEBAN,  M.D. 

INTERNAL  MEDICINE 

Suite  5D  1501  Arizona  St. 

El  Paso  Medical  Center  2-1385  El  Paso,  Texas 

VINCENT  M.  RAVEL,  M.  D. 
CHARLES  C.  McVAUGH,  M.  D. 

— RADIOLOGY  — 

Mills  Building  and 

800  Montana  Street  2-3459  El  Paso,  Texas 

RISSLER-WOLLMANN  CLINIC 
ROSS  W.  RISSLER,  M.  D. 

(Certified  by  the  American  Board  of  Internal  Medicine) 

INTERNAL  MEDICINE— CARDIOLOGY 

WALTER  W.  WOLLMANN,  M.D.,  F.A.C.S. 

(Certified  by  the  American  Board  of  Surgery) 

GENERAL  SURGERY 

2001  Grant  Axe.  3-1601  El  Paso,  Texas 

ROY  R.  ROBERTSON,  M.  D. 

INTERNAL  MEDICINE  AND  CARDIOVASCULAR  DISEASES 

Medical  Arts  Square 

801  Encino  Place,  Suite  20  2-9619  Albuquerque,  N.  M. 


CECIL  A.  ROBINSON,  M.  D. 

Practice  Limited  to  Orthopedics 

111  Pine  St.  2541  Kermit,  Texas 


J.  S.  RODEN,  M.  D. 

GYNECOLOGY 

W.  S.  PARKS,  Jr.,  M.  D. 

OBSTETRICS  AND  GYNECOLOGY 

G.  H.  LANG,  M.  D. 

OBSTETRICS 

108  N.  Garfield  St.  4-6592  Midland,  Texas 
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S.  PERRY  ROGERS,  M.  D. 

ORTHOPEDIC  SURGERY 

GERALD  A.  SLUSSER,  M.  D.,  A.  1.  C.  S. 

SURGERY  AND  OBSTETRICS 

Suite  2B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-4433  El  Paso,  Texas 

100  Booker  Bldg.  Phone  670  Artesia,  N.  M. 

GEORGE  M.  SCHLENKER,  M.  D. 

Practice  Limited  To  Neuro-Psychiatry 
Medical  Arts  Building 

415  E.  Yandell  Blvd.  3-7366  El  Paso,  Texas 

LESLIE  M.  SMITH,  M.  D.  H.  D.  GARRETT,  M.  D. 

DRS.  SMITH  AND  GARRETT 

Diplomates  American  Board  of  Dermatology  and  Syphllology 
DISEASES  OF  THE  SKIN 
X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 
Suite  3D  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-6172  El  Paso,  Texas 

WILLARD  W.  SCHUESSLER,  M.  D. 

Diplomate  American  Board  of  Plastic  Surgery 

M.  P.  SPEARMAN,  M.  D.,  F.  A.  C.  S. 

Diplomate  American  Board  of  Otolaryngology 

DONALD  H.  EWALT,  M.  D. 

Plastic,  Reconstructive  Surgery  and 

EYE  - EAR  - NOSE  - THROAT 

Maxillo-facial  Surgery 

1501  Arizona  St.  Medical  Center,  Suite  4-C  El  Paso,  Texas 

Suite  5C  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-6011  El  Paso,  Texas 

F.  P.  SCHUSTER,  M.  D. 
S.  A.  SCHUSTER,  M.  D. 

C.  M.  STANFILL,  M.  D. 

Diplomate  American  Board  of  Otolaryngology 

NEWTON  F WALKER,  M.  D. 

EAR,  NOSE  and  THROAT 
Bronchoscopy  — Esophagoscopy 

EYE,  EAR,  NOSE  AND  THROAT-BRONCHOSCOPY 
First  National  Bldg.  2-1495  El  Paso,  Texas 

307  MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blvd.  2-9449  El  Paso- Texas 

0.  J.  SHAFFER,  D.  D.  S.,  F.  A.  C.  D^ 

(Diplomate  American  board  of  Oral  Surgery) 

ROY  G.  SLACK,  D.  M.  D. 

ORAL  SURGERY 

C.  S.  STONE,  M.  D.,  F.  A.  C.  S. 

Suite  ID  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-6742  El  Paso,  Texas 

A.  J.  JENSON,  B.  A.,  M.  D. 

W.  G.  SHULTZ,  M.  D.,  F.  A.  C.  S. 

Diplomate  of  The  American  Board  of  Urology 

V.  M.  HOLLAND,  B.  S.,  M.  D. 

E.  R.  UPDEGRAFF,  M.  D. 

1010  N.  Country  Club  Road 

PHONES:  3-5323  - 3-3033  - 3-4427 

Telephone  5-2609  Tucson,  Arizona 

301  East  Cain  Street  Hobbs,  N.  M 

D.  J.  SIBLEY,  JR.,  M.  D. 

JESSON  L.  STOWE,  M.  D. 
GRAY  E.  CARPENTER,  M.  D. 

GENERAL  PRACTICE 

GYNECOLOGY  AND  OBSTETRICS 

Box  367  Phone  584  Ft.  Stockton,  Texas 

2323  Montana  Street  2-4631  El  Paso,  Texas 

EUGENE  P.  SIMMS,  M.  D. 

— GENERAL  PRACTICE  — 

Medical  Ails  Center 

WINSLOW  P.  STRATEMEYER,  M.  D. 

Diplomate  American  Board  of  Neurological  Surgery 
NEUROLOGICAL  SURGERY 

1213  Tenth  Street  Phone  8 Alamogordo,  N.  M. 

101  Medical  Arts  Bldg. 

415  E.  Yandell  Blvd.  3-7551  El  Paso,  Texas 

El  Paso,  Texas 


Southwestern  Physicians’  Directory 


ROBERT  F.  THOMPSON,  M.  D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

UROLOGY 

816-818  Mills  Bldg.  2-4321  El  Paso,  Texas 


TUCSON  TUMOR  CLINIC 

CANCER  & ALLIED  DISEASES 

LUDWIG  LINDBERG,  M.  D. 

U.  V.  PORTMANN,  M.  D. 

721  N.  4th  Ave.  3-2531  Tucson,  Arizona 


TURNER'S  CLINICAL 
& X-RAY  LABORATORIES 

GEORGE  TURNER,  M.  D. 

DELPHIN  von  BRIESEN,  M.  D. 

MEDICAL  CENTER 


2300  Physicians  Read 
Southiveste rn  M edicine 


W.  E.  VANDEVERE,  M.  D.,  F.  A.  C.  S. 

Diplomate  of  American  Boards  of  Ophthalmology  and  Otolaryngology 

W.  G.  MORROW,  JR.,  M.  D. 

Diplomate  American  Board  of  Ophthalmology 
OPHTHALMOLOGY 

1001  First  National  Bldg.  2-5629  El  Paso,  Texas 


RICHARD  P.  WAGGONER,  M.  D. 

M.  S.  (SURG.),  F.A.C.S. 

GENERAL  SURGERY 

504  N Richardson  St.  Phone  208  Roswell,  N.  M. 

L.  E.  WILCOX,  M.  D. 

RUSSELL  L.  DETER,  M.  D. 
HERMAN  RICE,  M.  D. 


1501  Arizona  St. 
Building  No.  6 


HOTEL  DIEU, 
SISTERS^ 
HOSPITAL 

Operated  in  Conjunction  With 
San  Jose  Clinic  and 
St.  Joseph’s  Maternity  Unit. 

Fully  Approved  by  the 
Joint  Commission  on 
Accreditation  of  Hospitals. 

EL  PASO,  TEXAS 


Phone:  2-4689 
El  Paso,  Texas 


GENERAL  AND  THORACIC  SURGERY 
Suite  5E  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-6529  El  Paso,  Texas 


HOTEL  DIEU 
SCHOOL  OF 
NURSING 

Fully  Approved  by  the  National 
Nursing  Accrediting  Service. 

For  Residencies:  Apply  to 
Sister  Roberta,  Administrator. 
For  School  of  Nursing:  Apply  to 
Sister  Mary  Bernadette,  Director. 

EL  PASO,  TEXAS 


HOTEL  DIEU 
SCHOOL  OF 
MEDICAL 
TECHNOLOGY 

Fully  Approved  by  the 
American  Medical  Association, 
American  Society  of  Clinical 
Pathologists,  and  Registry  of 
Medical  Technologists. 

EL  PASO,  TEXAS 


The  Della  Rose 
Maternity  Home 

1307  N.  Mesa  El  Paso,  Texas  Phone  2-8015 

Private,  Licensed,  Pre-Natal  Home  for  Unwed  Mothers. 
Staff  includes  leading  Southwestern  obstetricians. 
Delivery  in  a fully  accredited  El  Paso  hospital. 
Adoption  arranged  through  licensed  agency. 

Registered  nurses  on  duty  at  all  times. 

Correspondence  and  Interviews  Strictly  Confidential. 


(MRS.)  NETTIE  V.  BAIRD,  R.  N.,  Director 


Southwestern  Physicians’  Directory 


Southwestern  General  Hospital 


Approved  by  the  Joint  Commission  on  Accreditation  of  Hospitals 

Member  Hospital: 

American  Hospital  Association 

Blue  Cross  of  Texas 

• 

Open  Staff 

COTTON  AVENUE  AND  ERIE  STREET  • EL  PASO,  TEXAS 


SANATORIUM 


5055  North  Thirty-Fourth  Street 
At  Camelback  Road 


Phoenix  Institute  of 
NEUROLOGY  & PSYCHIATRY 


Director 

OTTO  L.  BENDHEIM,  M.D. 


Phoenix,  Arizona 


AM  6-7238 


Inhibits  Parasympathetic  Activity 

Relaxes  Smooth  Muscle  Directly 

Exerts  Local  Anesthetic  Effect 
on  G-I  Mucosa 

Sedates  the  Patient 


Without  Atropine  Side  Effects 

Each  tablet  contains  50  mg. 

Trasentine  hydrochloride  and  20  mg. 
phenobarbital. 

Also  available:  Trasentine 
hydrochloride  Tablets,  75  mg. 

Trasentine®  hydrochloride 

(adiphenine  hydz’ochloride  CIBA) 


£r 


2/ 2061M 


CIBA  Su7nmitt  N.  «/, 


Insomnia,  headache,  irritability, 
failing  memory  may  be  symptoms  of 
estrogen  deficiency  due  to  declining  ovarian  function. 

"Premarin”®  (conjugated  estrogens,  equine)  is  a notably  effective 
preparation  for  estrogen  replacement  therapy. 


Ayerst  Lai 


New  York 


in  arthritis 
and 

allied  disorders  . . . 


nonhormona!  anti  - arthritic 


BUTAZOLIDIN" 

(brand  of  phenylbutazone) 

relieves  pain  • improves  function  • resolves  inflammation 


Employing  the  serum  protein-polysaccharide  ratio  (PR)  as  an  objective 
criterion  of  rheumatoid  activity,  it  has  again  been  shown  that 
Butazolidin  "...produces  more  than  a simple  analgesic  effect  in 
rheumataid  arthritis."' 

Clinically,  the  potency  of  Butazolidin  is  reflected  in  the  finding  that 
57.6  per  cent  of  patients  with  rheumatoid  arthritis  respond  to  the  extent 
of  "remission"  or  "major  improvement."^ 

Long-term  study  has  now  shown  that  the  failure  rate  with  Butazolidin 
in  rheumatoid  arthritis,  and  particularly  in  rheumatoid  spondylitis,  is 
significantly  lawer  than  with  hormonal  therapy.^ 

(1)  Payne,  R.  W.;  Shetlar,  AA.  R.;  Farr,  C.  H.;  Hellbaum,  A.  A.,  and  Ishmael,  W.  K.:  J.  Lab.  & 
Clin.  Med.  45:331,  1955.  (2)  Bunim,  J.  J.;  Williams,  R.  R.,  and  Black,  R.  L.;  J.  Chron.  Dis. 
J : 168,  1955.  (3)  Holbrook,  W.  P.:  M.  Clin.  North  America  39:405,  1955. 

Butazolidin'®  (brand  of  phenylbutazone).  Red  coated  tablets  of  100  mg. 


Butazolidin  being  a potent  therapeutic  agent,  physicians  unfamiliar  with  its  use  are  urged 
to  send  for  literature  before  instituting  therapy. 


GEIGY  PHARMACEUTICALS  Division  of  Geigy  Chemical  Corporation 

220  Church  Street,  New  York  13,  N.  Y. 
51155  In  Canada:  Geigy  Pharmaceuticals,  Montreal 


Upjohn 


Bacterial 
diarrheas . . . 


Each  fluid  ounce  contains: 

Neomycin  sulfate  300  mg.  (4%  grs.) 
[e(|uivalent  to  210  mg.  (3'/4  gi's. ) neo- 
mycin base] 


Kaolin .5.832  Cm.  (90  grs.) 

Pectin 0.130  Cm.  ( 2grs. ) 


Suspended  with  metiiylcellulose  1.25% 
Supplied : 

6-Huidounce  and  jiint  liottles 


Tlte  Upjohn  Company.  Kalamazoo,  Michigan 


with 

Neomycin 


office  patients  need  nutritional  support 


and  Theragran  gives 

therapeutic  residts 


THERAGRAN 

THERAPEUTIC  FORMULA  VITAMIN  CAPSULES  SQUIBB 


Each  Theragran  Capsule  supplies; 
Vitamin  A ...  25,000  U.S.P.  Units 

(synthetic) 

Vitamin  D ....  1,000  U.S.P.  Units 
Thiamine  Mononitrate  ...  10  mg. 

Riboflavin  10  mg. 

Niacinamide  150  mg. 

Ascorbic  Acid  150  mg. 

1 or  more  capsules  daily 
bottles  of  30, 100  and  1000. 


'THERAGRAN'  IS  A SQUIBB  TRADEMARK 


Squibb 


highly  soluble  in  both  acid  and  alkaline  body 

fluids,  especially  at  of  renal  tubules 

high  plasma  levels  rapidly  attained 

no  alkalinization  or  forcing  of  fluids  required 

single  sulfonamide  - not  a mixture 

is-  no  danger  of  secondary  fungus  infections 

wide  antibacterial  range 


GANTRISIN  ® -brand  of  sultisoxazole  (3,4-dimethyl-S-sulfanilamido-isoxozole) 


•S'  < you  may  put  your  own  mind  at  ease 


as  well  as  caljn  your  patient  when  you  prescribe  Noludar 
’Roche*  as  a sedative  (or  in  larger  dosage,  as  a 
hypnotic)*  There  is  little  danger  of  habituation 
or  other  side  effects,  because  Noludar 
is  not  a barbiturate.  Available  in 
50-mg  and  200-mg  tablets, 
and  in  liquid  form, 50  mg  per 
teaspoonful. 

Noludar'  “ - brand  of  methyprylon 
Hoffmann  - La  Roche  Inc 
Nutley  10  • N.  J* 


The  prescription  product  that  helps  reduce  weight 


Bottles  of  100  and  1,000 
. . . sold  on  prescription  only. 

Dosage:  1 or  2 capsules,  '/j 
to  1 hour  before  each  meal. 


^r~ 

REVICAPS  provide  easy  appetite-control  for  those  patients  who  are 
dangerously  overweight,  and  they  are  ideal  for  the  man  or  woman 
who  doesn’t  require  a drastic  diet,  but  will  benefit  from  losing  a 
few  pounds. 

REVICAPS  supply  d-Amphetamine  to  elevate  the  patient’s  mood, 
methylcellulose  to  furnish  bulk,  21  essential  vitamins  and  minerals. 

REVICAR 


d-Amphetarnine — Vitamins  and  Minerals  Lederle 


LEDERLE  LABORATORIES  DIVISION  AMERICAN  C^anamui . 


COMRANY  Pearl  River,  New  York  ( 


EYE  DROPS 


With  Ephedrine  .2  % 
'/2 -Oz.  Dropper  Bottle 


FORMULA 

Boric  Acid,  Sodium 
Chloride,  Sodium 
Borate,  Camphor 
Water,  Glycerin, 
Chlorobutanol,  Ben- 
zalkonium  Chloride. 


EYE  WASH 


V\/ithout  Ephedrine 
4-Oz.  Bottle  with  Eye  Cup. 


Provides  an  excellent  prophylactic 
after  exposure  to  sun,  wind,  glare,  dust 
or  after  a swim.  The  EYE  BATH  is 
excellent  for  milady  at  the  start  of 


RHINOPTO  COMPANY 

Dallas 

Manufacturers  of 

RHINALL  NOSE  DROPS 


her  “evening.  ” 


Ethical  Specialties  for  the  Profession  ★ SAMPLES  ON  REQUEST 


MAY  WE  SUGGEST: 


when  DIARRHEA  proves 


y 


ONNACELP 


[Donnatal  with  Kaolin  and  Pectin  Compound) 


ms, 


For  all  ages, Gin  all  seasons.,. 


Donnagel  is  building  an  extraordinary  record 
of  clinical  success,  even  in  stubborn  cases, 
whether  organic,  functional  or  “emotional”. 

Its  unique  formula  comprehensively  embraces 
the  gastrointestinal  adsorbents  and  detoxicants 
kaolin  and  pectin,  with  the  proven  spasmolytic- 
sedative  properties  of  ‘Donnatal’,  and  the 
superior  antacid  action  of  dihydroxy  aluminum 
aminoacetate ...  in  a highly  palatable  suspension. 


Hyoscyamine  Sulfate 
Atropine  Sulfate 
Hyoscyamine  Hydrobrom 
Phenobarbital  ( Vi  gf-) 
Kaolin  (90  gr.) 

Pectin  (2  gr.) 

Dihydroxy  aluminum 
aminoacetate  (7V2  gr.) 


A.  H.  ROBINS  CO.,  INC.  • RICHMOND  20,  VIRGINIA 

Ethical  Pharmaceuticals  of  Merit  since  1878 


1 contai 

ns: 

0.1037 

mg. 

0.0194 

mg. 

0.0065 

mg. 

16.2 

mg. 

6.0 

Gm. 

130.0 

mg. 

0.5 

Gm. 
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SOUTHWESTERN  MEDICAL  ASSOCIATION  OFFICERS 


President Joseph  Bank,  M.  D.,  Phoenix 

President-Elect John  H.  Dettweiler,  M.  D.,  Albuquerque 

Vice-President Earl  Malone,  M.  D.,  Roswell 
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Regional  Editors 

ARIZONA 

DOUGLAS: — Dr.  James  S.  Walsh,  631  Ninth  Street. 

FLAGSTAFF:— Dr.  D.  W.  Kittredge,  Jr. 

MESA: — Dr.  Angus  J.  Fillmore,  34  North  McDonald  Street. 

PHOENIX: — Dr.  Thomas  H.  Bate,  15  East  Monroe  Street. 
PRESCOTT: — Dr.  Harry  T.  Southworth,  434  West  Gurley  Street. 
TUCSON: — Dr.  N.  K.  Thomas,  130  South  Scott  Street. 

NEW  MEXICO 

ALBUQUERQUE:— Dr.  Robert  Friedenberg, 

2929  Monte  Vista  Blvd.,  N.  E. 

CARLSBAD: — Dr.  J.  W.  Hillsman,  Medical  Arts  Bldg. 

GALLUP: — Dr.  Vincent  Accardi,  202  W.  Hill. 

HOBBS: — Or.  W.  E.  Badger,  200  North  Dalmont  Street. 

TRUTH  OR  CONSEQUENCES: — Dr.  H.  B.  Johnson,  530  W.  Broadway. 
LAS  CRUCES:— Dr.  L.  S.  Evans,  217  W.  Court  Street. 

LAS  VEGAS: — Dr.  Volney  S.  Cheney,  817  Seventh  Street. 
LORDSBURG:— Dr.  E.  C.  DeMoss,  Box  577. 

RATON: — Dr.  J.  Hunt  Burress,  209  Cook  Ave. 

ROSWELL:— Dr.  E.  W.  Lander,  211  West  Third  Street. 

SANTA  FE:  Dr.  Eric  P.  Hausner,  Coronado  Bldg. 

SILVER  CITY  - FORT  BAYARD  - SANTA  RITA:— Dr.  E.  A.  Rygh, 
Santa  Rita  Hospital. 

TUCUMCARI: — Dr.  Thomas  B.  Hoover,  315  South  Second  Street. 
WEST  TEXAS 

ALPINE  - MARFA:— Dr.  M.  V.  Hill,  Alpine. 

DEL  RIO: — Dr.  L.  M.  Cartail,  501  Del  Rio  National  Bank  Bldg. 
KERMIT  - MONAHANS  - PECOS:— Dr.  W.  H.  McClure,  Kermit. 
MIDLAND: — Dr.  L.  W.  Leggett,  Leggett  Bldg. 

ODESSA:— Dr.  Emmett  Headlee,  Box  3112. 

MEXICO 

CHIHUAHUA,  CHIH.:— Dr.  Julio  Ornelas  K.,  Ojinaga  209. 
DURANGO,  DGO.: — Dr.  Alfonso  P.  Gavilan,  Zaragoza  508  Sur. 
JUAREZ,  CHIH.: — Or.  Luis  Valdes,  16  de  Septiembre  1000  Oriente. 
NACOZARI  DE  GARCIA,  SONORA:— Dr.  Manuel  S.  Perez  Mesquita. 
NUEVO  CASAS  GRANDES,  CHIH.:— Dr.  LeRoy  Hatch. 

TORREON,  COAHUILA:— Dr.  Alvaro  Rodriquez  Villareal,  Cllnica  de 
Radiologia,  Morelos  No.  833  Pte. 


Providence  Memorial  Hospital 

The  Southwesfs  Most  Modern  Hospital 

APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 


COMPLETE  DIAGNOSTIC  and  TREATMENT  FACILITIES 
OUTSTANDING  CHEMISTRY  LABORATORY  ISOTOPE  THERAPY  AND  STUDIES 

FACILITIES  FOR  PSYCHIATRIC  THERAPY 


2001  North  Oregon  Street 


El  Paso,  Texas 


METANDREN  LINGUETS 

the  most  potent  oral  androgen 

® ® 

FEMANDREN  LINGUETS 

the  most  potent  oral  estrogen  with  the  most  potent  oral  androgen 

Buccally  or  sublingually  absorbed  linguets  by-pass  liver 

inactivation  or  gastric  destruction— are  virtually  as  potent  as  parenteral 

steroids— provide  effective,  convenient,  low-cost  hormone  therapy. 

Supply:  Metondren  Linguets,  5 mg.  (white,  scored)  and  10  mg. 

(yellow,  scored).  Femondren  Linguets  (green,  scored),  each  containing 
0.02  mg.  ethinyl  estradiol  and  5 mg,  methyltestosterone. 

Metondren®  (methyltestosterone  U.S.P.  ciba) 

Femondren®  (methyltestosterone  with  ethinyl  estradiol  ciba) 

Linguets®  (tablets  for  mucosal  absorption  ciba) 

CIBA  Summit,  N.  J.  2/ 2O70M 


SOUTHWEST  BLOOD  BANKS 

Federally  licensed  and  supervised  by 

physicians  from  the  Southivest  to  provide  Blood  and  Plasma  of  highest  quality  on  a 24-Hour  basis. 


SOUTHWEST  BLOOD  BANK  OF  ALBUQUERQUE 

710  Central  Ave.,  S.  E.  — ■ Telephone  7-9831 

William  Hentel,  M.  D.,  Medical  Director 


SOUTHWEST  BLOOD  BANK  OF  LUBBOCK 

2318  19th  St.  — Telephone  Porter  2-1450 

Marie  L.  Shaw,  M.  D.,  Medical  Director 


SOUTHWEST  BLOOD  BANK  OF  EL  PASO 

714  East  Yandell  Blvd.  — Telephone  3-4847 
L.  O.  Dutton,  M.  D.,  Medical  Director 


SOUTHWEST  BLOOD  BANK  OF  PHOENIX 

4 South  Twelfth  Avenue  — Telephone  - ALpine  4-7264 
James  D.  Barger,  M.  D.,  Medical  Director 


SOUTHWEST  BLOOD  BANK  OF  HOUSTON 

1112  Holman  St.  — Telephone  - Jackson  2063 
C.  C.  Shullenberger,  M.  D.,  Medical  Director 


SOUTHWEST  BLOOD  BANK  OF  SAN  ANTONIO 

112  Auditorium  Circle  — Telephone  - Capital  5-2115 
Louis  J.  Manhoff,  Jr.,  M.  D.,  Medical  Director 


Now  Available  --  Fresh  From  The  Farm 


For  infants,  the  elderly, 
the  treatment  of  stomach 
disorders  and  allergies — 
GOAT’S  Milk  is  often 
the  right  answer.  Now 
in  plentiful  supply,  fresh 
from  the  farm. 

Certified  Milk 

is  produced  under  the 
supervision  of  the 
El  Paso  County  Medical 
Milk  Commission 


Write  or  call  Price’s  for  detailed  literature  on  Certified  Goat’s  Milk 

Price’s  Creameries,  Inc.  600  N.  Piedras  Street,  El  Paso  Phone  5-2711 


^cutkueAietw  $^utfical 

Your  Complete  Source  in  The  Southwest  For  All  Ethical 
Medical  Equipment  and  Supplies 


EL  PASO 


ALBUQUERQUE 


TUCSON 


PHOENIX 


from  an  editorial  in  the  J.A.M.A. 

(156:991,  Nov.  6,  1954): 

Oral  broad  spectrum  antibiotic  therapy 
may  cause  infection  with  Candida  albicans 


antibacterial  therapy 
plus 

antifungal  prophylaxis 

in  one  capsule 


Each  Mysteclin  capsule,  containing  250 
milligrams  of  tetracycline  hydrochloride 
and  250,000  units  of  nystatin,  costs  the 
patient  only  a few  pennies  more  than  does 
tetracycline  alone. 

Minimum  adult  dose:  1 capsule  q.i.d. 
Supply:  Bottles  of  12  and  100. 


MYSTECLIN 

SQUIBB  TETR  ACYC  l_l  N E — NYSTATI  N 

antibacterial  • antifungal 


'mysteclin*  is  a squibs  trademark 


Squibb 


“a  thimbleful  of  dosage 

a 

handful 
of 

baby” 


2.5  cc.  Hypertussis  eliminates  massive  dosage  in  whoop- 
ing cough  treatment  or  passive  prevention.  A crystal- 
clear  homologous  protein,  2.5  cc.  Hypertussis  contains 
the  gamma  globulin  equivalent  of  25  cc.  of  human 
hyper-immune  serum.  This  specific  anti-pertussis  frac- 
tion is  concentrated  10-fold  to  obviate  the  pain  and 
inconvenience  associated  with  massive  dosage — giving 
you  the  advantage  of 

“a  thimbleful  of  dosage  for  a handful  of  baby.” 


Hypertussis  will  not  interfere  with 
the  use  of  antibiotics  where  they 
may  be  indicated. 

2.5  cc.  Hypertussis  is  supplied  in  2.5 
cc.  ( one  dose ) vials,  ready  for  immedi- 
ate intramuscular  injection. 


For  whooping  cough  prophylaxis 
and  treatment  specify 

2.5cc.  HYPERTUSSIS® 

(anti-pertussis  serum-human) 
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Who  Pays  For  Postgraduate  Medical  Education? 

By  Joseph  Bank.  M.  D.,  Phoenix 


There  is  an  increasing  tendency  to  apply  cost  ac- 
counting in  the  various  phases  of  medicine  and  to 

accept  it  as  a logical 
and  desirable  proced- 
ure. In  the  field  of 
hospital  care,  clarifica- 
tion to  the  public  of  the 
cost  factor  leads  to  a 
greater  appreciation  of 
the  problem.  This  re- 
sults in  more  willing- 
ness to  share  in  the 
burden  of  expense,  and 
to  lessen  the  discontent 
over  the  high  cost  of 
medical  care.  The  re- 
cent series  of  articles  in 
the  American  Medical 
Association  Journal  by 
Douglas  D.  Volan  on  postgraduate  medical  education 
constitutes  an  excellent  analysis  of  a survey  by  the 
Council  on  Medical  Education  and  Hospitals  of  the 
American  Medical  Association. 

On  the  basis  of  this  interesting  and  illuminating 
report,  state  and  county  medical  societies  should  re- 
evaluate their  thinking  on  postgraduate  medical  ed- 
ucation. The  volume  of  graduate  medical  education 
supplied  by  medical  societies  is  growing  constantly. 
In  spite  of  that,  most  societies  do  not  have  a definite 
or  permanent  place  in  their  budgets  to  cover  the  cost 
of  educational  programs.  This  lack  may  be  due  to  the 
fact  that  the  cost  of  medical  education  and  the  sour- 
ces of  income  for  that  purpose  are  not  generally  ap- 
parent. 

Income  for  Meetings 

The  income  for  medical  meetings  in  the  south- 
west has  been  derived  from  pharmaceutical  firms  and 
the  registration  fee  paid  by  physicians.  The  latter  is 
usually  a nominal  amount.  When  a deficit  occurs  it 
is  made  up  by  the  medical  society.  The  proportion  of 
these  two  sources  depends  on  the  number  of  com- 
mercial exhibitors  and  the  number  of  registrants.  In 
graduate  courses  planned  by  medical  centers,  the  fees 
paid  by  physicians  constitute  50  to  70  percent  of  the 
income  for  the  course.  In  estimating  the  cost  of  cour- 
ses to  postgraduate  schools,  the  .salaries  and  honor- 
ariums paid  for  faculty  services  account  for  over  half 
of  the  cost.  This  aspect  of  cost  is  considerably  less  for 


medical  organizations  because  usually  only  the  travel 
expense  of  the  teachers  is  compensated;  administra- 
tion and  overhead  account  for  one-third  of  the  cost 
to  the  institutions  involved.  Here  again  the  cost  to  a 
medical  society  is  less  because  administrative  functions 
are  performed  by  society  members  on  a voluntary 
basis.  Travel,  on  the  contrary,  constitutes  a larger  pro- 
portion of  expense  to  societies  in  the  Southwest  be- 
cause of  the  longer  distances  from  medical  centers  that 
faculty  members  must  cover.  Publicity  and  advertising 
are  minor  items  of  expense. 

Indirect  Cost 

As  far  as  the  individual  physician's  attendance  at  a 
po.stgraduate  school  is  concerned,  the  direct  cost  of 
tuition  is  insignificant  compared  to  the  indirect  cost 
of  travel  expense  and  loss  of  time  from  practice.  In 
this  respect,  the  graduate  instruction  provided  by  lo- 
cal or  regional  societies  at  their  meetings  possesses  a 
definite  advantage.  The  loss  of  time  in  travel  and 
from  practice  is  minimal,  and  the  expense  involved 
is  a tax  deductible  item.  It  is  obvious,  therefore,  that 
regional  instruction  of  this  type  will  continue  to  he 
an  important  and  perhaps  increasing  part  of  post- 
graduate medical  education. 

In  view  of  the  comparatively  low  cost  of  instruc- 
tion offered  to  physicians  by  their  local  organizations, 
have  we  the  right  to  expect  continued  "free”  services 
from  busy  faculty  men  who  receive  no  remuneration 
other  than  travel  expense.^  The  American  system 
which  fosters  and  encourages  the  free  dissemination 
of  medical  information  is  unique  and  commendable. 
In  effect,  the  teachers  who  respond  to  the  call  of  state 
and  county  societies  for  postgraduate  instruction, 
subsidize  those  meetings  by  their  generosity.  Besides, 
it  is  questionable  whether  with  increasing  demands  on 
their  time,  these  men  will  be  able  to  continue  the  free 
service  imposed  upon  them  by  custom  and  tradition. 
It  seems  that  our  ideas  about  compensation  for  visit- 
ing faculty  members  might  stand  revision. 

ITseftil  and  Popular 

Considering  the  elements  of  time  and  cost,  the 
method  of  bringing  postgraduate  opportunities  to 
state  or  regional  meetings  will  continue  to  be  useful 
and  popular.  The  low  cost  to  the  physician,  because 
of  minimal  time  expenditure  and  tax  deductability, 
should  stimulate  participation  in  these  educational 
programs.  Because  of  that,  it  should  be  possible  to 
reduce  the  burden  on  visiting  instructors. 
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Miscellaneous  Medical  Truths  and  Concepts 

By  Andrew  M.  Babey,  M.  D.,  Las  Cruces,  N.  M. 


1.  "The  saddest  moment  in  my  teaching  life 
came  one  day  when,  going  into  a library  that  had  been 
used  for  half  a century  by  hundreds  of  graduate  med- 
ical students,  I pulled  down  the  copy  of  Osier’s  Ae- 
quanim'itas  and  Other  Addresses  to  get  a reference  I 
wanted  to  quote.  What  was  my  shock  when  I found 
that  this  book,  published  about  1904 — this  book 
which  since  my  youth  has  been  to  me  a source  of  great 
spiritual  and  mental  stimulation  — had  not  had  its 
pages  cut.  It  had  never  been  taken  out  or  read ! What 
can  a teacher  do  with  men  VvTo  have  no  desire  for  a 
wide  education?"  Walter  C.  Alvarez;  Science;  Nov. 
26,  1954;  p.  896. 

2.  "A  water-soluble  lubricant  such  as  KY  jelly  is 
an  indespensable  accessory  to  the  catheter.  Vaseline 
and  mineral  oil  attack  rubber  and  are  hard  to  wash 
off ; injection  of  the  latter  into  the  urethra  may  cause 
oil  embolism.”  C.  D.  Creevy;  Modern  Medicine; 
April  15,  1954;  p.  78. 

3.  "The  removal  of  clofs  is  facilitated  by  leaving 
20  cc.  of  saline  containing  100,000  units  of  strepto- 
kinase and  25,000  of  streptodornase  in  the  bladder 
for  20  minutes.  The  dissolved  clots  are  then  usually 
easily  washed  out  with  a syringe.”  Creevy;  loc.  cit.; 
p.  80. 

4.  "It  is  far  more  important  to  prevent  redisten- 
tion and  infection  than  it  is  to  worry  about  'sudden 
emptying'  of  the  distended  bladder.”  Creevy;  loc.  cit.; 
p.  83. 

5.  "When  inlying  catheters  are  used  for  long  per- 
iods, they  are  best  changed  every  five  to  seven  days 
to  prevent  plugging  by  encrustations  of  urinary  salts, 
mucus,  or  thick  pus.  It  is  well  to  allow  an  hour  to 
elapse  between  removal  of  the  old  and  insertion  of 
the  new  catheter  so  that  infected  material  may  drain 
out  of  the  urethra.”  Creevy;  loc.  cit.;  p.  83. 

6.  "Clinical  experience  teaches  us  that  many  peo- 
ple who  take  drugs  do  so  because  they  have  a psychi- 
atric, neurologic  or  medical  ailment,  so  that  one 
rarely  finds  a healthy  person  that  is  intoxicated  with 
bromide  or  barbiturate;  to  remove  these  drugs  does 
not  settle  the  problem  by  any  means.  Very  often  there 
will  be,  for  instance,  an  underlying  anxious  depres- 
sion, so  that  even  after  drug  intoxication  has  been 
alleviated,  the  physician  still  has  a paranoid,  weep- 
ing, extremely  apprehensive  patient  on  his  hands.” 
Raymond  D.  Adams;  American  Practitioner ; Decem- 
ber, 1954;  p.  990. 

7.  "Bromidism  in  North  Carolina  is  one  of  the 
most  frequent  types  of  psychosis.”  Adams;  loc.  cit.; 
p.  990. 


8.  "It  has  always  seemed  strange  to  me,”  said  Doc, 
"the  things  we  admire  in  men,  kindness  and  gener- 
osity, openness,  honesty,  understanding,  and  feeling 
are  the  concomitants  of  failure  in  our  system.  And 
those  traits  we  detest,  sharpness,  greed,  acquisitive- 
ness, meanness,  egotism  and  self-interest  are  the  traits 
of  success.  And  while  men  admire  the  quality  of  the 
first  they  love  the  produce  of  the  second.”  John 
Steinbeck;  Cannery  Row. 

9.  "Indeed,  33  percent  of  negative  insufflation 
tests  and  15  percent  of  negative  salpingography  tests 
are  obtained  in  women  with  normal  Fallopian  tubes.” 
British  Medical  Journal;  Dec.  11,  1954;  p.  1433. 

10.  "There  is  little  point  in  undertaking  the  care 
of  a patient  with  mild  involutional  depression  unless 
one  is  prepared  to  see  him  over  many  months  and  to 
maintain  an  optimistic  front  with  fresh  suggestions 
at  every  consultation  in  face  of  repetitive  and  rather 
aggravating  complaints.”  British  Medical  Journal; 
Nov.  27,  1954;  p.  1305. 

11.  "There  is  no  place  for  topical  treatment  with 
phenol  preparations.  They  are  dangerous  especially 
when  applied  to  large  areas  of  skin  and  even  more  if 
the  surface  of  the  skin  is  broken  and  exuding.  Since 
phenol  is  usually  prescribed  in  the  time-honored  cala- 
mine lotion,  it,  too,  should  be  condemned.  Calamine 
is  an  inert  substance,  insoluble  in  water.  It  serves  only 
to  make  dry  the  unbroken  skin  and  to  unite  with 
serum  to  harden  into  a plaster  cast  over  the  exuding 
surface.  Not  only  is  this  uncomfortable  but  it  also 
provides  a relatively  closed  system  in  which  bacteria 
are  free  to  multiply.  It  prevents  free  and  proper 
drainage  of  the  exudates  of  inflammation.”  Chester 
Frazier;  The  Medical  Clinics  of  North  America;  p. 
1440,  September,  1952. 

12.  "A  great  part  of  every  operation  consists  in 
stitching,  an  art  in  which  a surgeon  has  not  been 
trained,  that  he  attempts  for  the  first  time  as  an  adult, 
and  that  he  never  learns  to  do  really  well.  Yet  by  his 
side,  veiled  and  voiceless,  is  a girl  who  has  been 
stitching  since  she  could  toddle  and  who  could  do 
the  job  more  neatly  than  he  can,  and  in  half  the 
time.  Operations  would  be  done  much  better  if  the 
surgeon,  having  explored,  decided,  mobilized,  and 
resected,  were  to  hand  over  reconstruction  and  closure 
to  a nurse  working  under  his  direction,  leaving  to  her 
the  fashioning  of  the  anastomosis,  the  recovering  of 
raw  area,  and  the  closure  of  the  wound.”  Sir  Heneage 
Ogilvie;  British  Medical  Journal;  Dec.  18,  1954;  p. 
1437. 

13.  Tuberculous  pleurisy  may  seem  at  the  time  a 
short-lived,  though  uncomfortable  illness.  But  in 
many  patients  manifest  pulmonary  tuberculosis  de- 
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velops  later.  Estimates  of  the  proportion  vary,  but 
apparently  20  to  30  percent  will  require  further  treat- 
ment in  the  next  five  years.  The  pleural  effusion  is 
commonly  a gross  manifestation  of  small  lung  lesions. 
These  may  not  be  apparent  in  the  ordinary  chest 
radiographs.”  The  Livicet;  Jan.  1,  1955;  p.  36. 

IT.  "What  a knife  edge  must  we  often  walk  be- 
tween the  carping  Charybdis  of  the  cheap  jeer  at  a 
wrong  clinical  diagnosis,  and  the  soothing  Scylla  of 
the  'my  colleague,  right  or  wrong'  attitude — but  how 
worthwhile  it  is  to  find  it.”  The  Widdicombe  File; 
loc.  cit.;  p.  44. 

15.  "Observations  are  like  translations  from  the 
Greek,  and  need  to  be  done  afresh  for  every  genera- 
tion.” The  "Widdicombe  File;  loc.  cit.;  p.  4-i. 

16.  "Oral  iron  should  give  a haemoglobin  rise  of 
one  per  cent  (0.148  g.  per  100  ml.)  per  day.”  Doug- 
las French;  The  Lancet;  Jan.  8,  1955;  p.  82. 

17.  "Ignorance  and  prejudice,  the  two  forces  of 
evil  which  the  educational  reformers  of  last  century 
so  enthusiastically  sought  to  overthrow,  still  estrange 
man  from  man  and  nation  from  nation.  The  reason, 
of  course,  is  that  the  art  of  living  with  one’s  neighbor 
cannot  be  learnt  from  textbooks,  and  knowledge  of 
chemical  symbols  or  arithmetical  equations  helps  lit- 
tle in  a world  in  which  the  most  potent  influence  is 
unpredictable  human  nature.”  The  Lajicet;  Jan.  22, 
1955;  p.  188. 

18.  "The  output  of  the  heart  in  hypothyrodism, 
studied  years  ago,  showed  a striking  parallelism  with 
the  BMR.  If  the  BMR  was  minus  50  the  blood  flow 
was  about  minus  50  also.  Therefore,  I think  a sudden 
change  in  position  might  make  such  people  faint.” 
Dr.  James  Means;  American  Practitioner ; January, 
1955;  p.  110. 

19.  "Our  experience  has  been,  in  the  past,  that 
patients  with  Hashimoto’s  struma  very  often  get  post- 
operative hypothryoidism  going  on  to  a picture  of 
myxedema  in  contrast  to  other  types  of  nodular  goiter, 
where  you  may  do  a quite  extensive  thyroidectomy 
and  still  not  get  any  post-operative  hypothyroidism." 
Dr.  Means;  loc.  cit.;  p.  110. 

20.  "Myxedema  does  not  diminish  life  expec- 
tancy provided  the  treatment  is  adequately  main- 
tained. There  are  not  very  many  diseases  where  this 
is  true.”  Dr.  Means;  loc.  cit.;  p.  111. 

21.  "In  the  presence  of  complete  lack  of  water  in- 
take, urine  volumes  of  300  to  500  cc.  daily  will  be 
excreted  almost  up  to  the  agonal  stage.”  Dr.  Alex- 
ander Feaf ; loc.  cit.:  p.  Il4. 

22.  "In  the  past  the  cause  of  death  (in  lower 
nephron  nephrosis)  next  in  frequency  to  over-hydra- 
tion was  hyperkaliemia,  with  its  accompanying  toxic 
effect  on  the  heart.  This  difficulty  we  believe  can  be 
prevented  in  any  anuric  patient  who  can  take  suffi- 
cient amounts  of  cation  exchange  resin  orally.  The 
sodium-substituted  form  of  a strong  cationic  ex- 
change resin  is  used.  This  equilibrates  in  the  gastro- 


intestinal tract  with  potassium,  removing  sufficient 
quantities  in  the  stool  to  prevent  toxic  accumulations 
in  the  body.  The  resin  is  started  early,  15  gm.  three 
times  daily,  as  we  have  found  it  much  easier  to  pre- 
vent the  development  of  hyperkaliemia  than  to  treat 
it  once  it  has  attained  serious  proportions.”  Dr.  Feaf; 
loc  cit.;  p.  116. 

23.  "It  should  be  emphasized  that  the  usual  ca- 
tion exchange  resins  available  for  the  treatment  of 
edema  are  potassium-loaded  to  prevent  potassium  de- 
pletion, and  are  therefore  not  suitable  for  the  treat- 
ment of  hyperkaliemia  during  renal  shut-down.”  Dr. 
Feaf ; loc.  cit.;  p.  1 16. 

24.  "A  further  note  of  caution  should  be  intro- 
duced regarding  the  use  of  these  cation  exchange 
resins.  Though  they  are  effective  in  removing  potas- 
sium they  are  at  least  as  effective  in  removing  calcium. 
. . . We  have  administered  supplementary  calcium  as 
calcium  gluconate  or  lactate  orally  4.0  gm.  three  times 
daily,  spaced  at  intervals  midway  between  the  doses 
of  cation  exchange  resin.”  Dr.  Leaf;  loc.  cit.;  p.  Il6. 

25.  "Compression  of  a bronchus  from  tuberculous 
nodes  is  rare.  It  takes  a great  deal  of  compression, 
usually  from  a very  large  mass,  to  constrict  a bron- 
chus.” J.  Burns  Amberson,  Jr.;  Bellevue  Hospital; 
Ron  mis,  1954. 

26.  "Bronchial  tuberculosis  is  usually  secondary  to 
a parenchymal  lesion;  occasionally  it  is  a result  of 
ulceration  of  a tuberculous  gland  into  a bronchus.” 
Amberson ; loc.  cit. 

27.  In  the  first  days  of  the  operation  on  mitral 
stenosis  (I  mean  about  five  years  ago)  it  was  thought 
that  perhaps  recurrent  emboli  might  be  a minot  con- 
traindication to  surgery,  but  our  point  of  view  has 
changed  somewhat  since  then.  In  the  last  two  years, 
or  perhaps  the  last  year,  we  now  do  mitral  valvulot- 
omy with  amputation  of  the  atrial  appendix,  almost 
entirely  for  the  purpose  of  preventing  or  trying  to 
prevent  recurrent  emboli.”  Edward  F.  Bland;  Ameri- 
can Practitioner ; February,  1955;  p.  239-240. 

28.  "The  concurrence  of  ulcer  and  kidney  stones 
is  especially  suggestive  of  primary  hyperparathyroid- 
ism, inasmuch  as  peptic  ulcer  occurs  with  somewhat 
greater  frequency  in  patients  with  primary  hyperpara- 
thyroidism than  in  the  population  at  large.”  Philip 
H.  Henneman;  loc.  cit.;  p.  242. 

29.  "Absence  of  palpable  splenomegaly  does  not 
necessarily  rule  out  enlargement  of  the  spleen,  which 
may  ocaipy  a transverse  position  under  the  diaphragm 
or  even  be  kept  from  enlarging  downward  by  ad- 
hesions between  the  diaphragm  and  splenic  capsule. 
Careful  spot  X-ray  examinations  may  disclose  splen- 
omegaly in  the  absence  of  palpable  enlargement.” 
William  Dameshek;  The  American  Journal  of  Medi- 
cine; Pehruary,  1955;  p.  317. 

30.  "Moth  ball  ingestion,  as  occasionally  prac- 
ticed by  children,  may  result  in  severe  hemolytic 
anemia.”  Dameshek;  loc.  cit.;  p.  320. 

(To  Be  Continued) 
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Reserpine  and  Chlorpromazine:  New  Drugs  in  Psychiatry 

By  Jack  A.  Bernard,  M.  D.,  El  Paso 


Two  new  drugs  have  been  introduced  into  psy- 
chiatry which  produce  sedation  without  confusion, 
reduce  drive  without  trauma  and  stimulate  appetite. 
Reserpine  has  been  used  extensively  in  patients  with 
hypertension,  but  its  use  in  the  neuropsychiatric  pa- 
tient is  just  now  being  explored  and  these  reports  are 
both  interesting  and  promising. 

Both  drugs — reserpine  and  chlorpromazine — are 
being  used  in  very  large  doses,  with  apparently  even 
serious  side  effects  being  generally  reversible.  Dosage 
schedules  vary.  For  reserpine,  5 to  15  mg.  intramus- 
cularly daily  to  initiate  treatment  along  with  oral 
therapy  of  3 to  10  mg.  daily.  As  much  as  60  mg. 
daily  has  been  given  intramuscularly,  but  usually  30 
mg.  daily  produces  signs  of  Parkinsonism,  confusion, 
and  profound  inertia.  Doses  as  high  as  130  mg.  daily 
have  been  given  orally.  Chlorpromazine  is  usually  ad- 
ministered intramuscularly  200  mg.  daily  in  divided 
doses,  but  doses  as  high  as  4,000  mg.  daily  or  higher 
have  been  used. 

Indications  Not  Clear 

As  to  the  choice  of  drug,  the  indications  are  not  yet 
clear  other  than  the  consideration  of  the  possible 
toxic  reactions  which  may  develop.  The  most  frequent 
indications  are  schizophrenic  states  of  excitement  and 
tension  and  in  manic  and  depressive  states.  They 
have  been  extremely  beneficial  in  arteriosclerotic  and 
senile  psychotics,  delirium  tremens  and  in  cases  of 
morphine  withdrawal.  Also  patients  on  the  drugs  in 
institutions  are  much  quieter  with  the  result  that  there 
are  less  assaults,  arguments  and  disturbances  on  the 
wards. 

Results  so  far  indicate  that  convulsive  or  shock 
therapies  may  be  needed  less  frequently.  Also  leuco- 
tomy  may  be  less  often  required  in  the  future.  It  has 
been  recommended  that  no  patient  should  be  con- 
sidered for  psychosurgery  until  he  has  been  given  a 
trial  with  reserpine.  With  the  possible  exception  of 
depressed  patients,  the  same  applies  to  the  electric 
shock  therapy.  Depressions  have  not  responded  too 
well  to  the  drugs. 

The  side  reactions  have  been  reversible  in  most 
instances.  Reserpine  commonly  gives  nasal  stuffi- 
ness, tremulousness,  and  mild  gastrointestinal  dis- 
trubances.  Edema  of  the  face  and  feet  and  unusual 
sensations  of  the  muscles  may  occur.  Convulsions  are 
reported.  About  5 percent  of  the  patients  develop 
typical  Parkinsonism. 

More  Side  Effects 

Chlorpromazine  is  attended  with  more  side  ef- 
fects than  reserpine.  Nasal  congestion,  hypotension 


and  weakness  occur,  depending  upon  the  size  of  the 
dosage.  Chlorpromazine  addiction  has  also  been  ob- 
served. Intramuscular  injection  generally  causes  large 
infiltrates  after  a few  injections.  Serious  side  effects 
include  jaundice  of  the  obstructive  type  and  derma- 
titis. Parkinsonism  and  grand  mal  seizures  also  may 
occur,  but  are  not  as  common  as  with  reserpine. 

Finally,  treatments  with  chlorpromazine  or  reser- 
pine seem  to  achieve  as  much  as  the  older  therapies 
in  most  acute  cases  of  schizophrenia.  Both  medica- 
tions soothe  and  relax  patients  and  are  much  less 
dangerous  than  the  older  treatments  of  insulin  and 
electroshock.  Their  disadvantages  are  not  great  and 
their  side  effects  have  been  generally  reversible. 


John  Leslie  Cavanagh,  M.  D. 

Dr.  John  Leslie  Cavanagh  of  Carlsbad,  N.  M., 
'58,  died  in  that  city  of  coronary  occlusion  April  10. 

Dr.  Cavanagh  was  born  in  Owen  Sound,  Ontario, 
March  9,  1897.  He  was  graduated  from  the  Univer- 
sity of  Toronto  Faculty  of  Medicine  m 1923  and  was 
a member  of  the  College  of  Physicians  and  Surgeons 
of  Ontario. 

He  interned  in  Riverdale  Isolation  Hospital  and 
the  Hospital  for  Sick  Children  in  Toronto  and  in  the 
Lutheran  Hospital  in  Brooklyn.  During  World  War 
I he  served  with  the  55th  Battery  of  the  Canadian 
Expeditionary  Force  from  March  6,  1916,  until  June 
8,  1918,  when  he  was  given  a medical  discharge  be- 
cause of  wounds  received  in  action. 

Specializing  in  eye,  ear,  nose  and  throat  diseases, 
he  practiced  in  Glenwood  Springs,  Colo.,  from  July, 
1928,  to  December,  1933,  and  then  moved  to  Carls- 
bad where  he  specialized  in  E.E.N.T.  until  his  death. 


There  is  a familial  type  of  hypertrophic  osteoar- 
thropathy unassociated  with  pulmonary  disease.  It 
occurs  only  in  males  and  has  its  onset  at  about  the 
age  of  16.  There  is  marked  clubbing  of  the  fingers 
and  diffuse  periostitis  and  new  bone  formation.  The 
upper  eyelids  and  the  tissues  of  the  forehead  may 
become  thickened,  giving  the  patient  an  appearance 
suggestive  of  that  seen  in  leprosy.  In  other  cases 
clubbing  of  the  fingers  may  be  the  only  abnormal 
familial  trait. 
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El  Paso  County  Medical  Society  Creates 
Educational  Trust  Fund 


An  educational  trust  fund  has  been  created  by  El 
Paso  County  Medical  Society  to  provide  financial  as- 
sistance to  needy  and  qualified  medical  students,  Dr. 
Joe  R.  Floyd,  president,  has  announced. 

Any  medical  student  from  El  Paso  County  who  is 
attending  any  accredited  medical  school  in  North 
America  is  eligible  to  apply  to  the  fund  for  a loan. 

Medical  students  who  wish  to  apply  should  write 
the  El  Paso  County  Medical  Society's  educational  com- 
mittee, which  is  composed  of  Dr.  M.  P.  Spearman, 
chairman.  Dr.  Louis  W.  Breck  and  Dr.  Russell  L. 
Deter. 

Selection  of  students  for  aid  from  the  fund  will  be 
determined  by  the  individual's  financial  need  and  by 
the  individual's  potential  or  demonstrated  ability. 
Dr.  Spearman  said. 

First  ill  Nation 

The  society’s  plan  is  believed  to  be  the  first  educa- 
tional trust  fund  in  the  nation  to  be  established  by 
a county  medical  society. 

"The  society  has  long  felt  that  there  should  be 
some  effort  made  to  assist  needy  and  capable  young 
persons  to  study  medicine  and  enter  the  medical  pro- 
fession,” Dr.  Spearman  said. 

Eligible  for  the  fund  will  be  any  resident  of  El 
Paso  County,  "regardless  of  race,  color,  creed  or  sex, 
whose  desire  and  intention  is  to  study  medicine  and 
enter  the  medical  profession,"  Dr.  Spearman  said. 

The  State  National  Bank  of  El  Paso  has  been  se- 
lected to  serve  as  trustee  for  the  fund. 

The  fund  is  supported  by  annual  assessments  of 
members  of  the  El  Paso  County  Medical  Society.  The 
society  will  accept  bequests  but  will  engage  in  no  so- 
licitation, Dr.  Spearman  said.  The  fund  has  a lifetime 
of  25  years. 

.\ll  Medifal  Seliools 

Notification  of  the  fund's  establishment  is  being 
given  to  all  accredited  medical  schools.  Particular  at- 
tention regarding  the  development  is  being  given  the 
University  of  Texas  Medical  Branch  at  Galveston,  the 
University  of  Texas  Southwestern  Medical  School  at 
Dallas,  the  Baylor  University  College  of  Medicine  at 
Elouston  and  the  Tulane  University  School  of  Medi- 
cine at  New  Orleans,  inasmuch  as  an  exceptionally 
large  number  of  medical  students  from  the  El  Paso 
area  attend  these  schools. 


The  plan  being  put  in  effect  by  the  local  medical 
society  was  the  result  of  several  months  study.  The 
committee  considered  plans  of  several  state  medical 
societies  for  the  aid  of  medical  students  and  finally 
emerged  with  a plan  of  its  own. 

The  local  plan  is  based  on  certain  freedoms  for  the 
medical  student  who  is  a recipient  of  the  fund.  For 
example,  a recipient  of  the  krcal  fund  is  not  required 
to  study  at  certain  schools,  is  not  committed  to  the 
practice  of  medicine  in  a specific  geographical  area, 
and  is  not  restricted  as  to  the  type  of  community  in 
which  he  will  practice  medicine. 

El  I’aso  Plan 

Financial  aid  to  medical  students  is  now  being 
made  available  in  17  states.  Texas  has  neither  a state- 
wide plan  nor  a county  plan,  other  than  the  El  Paso 
plan  which  has  just  been  established.  Some  state 
governments  supply  funds  for  the  operation  of  their 
plans. 

In  some  states,  the  medical  student  may  only  study 
at  medical  schools  within  the  particular  state;  he 
must  return  to  his  home  community  for  the  practice 
of  medicine;  or  he  must  promise  to  practice  medicine 
in  a rural  community  of  a certain  size. 

Because  the  El  Paso  plan  gives  the  medical  student 
complete  freedom  in  the  above  respects,  it  is  expected 
to  become  a prototype  for  county  medical  plans 
throughout  the  country  as  well  as  in  Texas,  Dr. 
Spearman  said. 


Patients  with  homonomous  hemianopsia  must  be 
very  careful  when  walking  in  traffic  and  should  not 
drive  a car  because  of  the  danger  of  a vehicle  ap- 
proaching from  the  blind  side  and  not  being  re- 
cognized until  too  late  to  prevent  an  accident. 

§ § § 

A moderate  leukocytosis  that  persists  for  several 
years  without  evidence  of  infection  or  leukemia  may 
be  associated  with  myeloid  metaplasia  and  myelo- 
fibrosis. Nucleated  red  blood  cells  are  often  present 
in  the  blood  smear,  and  the  platelet  count  may  be 
increased.  In  some  instances  the  condition  remains 
static.  In  others  splenomegaly  and  anemia  develop. 
Multiple  transfusions  then  become  necessary.  In  such 
a case  splenectomy  may  be  advisable  as  this  alone 
may  reduce  the  number  of  transfusions  necessary 
to  control  the  anemia. 
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Clinical  Note  on  Therapy  of  Trichomonas  Vaginalis 

By  Joseph  B.  Raddin,  M.D.,  Phoenix 


It  appears  from  recent  medical  literature  that  many 
physicians  have  found  vaginal  Trichomonas  Vaginalis 
infestation  resistant  to  many  types  of  therapy.  For 
years  my  patients  have  been  pleased  with  results  of 
treatment  by  powder  vaginal  insufflation.  While  this 
suggested  form  of  therapy  is  not  new,  in  my  20  years 
experience  it  has  been  uniformly  effective  and  be- 
cause of  its  simplicity,  prompt  relief  of  symptoms  and 
cure  of  the  trichomonas  infestation  I see  no  reason  to 
change  to  a new  or  different  type  of  therapy.  Prompt 
relief  of  distress  is  obtained  in  24  hours  and  com- 
plete cure  is  usually  attained  by  the  third  day.  If  the 
inflammation  has  been  present  many  months  or  is  of 
unusual  severity  it  may  not  subside  for  a few  more 
days  but  the  Trichomonas  are  completely  eradicated 
following  the  third  insufflation.  Relapse  is  so  rare 
that  reinfection  rather  than  relapse  is  suspected  when 
cure  is  not  obtained.  I have  never  been  able  to  deter- 
mine the  source  of  infection. 

Treatment  Simple 

Treatment  is  simple,  quickly  performed  and  not 
painful  to  the  patient.  Usually  before  treatment  is 
started  an  accurate  diagnosis  can  be  made.  At  the  first 
visit  such  intense  vulvar  and  vaginal  inflammation, 
soreness  and  itching  is  commonly  encountered  that  a 
vaginal  speculum  examination  is  impossible  or  re- 
sisted strongly  when  attempted.  By  separating  the  la- 
bia widely  an  adequate  specimen  of  the  discharge  for 
smear  and  hang  drop  examination  can  usually  be  ob- 
tained. When  the  preparation  so  obtained  does  not 
show  motile  trichomonas  an  attempt  is  made  to  intro- 
duce a small  speculum  trying  to  obtain  a drop  from 
near  the  cervix.  If  a douche  has  been  taken  within 
24  hours,  re-examination  the  day  following  may  be 
informative. 

Intense  Suffering 

There  are  some  women  whose  suffering  is  so  in- 
tense that  it  is  unfair  to  delay  starting  treatment.  With 
clinical  experience  one  can  suspect  quite  accurately  the 
presence  of  trichomonas  vaginalis  infestation  even 
though  diagnosis  cannot  be  confirmed  by  the  material 
examined.  Therapy  should  be  started  to  give  such 
women  relief. 

A vaginal  powder  insufflator  holding  at  least  one 
ounce  of  powder  is  the  only  equipment  used.  The  tip 
is  introduced  deeply  into  the  vagina  and  the  rubber 
guard  is  pressed  as  firmly  against  the  vulva  as  her 
distress  permits.  One  or  more  ounces  of  Floraquin 
powder  is  then  blown  forcibly  into  the  vagina,  de- 
liberately trying  to  distend  the  vaginal  folds  com- 


pletely for  good  contact  of  powder  with  all  the  mu- 
cous membrane.  When  the  insufflator  is  withdrawn, 
the  powder  is  then  blown  carefully  on  the  vulva,  all 
surfaces  of  the  labia,  on  the  external  urethral  meatus 
and  about  the  clitoris.  A pad  is  then  applied  to  pre- 
vent staining  of  clothing. 

No  Cleansing 

No  preliminary  washing,  drying  or  removal  of 
discharge  from  the  vagina  or  vulva  is  attempted  since 
whether  or  not  the  accompanying  vaginitis  is  severe 
and  the  discharge  abundant,  the  preliminary  clean- 
sing usually  recommended  has  not  proved  necessary. 
What  has  proved  necessary  is  insufflation  of  an 
ounce  or  more  of  Floraquin  powder  at  each  visit. 
Three  such  treatments  are  given  on  successive  days. 
No  douching  of  any  type  is  advised  between  powder 
insufflations.  A shower  or  tub  bath  is  permitted  just 
before  each  visit,  the  reason  being  to  permit  prolonged 
contact  of  the  powder  with  the  vaginal  and  vulvar 
tissues. 

The  day  following  the  third  powder  insufflation, 
daily  vinegar  douches  using  the  bulb  type  douche 
syringe  are  suggested.  Actually  less  frequent  douch- 
ing is  adequate  to  prevent  relapse. 

The  simplicity,  painlessness  and  prompt  clinical 
effectiveness  of  this  method  of  therapy  has  not  been 
approached  by  any  other  in  many  years  experience. 


PEDIATRICS 

Erythroblastosis  Fetalis 

Y/-Y»/!g  Hs/a,  D.,  e.t  al.,  New  England  J.  AI. 

247:668,  1952 

Kernicterus  is  likely  to  occur  in  babies  with  serum 
bilirubin  levels  above  30  mg./lOO  cc.  cord  blood. 
The  condition  is  not  present  at  birth  but  usually  be- 
comes evident  by  the  second  day  of  life.  It  has  not 
been  proved  that  bilirubin  is  directly  responsible  for 
brain  damage  but  the  serum  bilirubin  test  is  a help- 
ful guide  to  therapy.  Exchange  transfusions  prevent 
an  undue  rise  in  serum  bilirubin  and  apparently  pro- 
tect the  erythroblastic  infant  from  central  nervous 
system  damage. 

Harvard  U. 

Clinical  Clipping's,  January.  1953 


Sessions  of  the  U.  S. -Mexico  Border  Public  Health  Association  meeting  were  held  in  the  beau- 
tiful new  University  City  in  Mexico  City.  At  the  left  is  the  unique  Library  Building  while  upper 
right  is  the  Science  Building.  Lower  right  is  the  Engineering  Building.  Over  350  persons  attended 
the  four-day  meeting,  May  6-9. 


Border  Health  Meeting  In  Mexico  City 


One  of  the  most  outstanding  meetings  in  its  history 
was  the  recent  thirteenth  annual  gathering  of  the  U.  S. — 
Mexico  Border  Public  Health  Association  in  Mexico 
City  May  6 to  9.  Over  350  attended  the  meeting,  with 
most  of  the  sessions  being  held  in  the  unique  and  beau- 
tiful new  University  City. 

Officers  elected  for  the  1955-56  year  were  George 
W.  Marx,  Phoenix,  Arizona,  Director  and  Chief  En- 
gineer of  the  Bureau  of  Sanitation  of  the  Arizona  State 
Health  Department,  president ; Dr.  Guillermo  Soberanes, 
Hermosillo,  Sonora,  Chief  of  Coordinated  Public  Health 
Service  in  the  State  of  Sonora,  president-elect;  Dr.  Es- 
teban de  Essesarte,  Health  Officer,  Agua  Prieta,  Sonora, 
vice-president;  Dr.  Austin  W.  Matthis,  El  Centro,  Cali- 
fornia, Health  Officer  for  the  Imperial  County  Health 
Department,  vice-president;  and  Dr.  Sidney  B.  Clark, 
El  Paso,  Texas,  Pan  American  Sanitary  Bureau,  secreta- 
ry-treasurer. Retiring  president,  who  presided  at  the 
Mexico  City  meeting,  was  Dr.  Arturo  Rico  Gonzalez, 
Chihuahua  City,  who  is  Chief  of  Coordinated  Public 
Health  Services  in  the  State  of  Chihuahua. 

Calexico — Mexicali  was  selected  as  the  site  for  the 
1956  annual  meeting  and  San  Antonio,  Texas,  as  the 
site  for  the  1957  meeting.  The  Association  voted  to 
hold  regional  meetings  in  the  future,  prior  to  the  an- 


nual meeting.  The  Western  Region  includes  California, 
Baja  California,  Arizona  and  Sonora,  with  its  regional 
meeting  to  be  in  Calexico — Mexicali.  The  Central  Re- 
gion includes  New  Mexico,  Chihuahua,  and  West  Texas, 
with  site  for  the  regional  meeting  in  El  Paso-Juarez. 
The  Eastern  Region  includes  Central  and  East  Texas, 
Coahuila,  Nuevo  Leon,  and  Tamaulipas,  with  the  meet- 
ing scheduled  for  Laredo  and  Nuevo  Laredo. 

Purpose  of  the  regional  meetings  is  to  provide  an  op- 
portunity for  informal  discussion  of  joint  border  prob- 
lems in  the  particular  area,  application  of  Association 
policies  to  the  region,  proposals  for  the  annual  program, 
and  resolutions  for  the  Association’s  annual  meeting. 

The  meeting,  which  drew  authorities  in  the  field  of 
public  health  from  Mexico,  the  U.  S.,  Central  America, 
South  America,  Haiti,  the  Dominican  Republic  and 
Europe,  was  officially  opened  in  an  evening  session 
May  6 in  the  auditorium  of  the  new  Social  Security 
building.  Dr.  K.  F.  Meyer,  San  Francisco,  Director  of 
the  George  Williams  Hooper  Foundation,  made  the 
principal  address  on  the  subject  of  "Control  of  Brucel- 
losis.” 

The  first  general  session  was  held  on  the  following 
day  in  the  Library  Building  at  the  new  University  City. 
Simultaneous  translation  facilities  were  used  through 


Shown  at  left  are  Mario  Sanchez,  (left)  Vector  Control  In- 
spector for  the  Laredo-Webb  County  Health  Department  in 
Laredo,  Texas,  and  R.  H.  Waldrop,  Sanitarian  for  the  U.  S. 
Public  Health  Service  in  Laredo.  They  are  standing  in  front 
of  the  impressive  Administration  Building.  The  statue  in  the 
background  is  of  former  Mexican  President  Miguel  Aleman. 
Picture  at  the  upper  right  shows,  from  left  to  right.  Dr.  Mauro 
Loyo,  Medical  Director  of  the  Mexican  Institute  of  Social 
Security;  Dr.  Alfonso  Ponce  de  Leon  of  Mexico  City;  George 
W.  Marx  of  Phoenix,  Ariz.,  Director  and  Chief  Engineer  for 


the  Bureau  of  Sanitation  and  new  President  of  the  Border 
Health  Association.  Lower  right  picture  shows,  left  to  right. 
Dr.  Miguel  E.  Bustamante,  secretary-general  of  the  Pan  Ameri- 
can Sanitary  Bureau  in  Washnigton,  D.  C.;  Dr.  Luis  Vasquez 
Campos,  chief  of  the  National  Pertussis  Campaign  in  Mexico 
and  chairman  of  the  Local  Planning  Committee;  Dr.  Ignacio 
Morones  Prieto,  Minister  of  Health  and  Welfare  of  Mexico; 
Dr.  Manuel  E.  Pesqueira,  Vice-Minister  of  Health  and  Welfare 
of  Mexico,  and  Dr.  Sidney  B.  Clark  of  El  Paso,  secretary  of  the 
Border  Health  Association. 


) 
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the  cooperation  of  the  Department  of  Health  and  Wel- 
fare of  Mexico.  The  program  included  a symposium 
on  "Public  Health  Problems  Along  the  U.  S. — Mexico 
Border”;  the  annual  presidential  report;  "Good  Health 
at  the  Border — Our  Mutual  Goal"  by  Dr.  Henry  A. 
Holle,  State  Health  Officer  of  Texas;  "The  North- 
eastern Border  of  Mexico  and  Some  of  its  Public  Health 
Problems,"  by  Dr.  Salvador  Molina  Velez  of  Nuevo 
Leon;  a progress  report  on  across-the-border  coopera- 
tive activities  developing  between  the  Imperial  County 
Health  Department  in  California  and  the  Mexicali 
Health  Department  in  Baja  California  by  Dr.  Austin 
W.  Matthis,  Health  Officer  of  Imperial  County  in  Cali- 
fornia; and  "The  Poliomyelitis  Vaccine  Evaluation 
Study"  by  Dr.  Robert  Korns,  Co-Director  of  the  Polio- 
myelitis Evaluation  Center  at  Ann  Arbor,  Michigan. 

Subjects  discussed  at  the  sectional  meetings  held  on 
the  afternoon  of  May  7 and  the  morning  of  May  9 in 
the  Philosophy  Building  of  the  new  University  City 
were  as  follows: 

Venereal  disease  section:  aspects  of  the  venereal  dis- 
ease program  in  the  U.  S.  and  Mexico,  as  well  as  Mexico 


City;  clinical  aspects  of  Syphilis  and  treatment  results 
with  Bicillin ; techniques  used  by  and  training  of  contact 
interviewers. 

Sanitation  section:  training  program  for  sanitarians 
in  the  "border  area"  as  well  as  training  of  auxiliary 
personnel  in  sanitation  and  of  water  and  sewage  works 
operators  in  Mexico;  insect  vector  control  demonstration 
program  in  Laredo — Nuevo  Laredo;  Malaria  eradica- 
tion in  Mexico  and  mosquito  control  programs  in  the 
U.  S. ; latest  developments  in  insecticides;  economic 
problems  involved  in  provision  of  po  table  water  in 
Mexico;  studies  in  treatment  of  sewage  from  Mexico 
City;  photosynthetic  reclamation  of  organic  wastes;  de- 
sign of  sewage  oxidation  ponds;  cooperative  approach 
to  environmental  sanitation  problems  in  the  El  Paso — 
Juarez  area;  approach  to  environmental  sanitation 
through  home  beautification. 

Preventive  medicine  and  Tuberculosis  sections:  teach- 
ing of  public  health  in  schools  of  medicine;  health 
education  aspects  of  a multiphasic  screening  program  in 
Los  Angeles;  program  of  integrated  municipal  public 


Informal  meetings,  whether  at  the  luncheon  table  or  merely 
between  official  sessions,  also  aided  in  resolving  mutual  prob- 
lems. At  the  upper  left  a group  of  Texans  meet  for  conversa- 
tion and  food.  From  left  to  right  are  Ernest  F.  Gloyna,  As- 
sistant Professor  of  Civil  Engineering  at  the  University  of 
Texas;  Melvin  C.  Sueltenfuss,  Public  Elealth  Engineer  from 
San  Antonio;  Sam  M.  Goldfarb,  sales  executive  for  the  Plaza 
Elotel  in  San  Antonio;  Fred  A.  Gibson,  Entomologist  for  the 
Velsicol  Corporation  in  Mercedes,  and  (with  back  to  camera) 
Harold  Tillman,  Sanitary  Engineer  for  the  El  Paso  City-County 
Health  Unit.  Shown  at  the  upper  right,  from  left  to  right,  are 
Dr.  Henry  A.  Holle,  Commissioner  of  Health  for  the  Texas 
State  Department  of  Public  Health ; Dr.  Gerald  R.  Clark,  Di- 
rector of  the  New  Mexico  State  Department  of  Public  Health, 
and  Dr.  J.  V.  Irons,  Director  of  Laboratories  for  the  Texas 
State  Department  of  Public  Health.  Lower  left  in  an  informal 


session  are.  left  to  right,  Raul  B.  Lomeli,  reporter  for  Mexico 
City's  newspaper  "Excelsior";  Dr.  Leopoldo  Pruneda  Batres, 
Chief  of  Information  of  the  Mexican  Ministry  of  Health  and 
Welfare;  Dr.  Robert  F.  Korns,  Co-Director  of  the  Polio 
Evaluation  Center  in  Ann  Arbor,  Mich.:  Dr.  Raul  Lira.  Office 
of  Information  of  the  Mexican  Ministry  of  Health  and  Wel- 
fare; Dr.  Carlos  Campillo  Saenz,  "Virologist  from  Mexican  In- 
stitute of  Public  Health  and  Tropical  Diseases,  and  Arnulfo 
Rodriguez  of  "Excelsior".  At  the  lower  right  are,  left  to  right. 
Dr.  Arturo  Rico  Gonzalez,  Chief  of  Coordinated  Public  Health 
Services  in  the  State  of  Chihuahua  and  immediate  past  president 
of  the  association ; Dr.  Manuel  Marquez  Escobedo,  Mexico 
City  Health  Officer;  an  unidentified  gentleman,  and  Dr.  Felipe 
Garcia  Sanchez,  Chief  of  Coordinated  Public  Health  Services 
in  Mexico. 


health  centers  in  Mexico  City;  Tuberculosis  colony  in 
Baja  California  and  its  application  in  the  border  area; 
the  problem  of  rehabilitation  of  the  Tuberculosis  patient 
in  Mexico;  Tuberculosis  Meningitis  prophylaxis;  ex- 
perience with  vaccination  against  tuberculosis  with  BCG 
in  Mexico;  and  description  of  the  Tuberculosis  hospital 
at  Tampico,  Tamaulipas. 

Nursing  and  Maternal-Child  Health  sections;  training 
and  control  of  practical  midwives  in  the  Maternal-Child 
Health  program;  participation  of  the  public  health  nurse 
in  the  rural  nurse  program ; program  for  care  of  the 
premature  in  rural  areas;  and  discussion  of  the  basis 
for  a school  health  program. 


Veterinary  public  health  and  laboratory  sections:  re- 
view of  the  "Nogales  Agreement"  for  rabies  control;  ||  j 

programs  and  problems  on  zoonoses;  Brucellosis  epi- 
demiology, diagnosis  and  control ; Psittacosis,  Encepha-  t'  i 

litis  infections,  and  enteric  disease  as  public  health  i j 

problems;  effect  of  BCG  on  experimental  murine  Lep-  ! 

rosy.  ' 

On  Sunday,  May  8,  the  Association  was  entertained 
by  the  Government  of  the  State  and  the  Public  Health  i 

Department  of  Puebla,  Mexico.  A visit  was  made  to  ■ | 

the  Centro  Escolar  "Presidente  Miguel  Aleman  ’ of  ] 

Cholula,  Puebla,  where  a cordial  welcome  was  extended  j 

to  the  Association  and  its  guests.  Most  interesting  dis-  j 


1.  Gathered  at  a luncheon  table  were,  left  to  right, 
Dr.  Guillermo  Soberanes,  Chief  of  Coordinated 
Public  Health  Services  for  the  State  of  Sonora; 
Dr.  Esteban  de  Essesarte,  Health  Officer  in 
Agua  Prieta,  Sonora,  and  Dr.  Francisco  Arriola, 
Health  Officer  in  Nogales,  Sonora. 

2.  Conversation  was  food  for  thought  at  this  table. 
Shown  are  Dr.  Fred  L.  Soper,  Director  of  the 
Pan  American  Sanitary  Bureau  in  Washington, 

D.  C.;  Miss  Maria  R.  Soto,  Public  Health 
Nurse  from  Los  Lunas,  N.  M.  and  Mrs.  Maude 
Simmons,  Public  Health  Nurse  from  Lords- 
burg,  N.  M. 

3.  There  was  ample  entertainment  for  delegates  !l 

and  their  wives.  Shown  at  a reception  of  the  3 
meeting  are,  left  to  right.  Dr.  Sidney  B.  Clark,  ^ j 
of  El  Paso,  Secretary  of  the  Association;  Mrs.  '-i 
Jack  C.  Postlewaite;  Mrs.  Clark;  Dr.  Jack  C.  j 
Postlewaite,  Chief  of  the  Tuberculosis  Clinic  of  | 
the  El  Paso  City-County  Health  Department  * 
and  Mr.  Harold  Tillman,  Sanitary  Engineer  for  j 
the  El  Paso  City-County  Health  Unit.  ^ ' 

4.  Discussing  mutual  problems  were,  left  to  right, 

Dr.  Salvador  Molina  Velez,  Chief  of  the  Co-  •>  : 
ordinated  Public  Health  Services  in  the  State  ; 
of  Nuevo  Leon;  Dr.  Horacio  B.  Rios  of  Mon-  • 
terrey;  Dr.  Luis  G.  Arriaga  V.,  Medical  Di-  < 
rector  of  the  Mexico  Health  Center  in  Mexico 
City;  Dr.  Manuel  Sirvent  Ramos  of  the  Ma- 
ternal-Child  Health  Services  of  the  Ministry  S 
of  Health  and  Welfare,  and  (with  back  to  j 
camera)  Dr.  Felipe  Garcia  Sanchez,  Director  | 
of  Coordinated  Public  Health  for  the  Federal 
District  of  Mexico. 


Between  Sessions 


plays  and  a demonstration  by  school  children  were  of- 
fered. 

The  final  general  session  took  place  on  Monday 
afternoon,  again  with  the  aid  of  simultaneous  transla- 
tion facilities.  Dr.  Carlos  Alvarado,  Pan  American 
Sanitary  Bureau,  Mexico,  D.  F.,  presented  a paper  on 
"Malaria  Eradication  in  the  Americas.’’  Dr.  Martinez 
Baez,  Director,  Instituto  de  Salubridad  y Enfermedades 
Tropicales,  Mexico,  D.  F.,  spoke  on  "Future  Objectives 


for  the  U.  S. — Mexico  Border  Public  Health  Associa- 
tion.” The  final  paper  of  the  session  was  given  by 
Professor  Jorge  Olarte,  Hospital  Infantil,  Mexico,  D.  F., 
on  the  "Incidence  and  Etiology  of  Infectious  Diarrhea 
in  the  Federal  District.” 

Association  members  were  entertained  Monday  even- 
ing, May  9,  by  the  Office  of  the  Institute  of  Inter- 
American  Affairs  in  Mexico  and  also  by  the  Mexican 
Section  of  AIDIS. 
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Cardiovascular  Surgery  iu  the  Community  Hospital 

Bv  E.  S.  Crossett,  M.  D.,  El  Paso 


It  is  not  possible,  in  a limited  period  of  time,  to 
cover  the  field  of  cardiac  or  cardiovascular  surgery. 
The  purpose  of  this  paper  is  to  briefly  review  the  sur- 
gical procedures  that  can  now  be  safely  and  effective- 
ly accomplished  in  any  community  hospital  where  a 
cardiologist,  an  anesthetist  and  a thoracic  surgeon  can 
be  assembled. 

This  surgical  specialty  was  introduced  by  Gross 
and  Blalock ; the  former  successfully  ligated  a patent 
ductus  Arteriosus  in  1938  and  later  performed  the 
first  systemic-pulmonic  anastomosis  for  the  cynotic 
grouj-)  in  19-44.  There  had  been  previous  attempts  to 
treat  heart  disease  surgically  but  it  was  only  after  the 
work  of  Gross  and  Blalock  that  the  subject  received 
the  widespread  interest  that  it  enjoys  today. 

Following  these  two  major  contributions  there  have 
appeared  an  ever  increasing  number  ol  operations  for 
the  relief  of  various  congenital  and  acquired  anoma- 
lies. 

.’Mitral  Stenosis 

Mitral  stenosis  was  first  attacked  surgically  during 
the  1920s.  Souttar  did  the  first  valvular  dilatation  by 
passing  his  finger  into  the  heart,  through  the  auricu- 
lar appendage,  and  dilating  the  stenotic  valve.  This 
operation  was  repeated  and  modified  by  Bailey  in 
1946  and  since  then  has  become  wddely  accepted  as 
a safe  and  effective  method  of  treating  mitral  stenosis. 

In  the  absence  of  active  rheumatic  carditis  the 
symptoms  from  mitral  stenosis  are  due  to  narrowdng  of 
the  valve  orifice.  Normally,  the  orifice  is  four  to  six 
square  centimeters  in  size.  As  scarring  and  fusion  of 
the  valve  commissures  occurs  this  is  gradually  re- 
duced and  there  is  a gradual  increase  in  pressure 
proximal  to  the  valve  which  is  transmitted  back 
through  the  vascular  bed  of  the  lung. 

At  valve  size  of  tw'o  square  centimeters,  the  pul- 
monary capillary  pressure  is  only  slightly  elevated  at 
rest.  Ordinarily  mild  dyspnea  on  exertion  does  not  oc- 
cur until  the  valve  is  1.3  centimeters  in  size.  At  one 
scjuare  centimeter  the  pulmonary  capillary  pressure 
is  about  20  mm  of  mercury  and  will  quickly  rise  to 
pulmonary  edema  levels  with  mild  exertion. 

Cardiac  Oiitjmt 

The  cardiac  output  falls  concomitantly  with  the 
narrowing  of  the  mitral  valve,  thus  enabling  the  pul- 
monary capillary  pressure  to  remain  at  subcritical 
levels  even  in  the  presence  of  an  extremely  small 
valve.  The  decrease  in  cardiac  output  is  associated 
v/ith  an  increase  in  pulmonary  arteriolar  resistance. 

Mitral  stenosis  may  be  asymptomatic  for  long  per- 
iods and  sometimes  proves  compatible  with  longevity 
and  almost  normal  activity.  Shortness  of  breath  with 
exertion  is  the  principal  symptom  and  depends  upon 
the  capillary  congestion  in  the  lung.  Auricular  fibril- 
lation eventually  occurs  in  about  50  percent  ot  cases. 
I-Gmoptys's,  cough,  and  attacks  of  acute  pulmonary 
cde.Tia  may  occur.  As  the  cardiac  output  gradually 
decreases,  weakness  and  easy  fatiguability  develop. 


The  clinical  signs  of  a typical  mitral  stenosis  in- 
clude a rumbling  diastolic  murmur  with  loud  sharp 
apical  first  sound,  a sharp  duplication  of  the  second 
sound,  a discrete  apex  impulse,  and  a small  or  weak 
radial  pulse.  Although  the  murmur  is  of  great  diag- 
nostic value,  it  does  not  unequivocally  indicate  the 
presence  of  mitral  stenosis;  conversely,  no  diastolic 
murmur  may  be  audible  in  the  presence  of  significant 
mitral  stenosis. 

EKG  Clianges 

Radiographic  and  EKG  changes  may  vary  with  the 
stage  of  the  disease.  Early,  there  may  only  be  an  en- 
larged left  auricle  as  shown  by  X-ray  and  a normal 
EKG.  As  the  disease  progresses  the  EKG  wdll  show 
a right  ventricular  strain  pattern  and  the  X-ray  shows 
a prominent  pulmonary  artery  segment,  pulmonary 
congestion,  a large  left  auricle  and  eventually  enlarge- 
ment of  the  right  ventricle. 

Mitral  stenosis  alone  never  causes  left  ventricular 
enlargement  or  strain  and  when  this  is  found  by  X-ray 
or  EKG,  an  associated  lesion  such  as  aortic  insuf- 
ficiency, mitral  insufficiency  or  aortic  stenosis  should 
be  suspected. 

Patients  who  are  asymptomatic  or  have  only  mini- 
mal symptoms  should  not  be  operated  upon  as  most 
of  them  are  unlikely  to  have  trouble.  If  their  symp- 
toms are  progressive  and  suggest  moderate  or  marked 
pulmonary  congestion  surgery  is  indicated.  In  this 
group  are  the  patients  that  have  shortness  of  breath 
with  moderate  exercise,  orthopnea,  hemoptysis,  or 
attacks  of  acute  pulmonary  edema.  Patients  with  auri- 
cular fibrillations  and  right  heart  failure  should  have 
surgery  as  both  are  signs  of  a poor  prognosis. 

Advanced  age,  pregnancy,  calcification  of  the 
mitral  valve  and  a history  of  embolization  are  no 
longer  considered  contraindications  to  surgery. 

Valvular  Lesions 

Associated  valvular  lesions  must  be  evaluated  on 
an  indiviLual  basis  but  lesions  such  as  aortic  insuffi- 
ciency, mitral  insufficiency  and  aortic  stenosis  do  not 
necessarily  contraindicate  surgery.  In  general,  if  they 
do  not  cause  significant  changes  in  the  blood  pres- 
sure, particularly  the  pulse  pressure,  and  if  left  ven- 
tricular hypertrophy,  as  shown  by  the  EKG,  has  not 
occurred,  they  are  not  significant  and  mitral  valve 
surgery  can  be  done  effectively  and  safely. 

Operation  consists  of  entering  the  left  chest 
through  the  fourth  interspace,  exposing  the  auricular 
append.ige  and  placing  a purse  string  around  the  base 
of  it.  The  finger  is  then  introduced  into  the  auricle 
through  an  incision  in  the  appendage  and  the  com- 
missure of  the  valve  .separated  cither  by  finger  frac- 
ture or  by  cutting  whth  a knife.  The  mortality  rate 
varies  depending  upon  the  stage  of  the  disease  and 
in  the  less  advanced  cases  should  be  less  than  three 
or  four  percent.  The  vast  majority  of  patients  are 
moderately  or  greatly  improved. 
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Patent  Ductus 

Probably  the  most  satisfactory  and  one  of  the 
most  commonplace  surgical  procedures  being  done 
today  is  the  repair  of  the  patent  ductus  arteriosus. 

The  ductus  arteriosus,  in  the  fetus,  is  a communi- 
cation between  the  pulmonary  artery  and  the  aorta 
through  which  blood  is  shunted  past  the  lung,  and 
ordinarily  closes  after  a few  months.  At  one  year  of 
age  most  ducti,  which  are  going  to  close  spontan- 
eously, have  done  so,  and  at  two  years  and  certainly 
three,  there  is  little  reason  to  hope  for  spontaneous 
closure.  Therefore  the  most  suitable  time  for  opera- 
tion seems  to  be  between  three  and  six  years  of  age. 
It  should  be  kept  in  mind,  however,  that  a large  pat- 
ent ductus  can  cause  heart  failure  in  the  first  year  of 
life.  A number  of  cases  have  been  operated  on  suc- 
cessfully during  infancy  for  this  reason. 

The  diagnosis  of  a typical  patent  ductus  is  rela- 
tively simple.  The  physical  findings  include  a char- 
acteristic murmur  which  is  usually  loud,  continuous 
and  best  heard  in  the  second  left  interspace  near  the 
sternum;  there  is  a high  pulse  pressure;  a "water 
hammer”  pulse  may  be  present  and  is  best  felt  over 
the  femoral  arteries ; there  is  a capillary  pulse,  visible 
in  the  slightly  compressed  nail  beds  or  in  the  mu- 
cosa of  the  lip  when  compressed  with  a glass  slide. 
The  child  might  be  slightly  undersize  and  under- 
weight. 

X-rays  Normal 

X-rays  of  the  chest  may  be  normal  or  may  show 
increased  vascularity  of  the  lungs,  a convexity  in  the 
region  of  the  pulmonary  segment  along  the  left  bor- 
der of  the  heart  and  enlargement  of  the  left  ventricle. 

The  electrocardiogram  usually  shows  a balanced 
axis  in  children  but  as  the  disease  progresses  left  axis 
deviation  occurs. 

Cardiac  catheterization  and  angiocardiography  are 
indicated  only  in  the  occasional  patient  presenting 
atypical  findings. 

The  indication  for  operation  is  the  presence  of  a 
patent  ductus,  if  it  persists  after  two  or  three  years  of 
age,  or  if  it  causes  heart  failure  previous  to  this  age. 
Where  there  is  considerable  enlargement  of  the  heart 
and  markedly  vascular  lung  fields,  prompt  operation 
is  indicated  as  waiting  only  increases  the  hazards  of 
surgery. 

Die  Before  40 

It  has  been  demonstrated  that  even  though  the 
child  might  have  no  trouble  for  a period  of  years,  the 
average  patient  with  an  untreated  patent  ductus  will 
die  at  24  years  of  age  (Abbott)  and  that  70  percent 
will  die  before  they  are  4o  years  old  (Dolly). 

The  cause  of  death  now  that  subacute  bacterial  en- 
docarditis can  be  successfully  treated  with  antibiotics, 
is  mainly  due  to  cardiac  failure. 

The  operation  consists  of  entering  the  left  chest 
through  the  fourth  left  interspace,  dissecting  out  the 
ductus  with  the  adjacent  aorta  and  pulmonary  artery 


and  then  either  ligating  it  or  clamping  and  dividing 
the  ductus  and  suturing  the  ends  with  fine  silk  suture. 

Usually  there  is  little  difficulty  with  pre-  and  post- 
operative care  and  the  operative  mortality  in  children 
is  about  one  percent. 

Vascular  Rings  Anomalies 

In  recent  years,  it  has  been  recognized  that  there 
are  certain  arterial  malformations  in  the  superior 
mediastinum  which  bring  about  significant  compres- 
sion of  either  the  trachea  or  esophagus  or  both. 

During  the  early  stages  of  embryological  develop- 
ment there  are  six  aortic  arches  formed  by  the  joining 
of  the  ventral  aortic  sac  and  the  dorsal  aorta  to  sur- 
round the  phyaryngeal  pouch.  The  third  arch  enters 
into  the  development  of  the  carotids,  part  of  the 
fourth  forms  the  aortic  arch  and  part  of  the  sixth 
forms  the  pulmonary  arteries  and  patent  ductus.  As 
a result  of  the  abnormal  persistence  or  development 
of  these  structures  a group  of  anomalies  occur  which 
may  form  a ring  about  the  trachea  and  esophagus  and 
may  or  may  not  cause  obstruction  to  these  structures, 
depending  upon  the  size  and  type  of  ring  formed. 

The  common  anomalies  which  require  operation 
are: 

1.  A double  aortic  arch  in  which  the  ascending 
aorta  bifurcates  into  two  branches,  one  of  which 
goes  anterior  to  the  trachea  and  esophagus  and 
one  posterior,  and  join  posteriorly  to  form  the 
descending  aorta. 

2.  A right  aorta  with  a left  ligamentum  arteriosum 
which  encircles  the  trachea  and  esophagus. 

3.  An  anomalous  innominate  artery  which  arises 
farther  along  on  the  arch  of  the  aorta  than  nor- 
mal and  must  wind  around  anterior  to  the  tra- 
chea to  reach  the  right  and  compresses  the  outer 
surface  of  the  trachea. 

4.  Abberant  right  subclavian  artery  which  instead 
of  arising  from  the  innominate,  takes  off  the 
distal  part  of  the  aortic  arch  and  ascends  to  the 
right  posterior  to  the  trachea  and  esophagus  and 
causes  compression  of  the  esophagus  posteriorly. 

There  have  been  other  anomalies  described  but 
these  are  the  most  common  encountered  surgically. 

Clinical  Picture 

The  clinical  picture  presented  by  these  cases  varies 
depending  upon  the  degree  of  obstruction  that  is  pro- 
duced. They  may  present  only  a history  of  intermit- 
tent cough  with  recurrent  episodes  of  pneumonia  or 
pneumonitis.  The  typical  case,  however,  has  rather 
striking  symptoms.  There  is  a history  of  noisy  respira- 
tions from  birth,  which  is  aggravated  by  respiratory 
infections  and  is  increased  during  feedings.  Pulmon- 
ary infections  are  frequent  and  occasionally  cynotic 
attacks  occur,  a cough  is  usually  present  and  the  pa- 
tient may  sleep  with  his  head  extended  in  an  attempt 
to  keep  the  trachea  open.  Difficulty  in  swallowing  is 
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not  always  encountered  and  only  about  half  the  pa- 
tients will  have  this  symptom. 

The  most  important  diagnostic  procedure  is  an 
esophagram  with  barium  or  lipiodal  and  anteropos- 
terior and  lateral  X-ray  pictures  of  the  chest.  Tliis 
view  will  show  notching  on  one  or  both  sides  of  the 
esophagus  and  notching  posteriorly  as  a rule.  In 
cases  where  there  is  an  anomalous  origin  of  the  in- 
nominate or  left  carotid  artery  the  compression  is  on 
the  trachea  anteriorly  and  the  esophagus  will  appear 
normal.  These  cases  can  best  be  suspected  by  visual- 
izing a narrowing  of  the  lower  trachea  on  the  lateral 
film  of  the  chest.  A lipiodal  tracheaogram  can  then 
be  done  in  older  babies  and  children  to  show  the  de- 
fect. In  infants  a tracheaogram  can  be  dangerous  and 
repeated  lateral  films  to  clearly  define  the  trachea  are 
preferable  as  lipiodal  instilled  into  the  trachea  may 
cause  a severe  degree  of  obstruction. 

Bronchoscopy  is  frequently  performed  to  rule  out 
intrinsic  obstructing  pathology  such  as  tracheal  sten- 
osis, webb  formation,  tumors,  laryngeal  pathology, 
etc.,  and  when  performed  will  show  a narrowing  or 
compression  of  the  trachea.  If  it  is  necessary  to  pass 
the  scope  past  the  site  of  obstruction  to  remove  secre- 
tions, it  should  be  done  with  care  as  trauma  in  this 
area  might  cause  edema  and  complete  obstruction. 

In  the  absence  of  symptoms  surgery  is  not  indi- 
vated  but  with  symptoms  surgery  should  be  done 
early  not  only  to  save  the  baby’s  life,  but  in  less  se- 
vere cases  to  prevent  Irreversible  changes  in  the  lungs. 
In  the  majority  of  cases  surgery  will  result  in  com- 
plete relief. 

Coarctation  of  the  Aorta 

Coarctation  refers  to  a congenital  anomaly  of  the 
aorta  charaaerized  by  an  area  of  stenosis,  usually  at 
or  near  the  site  of  the  ductus  arteriosus.  This  is  not  a 
rare  congenital  condition,  as  it  comprises  about  l4 
percent  of  all  congenital  cardiovascular  anomalies. 

This  lesion  has  been  classified  into  two  principal 
types:  the  infantile  and  the  adult.  In  the  infantile  type, 
winch  constitutes  about  five  percent  of  all  cases,  the 
ductus  arteriosus  empties  into  the  aorta  below  the 
coarctation  and  the  flow  of  blood  is  from  the  lungs 
to  the  perphery.  The  aorta  above  shows  varying  de- 
grees of  narrowing  over  variable  distances  and  may 
extend  through  the  entire  arch. 

In  the  adult  type  the  constriction  of  the  aorta  is 
sharply  localized  and  the  ductus  enters  the  aorta  at  or 
above  the  site  of  the  stenosis. 

Necropsy  studies  have  shown  clearly  that  coarcta- 
tion of  the  aorta  is  a lesion  which,  although  fairly  well 
tolerated  by  the  young  is  fatal  among  adults.  Only  25 
percent  of  patients  having  coarctation  have  lived 
more  than  35  years.  The  principal  causes  of  death  are 
rupture  of  cerebrovascular  aneurysms;  rupture  of  an- 
eurysm of  aorta,  cardiac  failure  due  to  left  ventricular 
strain  and  subacute  bacterial  endocarditis. 

Diagn«»sis  Overlooked 

For  this  reason  this  subject  should  be  of  particular 
interest  to  the  physician  dealing  with  children.  The 


diaenosis  is  often  overlooked  in  infants  and  children, 
yet  for  the  best  results  from  surgical  treatment  the 
diagnosis  must  be  made  before  irreversible  cardiac  and 
vascular  damage  has  occurred,  and  the  pediatrician  is 
in  the  best  position  to  provide  this  diagnosis. 

The  clinical  symptoms  in  coarctation  are  of  little 
value  in  making  the  diagnosis.  It  one  keeps  this  con- 
dition in  mind  and  examines  the  vascular  system 
carefully  the  diagnosis  is  not  hard  to  make. 

There  is  an  increase  in  blood  pressure  in  the  upper 
portion  of  the  body  as  compared  to  the  lower.  All 
children,  at  least  once,  should  have  their  blood  pres- 
sure checked  by  the  arm  cuff  method  and  if  it  is  in- 
creased, even  slightly,  coarctation  should  be  consid- 
ered and  the  pressure  in  all  extremities  measured. 
The  abdominal  and  femoral  pulsations  should  be 
palpated  routinely  as  in  coarctation  they  arc  dimin- 
ished or  absent.  Cardiac  murmurs  are  not  diagnostic 
but  usually  there  is  a systolic  murmur  present  which 
is  heard  best  at  the  level  of  the  fifth  rib  posteriorly. 
There  is  a well  developed  collateral  circulation  pres- 
ent, and  this  can  best  be  detected  by  inspecting  and 
palpating  the  vessels  along  the  medial  border  of  the 
scapula.  This  vessel,  a descending  branch  of  the 
transverse  cervical,  is  usually  easily  palpable  and  may 
be  visible  in  patients  with  coarctation. 

X-ray  Normal 

The  X-ray  may  be  normal  or  may  be  practically 
pathognomonic  of  coarctation.  When  present,  the 
usual  findings  are  a left  ventricular  hypertrophy  with 
rounding  of  the  cardiac  apex,  there  is  a narrowing  of 
the  mediastinum  in  the  aortic  area  and  a decreased  or 
absent  aortic  knob.  Notching  of  the  lower  margin  of 
the  ribs  occurs  in  about  50  percent  of  cases  and  may 
be  seen  as  early  as  five  years  of  age. 

EKG  studies  may  show  a balanced  axis;  or,  as  the 
left  ventricular  strain  increases,  a left  axis  deviation 
occurs.  Angiocardiography  and  aortagraphy  are  indi- 
cated only  in  the  atypical  cases  in  which  the  diag- 
nosis is  not  apparent. 

It  should  be  kept  in  mind  that  coarctation  may  be 
a cause  of  unexplained  heart  failure  in  infants.  A 
number  of  cases  have  been  found  and  an  operation 
successfully  carried  out  in  the  first  year  of  life. 

Operation  for  coarctation  of  the  aorta  in  infants 
and  children  does  not  present  the  grave  technical 
problems  of  the  older  age  group.  However,  the  most 
desirable  age  for  operation  seems  to  be  between  10 
and  14  years  of  age.  By  this  time  the  aorta  is  large 
enough  so  that  the  anastomotic  site  will  not  form  a 
significant  stricture  as  the  child  continues  to  grow. 
Occasional  cases  may  demand  surgery  at  an  earlier 
date,  where  the  heart  is  enlarging  or  symptoms  due 
to  hypertension  are  present. 

The  operative  treatment  consists  ot  resecting  the 
stenotic  area  and  doing  an  end  to  end  anastomosis 
of  the  aorta.  In  occasional  cases  the  stricture  may  be 
long  and  a vascular  graft  necessary  to  bridge  the  de- 
fect. The  prognosis  following  surgery  depends  upon 
(Continued  on  Page  320) 
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A New  Antihistaminic  for  the  Treatment  of 
Dermatologic  Disorders 

By  Kenneth  C.  Baker,  M.D.,  Tucson 


Although  numerous  antihistamine  compounds  have 
been  investigated,  there  exists  a need  for  an  antihis- 
taminic which  is  effective,  potent,  but  virtually  free 
of  toxicity.  Green  (1)  stated  that  the  common  faults 
of  currently  available  antihistamines  are  their  short 
duration  of  action  and  their  side  effects,  such  as 
drowsiness.  There  is  little  doubt  that  the  antihis- 
taminics  constitute  valuable  compounds  and  a worthy 
addition  to  the  physicians  armamentarium. 

This  report  is  primarily  concerned  with  the  use 
of  sandostene,  a new  antihistaminic  in  tablet  form, 
parenterally  and  topically,  in  the  treatment  of  allergic 
and  non-allergic  dermatoses. 

Sandostene*  is  l-methyl-4-amino-N’-phenyl-N’- (2’- 
thenyl) -piperidine-tartrate.  Each  tablet  contains  25 
mg.  of  sandostene  and  each  ampul  of  lOcc.  contains 
50  mg.  of  sandostene  dissolved  in  10  per  cent  calcium 
gluconogalactogluconate.  Each  gram  of  lotion  con- 
tains 0.01  gm.  of  sandostene  combined  with  0.08  gm. 
of  calcium  gluconogalactogluconate. 

Rothlin  and  Cerletti  (2)  (8)  reported  that  sando- 
stene has  a high  antihistamine  activity  in  the  isolated 
guinea  pig  gut.  In  addition  to  a marked  antihistaminic 
action,  it  has  a distinct  anti-cholinergic  and  local 
anesthetic  action.  They  found  that  it  has  a low 
toxicity.  The  combination  of  sandostene  with  calcium 
gluconogalactogluconate  exerts  a marked  reduction 
in  permeability. 

Fluorescein  Test 

Huber  (3)  demonstrated  by  means  of  the  fluores- 
cein test  that  increased  permeability  of  the  vessels  is 
one  of  the  phenomena  associated  with  the  allergic 
syndrome  and  that  reduction  of  permeability  was 
brought  about  by  using  sandostene  and  calcium 
gluconogalactogluconate.  Bigliardi  (4)  reported  ex- 
cellent results  with  sandostene  alone  and  combined 
with  calcium  gluconogalactogluconate  in  treatment  of 
acute  urticaria,  acute  Quincke’s  edema,  exudative 
urticarial  eczema,  drug  rashes  and  essential  pruritus. 

Essellier,  Eorster  and  Morandi  (5)  observed  good 
results  with  sandostene  orally  and  when  combined 
with  calcium  gluconogalactogluconate  in  pruritus, 
urticaria  and  transfusion  reactions.  Thuer  (6)  re- 
ported favorable  results  with  sandostene  orally  and 
combined  with  calcium  in  a large  series  of  allergic 
disturbances.  Oswald  (7)  observed  encouraging  re- 
sults with  sandostene  and  calcium  in  the  treatment 
of  tendinosis.  Combes  and  Reisch  (9)  reported  a 
high  percentage  of  good  results  and  low  toxicity  in 
the  treatment  of  allergic  diseases  of  the  skin. 

♦Furnished  by  Sandoz  Pharmaceuticals,  San  Francisco,  California 


In  my  series  of  cases,  120  patients  were  treated 
with  sandostene  tablets,  sandostene  with  calcium 
gluconogalactogluconate  in  ampuls  given  intravenous- 
ly and  a lotion  containing  sandostene  combined  with 
calcium.  The  disturbances  treated  included  neuro- 
dermatitis, urticaria,  Schamberg’s  disease,  dermatitis 
venenata,  atopic  eczema,  dermatitis  medicamentosa 
with  drug  eruptions,  dermatitis  (contact)  eczematous 
and  exudative  seborrhea  and  asthma  with  allergic 
manifestations. 

Dosage 

The  dosage  of  sandostene  must  be  adjusted  to 
the  needs  of  each  patient.  The  usual  procedure  was 
one  tablet  of  sandostene  three  times  a day  p.  c.  and 
two  tablets  at  H.  S.  omitting  the  tablets  on  the  day 
sandostene  plus  calcium  was  given  intravenously. 
None  of  the  patients  treated  with  sandostene  orally 
complained  of  drowsiness.  Sandostene  plus  calcium 
was  given  intravenously  in  doses  of  lOcc.  once  or 
twice  daily  in  acute  urticaria  and  acute  dermatitis 
venenata.  Otherwise  lOcc.  intravenously,  one  a day 
for  two  to  three  days,  then  every  other  day.  Atopic 
eczema  received  one  injection  twice  a week  until  the 
acute  stage  — flare-up  or  stress  mechanism  is  passed. 
Cases  of  neurodermatitis  received  one  injection  three 
times  a week.  In  the  treatment  of  exudative  dermatitis 
(seborrheic),  the  weeping  usually  subsided  after  three 
injections  given  two  to  three  days  apart. 

Sandostene  plus  calcium  gluconate  in  lotion  form 
was  applied  topically  as  an  adjunct  to  the  oral  and 
parenteral  forms.  It  is  felt  that  its  effect  is  additive 
and  useful,  but  should  be  employed  when  there  is 
no  open  abrasion.  Results  with  the  lotion  in  the 
treatment  of  pruritus  ani  or  vulva  were  good,  but  a 
few  patients  complained  of  burning. 

In  my  experience,  sandostene  in  its  various  dosage 
forms  produced  far  fewer  side  effects  than  other  anti- 
histaminics.  No  reactions  to  the  tablet  were  observed. 
Three  patients  complained  of  feeling  dizzy  after  an 
intravenous  injection.  These  patients  were  treated  a 
second  time  with  the  same  results ; however,  they 
returned  for  both  the  tablets  and  for  the  injections 
stating  that  they  feel  so  much  better  from  the  stand- 
point of  relaxation  and  their  complaints.  Caution  is 
stressed,  however,  for  those  driving  an  automobile 
since  it  has  a sedative  effect  on  many  patients. 

Case  Histories 

1.  Schamberg’s  disease:  White  female,  aged  55. 
First  seen  in  February,  1953  with  findings  of  a hemo- 
siderosis which  was  diagnosed  as  Schamberg’s  disease. 


JULY,  1955 


SOUTHWESTERN  MEDICINE 


Page  319 


Lesions  were  very  stubborn  in  responding  to  therapy 
given  at  that  time  which  consisted  of  soothing  lubric- 
ating lotions  and  Rutin  and  Ascorbic  acid  by  mouth. 
Treatment  was  not  very  satisfactory  although  she 
finally  did  clear  up.  In  March,  1952  she  was  seen 
again  and  then  came  back  in  February,  195.5  with 
the  same  type  of  history.  The  following  two  months 
she  was  asymptomatic.  In  October,  1954  her  own 
internist  found  nothing  to  suggest.  She  had  also  seen 
another  dermatologist  who  confirmed  the  diagnosis 
of  Schamberg’s  and  had  nothing  to  offer.  She  was 
placed  on  Sandostene  tablets  and  Sandostene-Calcium 
ampuls  intravenously.  The  latter  was  not  repeated 
as  it  made  .her  too  drowsy  for  the  balance  of  the  day 
at  her  work.  The  tablets  were  given  to  her  cpi.d.,  a 
lubrication  lotion  locally  and  she  became  asymptoma- 
tic in  one  month  with  the  disappearance  of  the  fawn 
colored  lesions.  The  interesting  thing  was  that  this 
patient  had  been  bothered  for  years  with  nocturnal 
cramps  in  her  legs  which  had  not  been  relieved  by 
calcium  prescribed.  As  an  experiment,  when  the  tab- 
lets were  not  taken,  she  had  her  cramps ; when  she 
took  them,  even  one  or  two  towards  evening,  she  was 
not  bothered  with  her  leg  cramps. 

2.  Atopic  eczema:  White  male  aged  34.  History 
of  atopic  eczema  since  an  infant.  Under  the  care  of 
an  allergist  for  many  years.  First  seen  by  me  in 
October,  1954  and  was  started  on  Grenz  ray  therapy 
and  sandostene-calcium  intravenously  and  orally  along 
with  local  therapy.  He  was  given  treatments,  both 
the  Grenz  and  the  intravenous  every  three  to  four 
days  and  had  a great  deal  of  relief  and  improvement 
of  his  eczema.  He  was  discharged  on  two  occasions 
but  returned  once  from  strain  of  a family  illness 
and  the  other  time  he  had  a flare-up  after  receiving 
antibiotic  therapy.  Apparently,  from  the  information, 
he  received  a great  deal  of  relief  from  his  sandostene- 
calcium  intravenously.  It  relaxed  him  but  he  was 
able  to  sleep  better  for  two  nights  or  so  after  having 
the  injection.  The  Grenz  ray  therapy  was  of  great 
benefit  to  him  on  the  local  areas  but  he  stressed  the 
effect  that  the  injection  seemed  to  give  him.  He  is 
not  very  faithful  in  taking  his  tablets  although  he 
did  take  usually  two  a day  which  seems  to  be  of 
benefit. 

3.  Neurodermatitis;  White  female  aged  40.  First 
seen  in  October,  1954  and  she  gave  a history  of 
having  severe  pruritic  vesiculo-papular  eruptions  that 
occurred  particularly  on  her  extremities  and  her  scalp 
since  February,  1954.  She  complained  a great  deal 
of  a crawling  sensation  that  she  had  over  her  body 
and  thought  that  at  times  bugs  were  on  .her.  She 
mentioned  that  she  was  quite  nervous  and  had  been 
so  since  being  in  an  auto  accident  in  1951.  When 
the  patient  was  first  seen,  the  diagnosis  of  Acrophobia 
was  made  which  was  later  changed  to  a desseminated 
neurodermatitis.  There  was  a marked  improvement 
from  the  onset  when  she  was  given  daily  intravenous 
injections  of  sandostene-calcium  and  the  tablets  orally 
along  with  a B complex  preparation  to  stimulate  her 


appetite.  The  injections  were  continued  throughout 
October  every  day  or  two.  Locally  the  lotion  was 
prescribed  and  also  x-ray  therapy  occasionally.  In 
November,  the  treatments  were  spaced  to  every  three 
to  four  days  because  she  stated  that  she  felt  so  much 
better,  slept  well  and  did  not  have  the  tension  that 
she  experienced  before  treatment  with  the  intravenous 
injections  and  the  tablets.  In  December,  the  treat- 
ments were  lengthened  to  every  five  to  six  days. 
The  patient  was  discharged  on  December  21st,  asymp- 
tomatic with  no  evidence  of  any  itching  and  eruptions 
were  entirely  cleared  so  she  was  instructed  to  take 
the  tablets  if  necessary. 

4.  Urticaria:  White  female  aged  61.  Patient  gave 
the  history  of  having  had  two  weeks  prior  to  my 
seeing  her  in  December,  1954,  a more  or  less  per- 
sistent generalized  giant  urticaria  which  was  either 
on  a drug  basis  from  a vitamin  that  she  had  taken 
just  before  the  onset  or  from  eating  a lot  of  dates.  I 
saw  her  only  twice  and  gave  sandostene-calcium  in- 
travenously, the  tablets  one  t.i.d.  p.c.  and  two  at  H.S., 
and  sandostene-calcium  lotion.  The  hives  had  entirely 
disappeared  w.hen  she  returned  the  next  day.  A fur- 
ther injection  was  given  with  the  patient  calling  the 
following  day  to  say  that  she  was  symptom  free. 

Summary  and  Conclusions 

Sandostene,  a new  antihistaminic  was  employed  in 
120  cases  of  various  types  of  dermatoses  with  a high 
percentage  of  results.  Compared  with  other  antihis- 
taminics,  sandostene  orally,  parenterally  and  topical- 
ly, produces  fewer  side  effects.  It  is  a powerful  an- 
tagonist of  histamine  and  acetylcholine.  It  controls 
exudation  and  inflammation  by  reducing  cell  per- 
meability. Sandostene-Calcium  ampuls  given  intra- 
venously were  found  most  effective  in  urticaria  and 
drug  reactions ; also  with  contact  dermatitis.  A few 
patients  complained  of  drowsiness  which  disappeared 
after  resting.  Sandostene-Calcium  lotion  was  used 
with  satisfactory  results  as  an  adjunct  to  oral  and 
parenteral  therapy  when  indicated,  especially  for  the 
treatment  of  pruritus  ani  or  vulva. 


TABLE  I 

RESULTS 


INDICATIONS 

NUMBER 
OF  CASES 

EXCEL- 

LENT 

GOOD 

FAIR 

Neurodermatitis 

23 

20 

— 

3 

Urticaria 

12 

10 

— 

2 

Schamberg's  disease 

2 

2 

— 

— 

Dermatitis  Venenata 

24 

— 

24 

— 

Atopic  eczema 
Dermatitis  medicamentosa 

14 

10 

— 

4 

with  drug  eruptions 

5 

5 

— 

— 

Dermatitis  (contact) 
Eczematous  and  exudative 

20 

5 

10 

5 

seborrhea 

Asthma  with  allergic 

10 

— 

10 

— 

manifestations 

10 

5 

5 

— 

— 

— 

— 

120 

57 

49 

14 
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Cardiovascular  Surgery  in  . . . 

(Continued  from  page  317) 
the  age  of  the  patient  and  the  degree  of  vascular 
damage  that  has  occurred.  In  the  younger  age  groups 
the  operation  restores  the  patient  to  a normal  state. 
The  mortality  depends  upon  the  age  of  the  individual 
with  most  groups  reporting  around  a 10  percent  mor- 
tality. 

Summary 

1.  Four  cardiovascular  lesions,  which  are  amen- 
able to  surgical  treatment,  have  been  reviewed. 

2.  The  diagnosis  of  these  conditions  requires  no 
elaborate  or  unusual  diagnostic  facilities,  and 
they  can  be  safely  and  effectively  treated  in  the 
community  hospitals  where  a thoracic  surgeon, 
a cardiologist  and  anesthetist  can  be  assembled 
to  work  as  a team. 

3.  The  surgical  treatment  of  these  lesions  has  been 
well  standardized  and  proven  to  be  effective. 

Clinical  Notes  From  Grand  Rounds 

From  Pratt  Diagnostic  Clinic,  New  England 
Medical  Center,  Boston 

It  is  advised  that  every  patient  with  rheumatic  valv- 
ular heart  disease  be  protected  against  streptococcal 
infections  and  thereby  against  recurrences  of  rheuma- 
tic fever  and  subacute  bacterial  endocarditis  by  the 
administration  of  prophylactic  penicillin  given  either 
as  250,000  units  of  buffered  penicillin  orally  every 
morning  or  as  1,200,000  units  of  benzanthine  penicil- 
lin intramuscularly  once  a month.  Orally  administered 
penicillin  is  less  likely  to  cause  reactions  and  except 
for  the  bother  of  taking  medication  daily  is  the  pre- 
ferred method, 


Hyperparathyroidism  in  this  country  more  often 
than  not  shows  no  bone  disease  because  of  the  high 
calcium  (milk)  intake  of  the  average  American.  This 
leads  to  some  difficulty  with  diagnosis  because  the 
serum  alkaline  phosphatase  is  normal  in  the  absence 
of  bone  lesions.  Hyperparathyroidism  should  be  sus- 
pected whenever  the  serum  calcium  in  the  urine  ex- 
ceeds 200  mg.  in  24  hours,  regardless  of  the  diet  the 
patient  has  followed. 

V T 

Bleeding  from  a kidney  is  a sinister  observation 
and  patients  with  this  complaint  should  be  carefully 
examined  and  closely  followed  in  order  to  rule  out 
tumor,  tuberculosis,  vascular  anomaly,  and  septic 
infarct.  Hematuria  may  occur  as  the  presenting  com- 
plaint in  pyelonephritis.  Examination  of  the  fresh 
urinary  sediment  is  an  important  means  of  differen- 
tiating bacilluria  caused  by  infection  in  the  urinary 
tract  from  contamination. 

Hypophysectomy  is  being  done  in  some  medical 
centers  in  patients  with  severe  diabetes  mellitus  with 
progressive  vascular  and  renal  disease  in  an  attempt 
to  reduce  any  diabetogenic  effect  being  exerted  by 
the  pituitary.  In  some  cases  in  which  this  procedure 
has  been  done  there  has  been  a lowering  of  blood 
pressure,  degree  of  albuminuria,  and  insulin  require- 
ments, and  it  is  felt  that  the  progress  of  the  vascular 
disease  may  have  been  slowed.  Endocrine  abnormali- 
ties developing  as  a consequence  of  the  operation 
may  be  controlled  by  appropriate  substitution  therapy. 
Hypophysectomy  also  has  been  used  in  advanced 
metastatic  malignant  disease  as  a palliative  measure. 

V V 

Uremia  is  not  always  hopeless.  Control  of  infection 
and  obstruction  in  the  urinary  tract  will  often  cause 
improvement.  Repletion  of  electrolytes,  control  of 
anemia  and  heart  failure  also  may  exert  a beneficial 
effect  regardless  of  the  cause  of  the  difficulty. 

Various  abnormalities  of  hemoglobin  may  be  de- 
tected electrophoretically  and  chemically.  In  Mediter- 
ranean anemia  there  is  a persistence  of  up  to  20  per 
cent  of  the  fetal  (E)  type  of  hemoglobin.  In  normals 
the  fetal  type  of  hemoglobin  is  less  than  4 per  cent. 
In  sickle  cell  anemia  23  to  45  percent  of  the  hemo- 
globin is  of  an  abnormal  (S)  type;  the  remainder 
is  normal  of  the  F type.  Patients  with  the  sickling 
trait  have  combinations  of  S and  normal  (A)  hemo- 
globin. Two  other  forms  of  abnormal  hemoglobin 
(C  and  D)  have  been  identified. 

A A 

Familial  nonhemolytic  jaundice  is  an  entity  that 
may  offer  diagnostic  difficulties  in  patients  with 
slight  or  moderate  degrees  of  bilirubinemia  which 
is  chiefly  of  the  indirect  variety  and  is  due  to  faulty 
excretion  of  this  substance  by  the  liver.  There  is  no 
evidence  of  increased  hemolysis  and  liver  function 
tests  are  all  normal.  Biopsy  of  the  liver  shows  de- 
position of  a pigment  in  the  liver  cells  around  the 
portal  veins. 
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MONTHLY  CLINICAL  PATHOLOGICAL  CONFERENCE 
EL  PASO  GENERAL  HOSPITAL 


Frederick  P,  Bornstein,  M.  D.,  Editor 

Case  No.:  A- 133 

Case  Presentation  By  Dr,  John  L.  Lhkowskv 


CLINICAf.  nSSTOKY: 

Dr,  .Jolin  L.  Liikiovvsky : 

Cliief  Complaint:  Diarrhea. 

Admitting  Sfistory  and  Physical  Examination: 

This  50  year  old  Latin  American  female  came  in  to 
the  Emergency  Room  witli  a history  of  loose,  greenish, 
blood-streaked  stools  for  four  weeks’  duration.  The 
frequency  varies  from  four  to  10  times  a day.  Gen- 
eralized cramping  of  dull  to  sharp  type  is  present 
prior  to  each  bowel  movement.  The  blood  is  inter- 
mingled with  each  stool,  none  on  the  paper.  Two 
days  ago  she  began  vomiting;  it  is  not  associated  with 
cramping.  She  has  been  unable  to  keep  anything  but 
water.  Nausea  precedes  the  non-projectile  type  of 
watery,  greenish  vomiting. 

Review  of  Symptoms  l>y  Systems:  Essentially 
negative.  There  is  a weight  loss  of  about  20  pounds 
with  the  present  illness.  She  denies  previous  bouts  of 
diarrhea.  There  has  been  no  jaundice  or  history  of 
RUQ  pains.  She  is  a gravida  II,  para  II,  with  meno- 
pause of  two  years  without  spotting  or  discharge.  No 
history  of  operations  or  previous  like  illness. 

Past  History:  She  has  been  treated  by  a local  phy- 
sician on  the  basis  of  amebiasis,  confirmed  by  labor- 
atory findings  of  precysts  and  trophozoites  of  Enda- 
meba  Histolytica.  Cultures  for  typhoid,  paratyphoid 
and  dysentery  were  negative.  She  received,  prior  to 
admission,  a course  of  emetine  treatment  and  tinc- 
ture of  opium. 

Physical  Examination:  An  acutely  ill-looking  50 
year  old  Latin  American  female  who  is  dehydrated, 
skin  turgor  is  gone,  her  lips  parched.  She  has  a white 
thick  coat  on  her  tongue.  Her  breath  is  fetid.  Her 
breath  sounds  are  very  distant,  but  apparently  clear. 
Blood  pressure  is  90/60.  Normal  sinus  rhythm  with- 
out murmur.  Abdomen  is  swollen,  flabby,  without 
signs  of  weight  loss  or  striae  of  enlargement.  On 
palpation,  no  fluid  wave  is  elicited,  but  her  entire 
abdomen  is  tender  to  palpation,  more  in  the  L.L.Q. 
No  muscle  guarding  is  noted.  Bowel  sounds  are  pres- 
ent. Pelvic  examination  is  not  adeepate  because  of 
lethargic  condition.  She  was  turned  into  Simm’s  posi- 
tion. The  cervix  is  of  normal  consistency  and  freely 
movable.  There  is  incontinence  to  watery,  greenish- 
yellow  flecks  of  feces.  No  blood  noted.  Unable  to 
palpate  a mass  on  rectal  examination. 

Course  ill  the  Hospital:  She  was  started  on  terra- 
mycin  and  IV  fluids,  soft  diet  as  tolerated,  dramamine 
and  tincture  of  belladonna.  Kaopectate  with  neomycin 
was  started.  The  CBC  was  11.8  gm.  Hbg. ; 8,400 


W.B.C.  with  10  stabs.,  68  segs.,  16  lymphs.,  6 mon- 
os., and  noted  that  all  W.B.C.  were  heavily  stippled. 
She  was  removed  from  oral  feedings  and  maintained 
on  IV  fluids  and  whole  blood.  Serum  febrile  agglutin- 
ations were  negative.  Stool  studies  revealed  a com- 
plete absence  of  bacteria  flora.  Yeast  cells,  W.B.C 
and  R.B.C.  were  reported. 

She  was  then  put  on  mycostatin,  benadryl  with  co- 
deine, probanthine,  buttermilk,  isolyte,  six  percent 
hyprotigen  and  five  percent  dextrose  in  D/W.  Elec- 
trolyte studies  revealed  CO2,  22  meq.  per  liter,  urea 
nitrogen  of  13. 4,  icteric  index  5.6,  sodium  135  meq. 
per  liter  and  chloride  113  meq.  per  liter.  She  be- 
came semicomatose  and  unable  to  hold  a barium  en- 
ema. Proctoscopic  was  negative  and  a sigmoidoscopic 
was  attempted  the  following  day,  but  the  results  were 
not  adequate.  The  CBC  shifted  to  17,400  with  15.8 
gm.  of  hbg.  and  4,980  R.B.C.  with  96  segs.  and  four 
lymphs.  Cortisone  100  mgm.  bid.  was  given  with  her 
daily  fluids,  and  ACTH  40  units  every  second  day. 
The  diarrheal  stools  became  brownish,  formed,  and 
free  of  blood.  The  patient  then  reverted  to  a rap>id 
downhill  course  and  she  expired. 

X-ray  Findiuf>;s: 

Chest  and  abdomen,  3-5-55 — Healthy  chest.  Par- 
alytic ileus.  Possible  ascites. 
Probable  pelvic  mass. 

Chest  and  abdomen,  3-10-55 — Changes  consistent 
with  a pulmonary  congestion. 
There  is  no  evidence  of  an 
intestinal  obstruction.  En- 
larged liver.  Ascites. 

Dr.  W.  R.  Gaddis: 

This  patient  was  presented  at  ward  rounds  at  least 
once  on  a Saturday  morning  and  a number  of  us 
that  are  here  tonight  saw  her.  The  only  additional 
finding  worthy  of  comment  was  that  the  skin  had 
lost  a lot  of  its  elasticity,  and  aside  from  that  the 
patient  was  emaciated  and  looked  sick. 

DiSCUSSR  W OF  X-RAYS: 

Dr.  C.  C.  'VlcVaugh 

The  original  portable  A P chest  examination  on 
the  5th  of  March,  195  5,  appears  clear,  with  no  acute 
processes  or  pulmonary  congestion  apparent.  The 
distance  makes  it  impossible  to  entirely  evaluate  the 
size  of  the  heart.  The  second  film  is  the  abdomen 
taken  at  the  same  time,  which  reveals  considerable 
small  bowel  and  some  large  bowel  changes  consistent 
with  a paralytic  or  adynamic-type  ileus,  not  the  defi- 
nite pattern  of  a mechanical  obstruction.  You  also 
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notice  the  haziness  of  the  abdomen,  which  is  probably 
due  to  an  ascites.  There  is  also  some  rhickening  of 
the  markings  between  the  loops  of  the  bowel,  which 
may  be  indicative  of  a peritonitis.  Ascites  can  occur, 
of  course,  secondary  to  a peritonitis.  In  this  age 
group,  of  course,  you  always  have  to  consider  the  pos- 
sibility of  malignancy  and  peritoneal  implants  caus- 
ing the  ascites  or  possible  portal  obstrirction.  I noticed 
that  there  appears  to  be  slight  enlargement  of  the 
liver.  On  the  second  examination  five  days  later,  an- 
other portable  chest  examination,  there  is  some  in- 
crease in  the  vascular  markings  which  may  be  due  to 
a pulmonary  congestion.  Here  again  I can’t  evaluate 
the  heart  size  or  contour  too  well.  There  appears  to 
be  some  elevation  of  the  left  main  bronchus  which 
may  be  indicative  of  left  auricular  enlargement  and 
the  left  margin  of  the  heart  border. 

DIFFERENTIAL  DIAGNOSIS: 

Dr.  J.  J.  Gorman : 

In  discussing  a case  such  as  this  at  a clinical  path- 
ological conference,  it  is  to  be  assumed  that  many 
points  pertaining  to  the  diagnosis  have  been  omitted, 
and  I am  sure  that  those  of  you  who  have  read  this 
protocol  will  agree  that  this  case  history  is  no  excep- 
tion. And  so,  in  considering  the  symptom  complex 
of  diarrhea,  I like  to  think  of  this  condition  in  the 
light  of  localized  involvement  of  the  colon  or  small 
intestine;  or  secondary  to  the  agglutination  diseases 
or  an  overwhelming  strep  infection;  or  in  its  relation- 
ship to  associated  organs,  such  as  the  pancreas,  an 
internal  biliary  fistula,  peri-appendiceal  abscess ; or 
even  circularory  in  origin,  such  as  mesenteric  throm- 
bosis; or  malignancy;  or  nutritional  deficiency;  or 
drug  intoxication. 

Facts  at  Hand 

To  analyze  the  facts  at  hand,  we  first  have  a 
Latin  American  woman  of  50  years.  Has  she  recently 
returned  from  Mexico  as  a lead  in  considering  bacil- 
lary infection  or  amebiasis?  I do  not  recall  reading 
any  literature  regarding  the  incidence  of  ileitis  in 
Mexico,  but  in  an  article  published  some  six  years 
ago  it  was  stated  that  ileitis  was  very  seldom  en- 
countered in  Latin  America.  The  age  is  of  no  im- 
portance except  that  ileitis  and  idiopathic  ulcerative 
colitis  are  usually  seen  in  a younger  bracket.  Four 
weeks’  duration  would  exclude  a mesenteric  throm- 
bosis. The  presence  of  greenish,  blood  streaked  stool 
suggests  involvement  of  the  small  intestines;  the 
cramping  relieved  by  a bowel  movement  is  indicative 
of  inflammation  of  the  colon,  and  the  character  of 
the  stools  would  exclude  pancreatitis.  The  stool  in 
ulcerative  colitis  would  also  be  expected  to  be  more 
purulent.  The  absence  of  tenesmus  would  be  against 
involvement  of  the  rectum  which  we  would  expect  to 
find  in  amebiasis,  idiopathic  ulcerative  colitis  or  a 
bacillary  infection.  Vomiting  in  association  with  the 
continued  diarrhea  suggests  increased  toxicity  or  ileus 
associated  with  peritoneal  irritation  or  peritonitis. 
Nausea  preceding  the  vomiting  indicates  gastric  re- 
tention. 


No  Previous  Attacks 

"With  the  history  of  no  previous  attacks  we  would 
be  less  likely  to  consider  a non-specific  ileitis  or  idio- 
pathic ulcerative  colitis,  inasmuch  as  these  conditions 
rarely  are  initiated  by  such  an  acute  onset  and  usually 
give  a history  of  repeated  attacks  of  vague  gastro- 
intestinal symptoms  including  diarrhea  over  a long 
period  of  time,  with  the  attacks  increasing  in  severity 
and  lasting  longer  periods  of  time  and  frequently 
diagnosed  as  a spastic  colon  for  two  or  three  years. 
An  abscess  of  the  pelvic  organs,  another  possible 
causative  factor,  is  not  indicated  by  the  history,  and 
therefore  excluded. 

A laboratory  reports  precysts  and  trophozoites  of 
E.  Histolytica.  I wonder  what  laboratory,  evidently 
a satisfactory  one,  since  cultures  were  made  which 
exclude  typhoid  and  associated  diseases,  but  I won- 
der about  Malta  fever.  I wonder  how  much  Emetine 
was  given.  In  a toxic  patient  it  is  always  dangerous 
for  the  heart  muscle.  Nevertheless,  it  is  good  treat- 
ment for  eradication  of  trophozoites,  of  no  value  for 
cysts.  And  Eumadil,  how  much  and  how  long?  When 
this  drug  was  introduced,  I used  it  as  most  in  my 
specialty  did,  but  found  70  percent  or  more  unable  to 
take  a full  course  of  treatment  on  account  of  weak- 
ness and  aggravation  of  the  diarrhea. 

Deliydratioii 

Dehydration  is  evident  indicating  excessive  loss  of 
fluids  with  a vitamin  deficiency  and  mineral  imbal- 
ance as  a natural  consequence. 

Blood  pressure  is  definitely  low,  indicative  of  very 
poor  condition  with  probable  myocardial  weakness. 
No  mention  is  made  of  the  heart  rate  or  charaaer  of 
the  heart  sounds  or  pulse.  It  is  stated  she  does  not 
have  a murmur;  unfortunately  people  die  every  day 
of  myocardial  disease  without  having  a murmur. 

Since  the  abdomen  is  flabby,  I wonder  whether  it 
is  distended  from  gas  or  just  a large  abdomen  asso- 
ciated with  excess  fat,  inasmuch  as  it  is  said  there  is 
no  evidence  of  weight  loss.  Generalized  tenderness  of 
the  abdomen  would  indicate  an  inflammatory  condi- 
tion of  the  colon,  or  peritoneal  irritation,  or  both. 
Tenderness  over  the  lower  left  quadrant  is  a vexing 
finding.  Acute  diverticulitis,  an  ulcerating  malig- 
nancy, any  inflammation  of  the  colon,  and  even  a 
simple  spastic  colon  could  cause  it,  and  therefore  it 
has  no  localizing  significance.  In  a younger  woman, 
even  endometriosis  could  be  considered.  I wonder  if 
a mass  was  palpable.  Acute  diverticulitis  or  a rup- 
tured diverticulum  would  enter  the  picture,  but  with 
this  condition,  after  one  month  the  patient  should 
have  been  well,  completely  obstructed,  or  long  since 
out  of  this  world.  Bowel  sounds  are  present,  indi- 
cating that  we  do  not  have  a complete  ileus.  The 
white  blood  count  would  be  more  suggestive  of  am- 
ebiasis in  the  chronic  stage,  but  a virus  infection  or  a 
hemolytic  streptococcus  or  staphylococcus  might  show 
the  same  count  and  apparently  toxicity  is  indicated. 

No  Gross  Abnormality 

How  long  had  she  received  Terramycin,  and 
would  this  account  for  the  absence  of  bacterial  flora? 
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No  mention  is  made  of  monilia.  Electrolyte  study 
showed  no  gross  abnormality.  We  have  no  report  of 
an  urine  examination.  The  urea  nitrogen  would  ex- 
clude uremic  coma,  but  what  about  diabetes?  Though 
usually  associated  with  constipation,  protracted  diar- 
rhea may  be  present  with  diabetes,  or  as  an  associated 
condition,  in  view  of  the  fact  that  continued  fluid 
loss  might  result  in  diabetic  coma.  About  this  we  can 
only  speculate.  The  Icteric  Index,  which  is  in  normal 
limits,  should  exclude  a toxic  hepatitis,  but  liver 
function  tests  are  not  reported  and  from  the  history 
not  indicated.  If  the  proctoscopic  examination  was 
satisfactory,  then  acute  amebiasis,  idiopathic  ulcera- 
tive colitis,  and  bacillary  dysentery  would  be  excluded 
in  95  percent.  The  sequence  of  the  history  would 
indicate  that  the  proctoscopic  and  sigmoidoscopic 
examinations  were  attempted  in  a semi-comatose  pa- 
tient and  the  next  day  the  white  blood  count  was 
17,400  and  Segs  96  percent.  We  hope  the  bowel  was 
not  perforated  in  attempting  the  examination.  I can- 
not offer  an  explanation  for  the  use  of  Cortisone  and 
ACTH.  We  have  suggestive  evidence  of  myocardial 
disease  in  the  early  history.  If  this  is  true,  both  drugs 
were  contra-indicated,  and  could  have  aggravated  the 
myocardial  condition  and  have  been  the  cause  of  the 
rapid  downhill  course. 

High  K ight  Diaphragm 

In  reviewing  the  X-rays,  I am  intrigued  by  the 
high  right  diaphragm,  which  is  more  marked  on  the 
second  set  of  plates.  To  me  this  is  very  suspicious  of  a 
sub-diaphragmatic  abscess  except  for  the  regular  con- 
tour of  the  diaphragm.  I would  not  associate  the 
enlarged  liver  with  an  amebic  abscess.  In  order  to 
make  this  discussion  complete,  I have  requested  Dr. 
Boverie  to  discuss  the  X-ray  findings. 

In  presenting  a final  diagnosis  I will  again  em- 
phasize the  fact  that  this  diagnosis  is  being  made 
from  a most  inadequate  history,  an  incomplete  phy- 
sical examination,  insufficient  laboratory  study,  poor 
X-ray  plates,  and  with  no  knowledge  of  the  time 
element  involved  and  without  progress  notes  of  con- 
sequence. 

So,  from  the  data  at  hand,  I feel  that  amebiasis 
and  idiopathic  ulcerative  colitis  cannot  be  substan- 
tiated by  what  we  know  of  the  case.  An  ulcerating 
malignant  lesion  is  excluded  on  the  basis  of  the 
abrupt  onset,  rapid  downhill  course  and  the  resump- 
tion of  normal  bowel  movements. 

Acute  diverticulitis  with  a ruptured  diverticulum 
and  abscess  formation  cannot  be  excluded  except  on 
the  duration  of  the  illness. 

The  diagnosis  of  choice — entero-colitis  with  peri- 
toneal irritation  and  possible  sub-diaphragmatic  ab- 
scess. The  immediate  cause  of  death;  myocardial  de- 
generation with  acute  failure. 

Dr.  K.  F.  Boverie: 

Dr.  Gorman  was  worried  about  the  right  dia- 
phragm. Like  Dr.  McVaugh,  I didn’t  think  much  of 
it.  I thought  that  probably  some  of  the  increased  ele- 
vation in  the  right  side  of  the  diaphragm  was  due  to 
the  increased  size  of  the  liver,  as  seen  in  the  second 
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set  of  films,  and  it  just  didn't  enter  my  mind  that 
there  was  a subdiaphragmatic  abscess.  I also  thought 
that  she  should  have  had  a higher  blood  count  if 
she  had  a subdiaphragmatic  abscess  in  the  beginning 
of  her  illness.  I have  seen  a case,  very  much  like  this, 
of  overwhelming  yeast  infection  which  had  received 
large  cjuantities  of  the  antibiotics.  Even  though  this 
has  the  radiological  appearance  of  a pulmonary  con- 
gestion, I think  that  one  has  to  think  sometime  about 
a mycotic  infection  of  the  lungs.  Actually,  my  im- 
pression is  that  this  case  would  be  a ruptured  divert- 
iculum, a diverticulitis  that  went  on  to  rupture,  but 
was  not  ruptured  at  the  beginning.  Then,  either  myo- 
cardial failure  occurred,  as  Dr.  Gorman  mentioned, 
or  an  overwhelming  mycotic  infection  as  a result  of 
the  antibiotic  treatment. 

Dr.  J.  C.  Postlewaile: 

This  patient  was  a puzzle  from  the  start.  Everybody 
had  a crack  at  the  case.  I don't  think  there  was  more 
information  available,  and  I can  recall  calling  in  Dr. 
Gorman  with  less  information  than  is  now  available 
in  this  case,  and  he  came  up  very  well  with  a diag- 
nosis, so  I don’t  think  insufficient  history  or  physical 
examination  is  going  to  make  the  diagnosis  more  ob- 
scure than  it  was  at  the  time  we  saw  her.  This  pa- 
tient was  observed  repeatedly.  If  anything,  it  looked 
like  a very  toxic  case  in  which  the  electrolyte  fluid 
losses,  both  of  diarrhea  and  vomiting,  were  of  major 
importance. 

Several  Possibilities 

This  patient  had  several  possibilities,  and  some  of 
us  thought  that  we  were  dealing  with  an  ulcerative 
colitis.  We  also  wished  we  knew  what  the  previous 
antibiotic  history  had  been,  and  whether  the  mico- 
staten  therapy,  which  was  administered  by  the  at- 
tending man,  was  given  with  the  concept  of  some 
overgrowth  or  imbalance  of  flora  with  the  fungus 
being  particularly  important.  The  one  factor  that  Dr. 
Bornstein  has  brought  to  my  attention,  which  I don’t 
believe  was  incorporated  in  our  thinking,  was  the 
problem  of  staphylococcus  gastro-enteric  diseases, 
post-surgical,  post-therapeutic,  and  medical,  which 
we’ve  caused  with  our  own  misuse  of  antibiotics.  Dr. 
Gorman’s  point  concerning  the  previous  therapy  was 
well  taken.  Unfortunately  the  bacteriology  didn’t  tell 
us  this  was  an  overwdrelming  staphylococcus  infec- 
tion. She  didn’t  throw  out  casts  of  her  bowel  at  in- 
tervals, which  would  have  suggested  a complete  mas- 
sive necrotic  ulceration  of  the  colon  and  intestine, 
and  .so  we  didn’t  consider  it  further. 

Second  Factor 

The  second  factor  was  the  toxicity  noted,  and  we 
assumed  it  to  be  possible  that  the  distress  alarm  prob- 
lem had  occurred  and  the  adrenals  were  depressed. 
We  have  had  some  cases  more  recently  where  a death 
was  a slow  toxic  death,  and  the  adrenals  had  been 
almost  liquified.  So  I don’t  think  the  supportive 
therapy  was  entirely  contra-indicated.  The  point  of 
myocarditis  secondary  to  emetine  is  certainly  worth 
considering.  My  impression  is,  though,  that  many 
people  are  using  the  corticoids  as  therapy  in  infarc- 


SOUTHWESTERN  MEDICINE 


JULY,  1955 


Page  324 

tion  as  well  as  in  myocarditis  cases.  It  is  not  being 
used  as  generally  by  the  cardiologists  in  the  rheu- 
matic fever  cases  as  it  was  originally,  but  it's  still  an 
adjunct. 

CLINICAL  DIAGNOSIS: 

Acute  enteritis,  type  undetermined. 

DR.  GORMAN’S  DIAGNOSIS: 

Entero-colitis  with  peritoneal  irritation  and  pos- 
sible sub-diaphragmatic  abscess.  Immediae  cause  of 
death:  Myocardial  degeneration  with  acute  failure. 


Figure  1 


Fig»re  2 


PATHOLOGICAL  DIAGNOSIS: 

Acute  necrotizing  colitis. 

PATHOLOGICAL  DISCUSSION: 

Dr.  F.  P.  Boriistein : 

On  autopsy,  we  found  the  body  of  an  emaciated 
elderly  woman.  Upon  opening  the  peritoneal  cavity, 
we  found  the  peritoneum  to  be  smooth  and  glisten- 
ing. The  peritoneal  cavity  contained  about  200  cc., 
of  cloudy  fluid.  Each  of  the  pleural  cavities  contained 
about  300  cc.  of  cloudy  fluid.  Both  lungs  showed 
wedge-shaped,  hemorrhagic  areas  typical  of  hemor- 
rhagic infarctions.  These  findings  indicate  cardiac 
failure  as  a terminal  phenomenon.  The  main  lesions, 
as  was  to  be  expected,  were  found  in  the  intestinal 
tract,  especially  in  the  large  bowel.  The  disease  pro- 
cess was  limited  mainly  to  the  ascending,  transverse, 
and  descending  colon.  In  these  areas,  we  found  large 
ulcers  which  measured  about  5-7  cm.  in  length  and 
extended  around  the  circumference  of  the  intestine. 
Between  these  ulcers  ridges  of  mucosa  were  left. 
(Eigures  1 and  2.)  Beginning  at  the  splenic  flexure, 
the  ulcerative  process  became  less  prominent.  Instead, 
one  saw  numerous  polypoid  patches  of  mucosa  with 
foci  of  polypoid  hyperplasia.  In  addition,  there  was 
a teratoma  of  the  ovary. 


Figure  4 


Figure  3 


Figure  3 
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Microscopic  Kxaniinalion 

On  microscopic  examination,  I was  impressed  by 
the  extent  and  severity  of  the  inflammatory  process 
(Figure  3).  On  a survey  picture  of  tlie  large  intes- 
tine, one  sees  complete  Jestruction  of  the  mucosa 
with  a hemorrhagic  and  necrotic  surface.  In  addition, 
there  existed  an  impressive  hyperplasia  at  the  margin 
of  these  ulcers.  Furthermore,  it  was  cjuite  obvious  that 
this  inflammatory  process  was  not  limited  to  the 
mucosa,  but  that  it  extended:  throughout  the  entire- 
wall,  producing  a reactive  peritonitis.  These  diffuse 
changes  in  the  entire  wall  are  best  seen  in  Figure  4. 
Another  significant  finding  consisted  of  pronounced 
r ascular  changes.  Fspecially  noticeable  was  the  severe 
endarteritis,  which  was  present  in  the  deeper  layers 
of  the  intestinal  wall  (Figure  5).  The  question  arises 
as  to  the  interpretation  ol  these  findings.  They  ob- 
viously do  not  fit  the  picture  of  either  amebiasis  or  the 
common  varieties  of  chronic  ulcerative  colitis.  How- 
ever, in  discussing  this  picture  with  the  other  path- 
ologists in  this  city,  we  all  agreed  that  recently  we 
have  encountered  cases  of  a rather  acute  inflamma- 


tory disease  of  the  large  intestine  which,  for  want  of 
a better  name,  we  have  called  acute  necrotizing  en- 
teritis. The  etiology  of  the  disease  is  unknown.  How- 
ever, there  is  very  little  doubt  in  my  mind  that  since 
the  introduction  of  antibiotics  profound  changes  have 
occurred  in  the  pathology  of  the  gastro-intestinal 
tract. 

Siiniiiiary 

In  summary,  then,  this  is  the  case  of  an  elderly 
woman  who  suddenly  developed  diarrhea  and  an  ill- 
ness which  ran  a rapid,  fatal  course.  The  picture  ap- 
parently is  that  of  a new  disease  entity  with  a char- 
acteristic morphological  change  in  the  large  intestine. 
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BERNARD  L.  MELTON,  M.  D. 
F.  A.  C.  S.,  F.  1.  C.  S. 

Associate  Fellow  American  Proctologic  Society 

EYE,  EAR,  NOSE  and  THROAT 

Diseases  of  the  Colon  and  Rectum 

107  Girard  Blvd.,  S.  E.  2-9313  Albuquerque,  N.  M. 

Certified  by  American  Board  of  Ophthalmology 
Certified  by  American  Board  of  Otolaryngology 
Certified  by  International  College  of  Surgeons 

GORDON  J.  McCURDY,  M.  D. 

HOWARD  C.  LAWRENCE,  M.  D. 

Diplomate  American  Board  of  Plastic  Surgery 

Certified  by  American  Board  of  Otolaryngology 
Fellow  of  American  College  of  Allergists 
Eye,  Ear,  Nose,  Throat,  Fenestration  and  Allergy 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

605  Professional  Bldg.  Phone;  Alpine  3-8209 

709  Professional  Building  Alpine  8-4101  Phoenix,  Arizona 

PHOENIX,  ARIZONA 
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LEROY  J.  MILLER,  M.  D. 

M.  ROBERT  KLEBANOFF,  M.  D. 

NEUROLOGICAL  SURGERY 

106  S.  Girard  Ave.  5-4831  Albuquerque,  N.  M 


CLINTON  W.  MORGAN,  M.  D. 

NEUROLOGICAL  SURGERY 

215  Oak  N.  E.  3-6195  Albuquerque,  N.  M. 


J.  H.  MULLEN,  D.  D.  S. 

GENERAL  DENTISTRY 
(Special  Consideration  Given  Children) 

1333  First  National  Bldg,  3-8687  El  Paso,  Texas 


A.  WILLIAM  MULTHAUF,  M.D.,  F.A.C.S. 

UROLOGICAL  DIAGNOSIS  AND  SURGERY 

1315  First  National  Bldg.  3-8986  El  Paso,  Texas 


JOSEPH  H.  McAlister,  m.  d.,  d.  a.  b.  r. 

Radiology  - Radioisotopes 

313-B  N.  Alleghaney  6-9221  Odessa,  Texas 


WALLACE  E.  NISSEN,  M.  D.,  F.  A.  C.  S. 
W.  W.  KRIDELBAUGH,  M.  D.,  F.  A.  C.  S. 

GENERAL  SURGERY 

Medical  Arts  Square 

801  Encino  Place,  Suite  35  3-2251  Albuquerque,  N.  M. 

THE  ORTHOPEDIC  CLINIC 

Orthopedic  Surgery 

W.  A.  BISHOP,  JR.,  M.  D.,  F.  A.  C.  S. 

AUVIN  L.  SWENSON,  M.  D. 

RAY  FIFE,  M.  D. 

SIDNEY  L.  STOVALL,  M.  D.,  F.  A.  C.  S. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
DE  WITT  W.  ENGLUND,  M.  D.,  ARTHRITIS 
1313  North  Second  Street  — Phone  ALpine  8-1586  — Phoenix,  Ariz 


JAMES  M.  OVENS,  M.  D. 

F.  A.  C.  S.,  F.  I.  C.  S. 

Diplomate  American  Board  of  Surgery 

CANCER  AND  TUMOR  SURGERY  X-RAY  AND 
RADIUM  THERAPY 

608  Professional  Building  AL  4-1973  Phoenix,  Ariz. 


ROBERT  E.  PARKINS,  D.  D.  S. 

GENERAL  DENTISTRY 
(Special  Consideration  Given  to  Children) 

Suite  IE  1501  Arizona  Street 

Phone  3-1245  El  Paso  Medical  Center  El  Paso,  Texas 

JACK  C.  POSTLEWAITE,  M.  D. 

Diplomate  American  Board  of  Internal  Medicine 

NATHAN  KLEBAN,  M.D. 

INTERNAL  MEDICINE 

Suite  5D  1501  Arizona  St. 

El  Paso  Medical  Center  2-1385  El  Paso,  Texas 

VINCENT  M.  RAVEL,  M.  D. 
CHARLES  C.  McVAUGH,  M.  D. 

— RADIOLOGY  — 

Mills  Building  and 

800  Montana  Street  2-3459  El  Paso,  Texas 

RISSLER-WOLLMANN  CLINIC 
ROSS  W.  RISSLER,  M.  D. 

(Certified  by  the  American  Board  of  Internal  Medicine) 

INTERNAL  MEDICINE— CARDIOLOGY 

WALTER  W.  WOLLMANN,  M.D.,  F.A.C.S. 

(Certified  by  the  American  Board  of  Surgery) 

GENERAL  SURGERY 

2001  Grant  Ave.  3-1601  El  Paso,  Texas 

ROY  R.  ROBERTSON,  M.  D. 

INTERNAL  MEDICINE  AND  CARDIOVASCULAR  DISEASES 

Medical  Arts  Square 

801  Encino  Place,  Suite  20  2-9619  Albuquerque,  N.  M. 


J.  S,  RODEN,  M.  D. 

GYNECOLOGY 

W.  S.  PARKS,  Jr.,  M.  D 

OBSTETRICS  AND  GYNECOLOGY 

G.  H.  LANG,  M.  D. 

OBSTETRICS 

108  N.  Garfield  St.  4-6592  Midland,  Texas 


Southwestern  Physicians’  Directory 


CECIL  A.  ROBINSON,  M.  D. 

Practice  Limited  to  Orthopedics 


111  Pine  St. 


2541 


Kermit,  Texas 


EUGENE  P.  SIMMS,  M.  D. 

— GENERAL  PRACTICE  — 

Medical  Arts  Center 

1213  Tenth  Street  Phone  8 Alamogordo,  N.  M. 


S.  PERRY  ROGERS,  M.  D. 

ORTHOPEDIC  SURGERY 


Suite  2B  El  Paso  Medical  Center 

Phone  2-4433 


1501  Arizona  Street 
El  Paso,  Texas 


GEORGE  M.  SCHLENKER,  M.  D. 

Practice  Limited  To  Neuro-Psychiatry 

Medical  Arts  Building 

415  E.  Yandell  B!vd.  3-7366  El  Paso,  Texas 


GERALD  A,  SLUSSER,  M.  D.,  A.  I.  C.  S. 

SURGERY  AND  OBSTETRICS 


100  Booker  Bldg.  Phone  670  Artesia,  N.  M. 


LESLIE  M.  SMITH,  M.  D.  H.  D.  GARRETT,  M.  D. 

DRS.  SMITH  AND  GARRETT 

Diplomates  American  Board  of  Dermatology  and  Syphllology 

DISEASES  OF  THE  SKIN 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 
Suite  3D  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-6172  El  Paso,  Texas 


WILLARD  W.  SCHUESSLER,  M.  D. 

Diplomate  American  Board  of  Plastic  Surgery 

DONALD  H.  EWALT,  M.  D. 

Plastic,  Reconstructive  Surgery  and 
Maxillo-facial  Surgery 

1501  Arizona  St.  Medical  Center,  Suite  4-C  El  Paso,  Texas 

F.  P SCHUSTER,  M.  D. 

S A.  SCHUSTER,  M.  D. 

NEWTON  F WALKER,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT-BRONCHOSCOPY 

First  National  Bldg.  2-1495  El  Paso,  Texas 

O.  J.  SHAFFER,  D.  D.  S.,  F.  A.  C.  D, 

(Diplomate  American  board  of  Oral  Surgery) 

ROY  G.  SLACK,  D.  M.  D. 

ORAL  SURGERY 

Suite  ID  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-6742  El  Paso,  Texas 

W.  G.  SHULTZ,  M.  D.,  F.  A.  C.  S. 

Diplomate  of  The  American  Board  of  Urology 

E.  R.  UPDEGRAFF,  M.  D. 

1010  N.  Country  Club  Road 

Telephone  5-2609  Tucson,  Arizona 


M.  P.  SPEARMAN,  M.  D.,  F.  A.  C.  S. 

Diplomate  American  Board  of  Otolaryngology 

EYE  - EAR  - NOSE  - THROAT 

Suite  5C  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-6011  El  Paso,  Texas 

C.  M.  STANFILL,  M.  D. 

Diplomate  American  Board  of  Otolaryngology 

EAR,  NOSE  and  THROAT 

Bronchoscopy  — Esophagoscopy 

307  MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blud.  2-9449  El  Paso.  Texas 


C.  S.  STONE,  M.  D.,  F.  A.  C.  S. 

A.  J.  JENSON,  B.  A.,  M.  D. 

V.  M.  HOLLAND,  B.  S.,  M.  D. 

PHONES:  3-5323  - 3-3033  - 3-4427 

301  East  Cain  Street  Hobbs,  N M 


D.  J.  SIBLEY,  JR.,  M.  D. 

GENERAL  PRACTICE 


Box  367 


Phone  584  Ft.  Stockton,  Texas 


JESSON  L.  STOWE,  M.  D. 

GRAY  E.  CARPENTER,  M.  D. 

GYNECOLOGY  AND  OBSTETRICS 
2323  Montana  Street  2-4631  El  Paso,  Texas 
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WINSLOW  P.  STRATEMEYER,  M.  D. 

DIplomate  American  Board  ot  Neurological  Surgery 
NEUROLOGICAL  SURGERY 

101  Medical  Arts  Bldg. 

415  E.  Yandell  Blvd.  3-7551  El  Paso,  Texas 


ROBERT  F.  THOMPSON,  M.  D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

UROLOGY 

816-818  Mills  Bldg.  2-4321  El  Paso,  Texas 


TUCSON  TUMOR  CLINIC 

CANCER  & ALLIED  DISEASES 

LUDWIG  LINDBERG,  M.  D. 

U.  V.  PORTMANN,  M.  D. 

721  N.  4th  Ave.  3-2531  Tucson,  Arizona 

W.  E.  VANDEVERE,  M.  D.,  F.  A.  C.  S. 

DIplomate  of  American  Boards  of  Ophthalmology  and  Otolaryngology 

W.  G.  MORROW,  JR.,  M.  D. 

DIplomate  American  Board  of  Ophthalmology 
OPHTHALMOLOGY 

1001  First  National  Bldg.  2-5629  El  Paso,  Texas 


TURNER'S  CLINICAL 
& X-RAY  LABORATORIES 


RICHARD  P.  WAGGONER,  M.  D. 

M.  S.  (SURG.),  F.A.C.S. 


GEORGE  TURNER,  M.  D. 
DELPHIN  von  BRIESEN,  M.  D. 


GENERAL  SURGERY 

504  N Richardson  St.  Phone  208  Roswell,  N.  M. 


MEDICAL  CENTER 


L E.  WILCOX,  M.  D. 
RUSSELL  L.  DETER,  M.  D. 
HERMAN  RICE,  M.  D. 


1501  Arizona  St. 
Building  No.  6 


Phone:  2-4689 
El  Paso,  Texas 


GENERAL  AND  THORACIC  SURGERY 
Suite  5E  El  Paso  Medical  Center  1501  Arizona  Street 


Phone  2-6529  El  Paso,  Texas 


HOTEL  DIED, 
SISTERS^ 
HOSPITAL 

Operated  in  Conjunction  With 
San  Jose  Clinic  and 
St.  Joseph’s  Maternity  Unit. 

Fully  Approved  by  the 
Joint  Commission  on 
Accreditation  of  Hospitals. 

EL  PASO,  TEXAS 


HOTEL  DIEU 
SCHOOL  OF 
NURSING 

Fully  Approved  by  the  National 
Nursing  Accrediting  Service. 

For  Residencies;  Apply  to 
Sister  Roberta,  Administrator. 
For  School  of  Nursing:  Apply  to 
Sister  Mary  Bernadette,  Director. 

EL  PASO,  TEXAS 


HOTEL  DIEU 
SCHOOL  OF 
MEDICAL 
TECHNOLOGY 

Fully  Approved  by  the 
American  Medical  Association, 
American  Society  of  Clinical 
Pathologists,  and  Registry  of 
Medical  Technologists. 

EL  PASO,  TEXAS 


The  Della  Rose 
Maternity  Home 

1307  N.  Mesa  El  Paso,  Texas  Phone  2-8015 

Private,  Licensed,  Pre-Natal  Home  for  Unwed  Mothers. 
.Staff  includes  leading  Southwestern  obstetricians. 
Delivery  in  a fully  accredited  El  Paso  hospital. 
Adoption  arranged  through  licensed  agency. 

Registered  nurses  on  duty  at  all  times. 

Correspondence  and  Interviews  Strictly  Confidential. 


(MRS.)  NETTIE  V.  BAIRD,  R.  N.,  Dirertor 
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Southwestern  General  Hospital 


App  roved  by  the  Joint  Commission  on  Accreditation  of  Hospitals 


Member  Hospital: 

American  Hospital  Association 
Blue  Cross  of  Texas 


Open  Staff 


COTTON  AVENUE  AND  ERIE  STREET  • EL  PA  SO,  TEXAS 


SANATORIUM 


5055  North  Thirty-Fourth  Street 
At  Camelback  Road 


Phoenix  Institute  of 
NEUROLOGY  & PSYCHIATRY 


AM  6-7238 


Director 

OTTO  L.  BENDHEIM,  M.D. 


Phoenix,  Arizona 


Tra.senitine®-  PJienobarbital 


■ Inhibits  Parasympathetic  Activity 

■ Relaxes  Smooth  Muscle  Directly 

■ Exerts  Local  Anesthetic  Effect 
on  G-I  Mucosa 

■ Sedates  the  Patient 


Without  Atropine  Side  Effects 

Each  tablet  coruains  50  mg. 

Trasentine  hydrochloride  and  20  mg. 
phenobarbital. 

Also  available:  Trasentine 
hydrochloride  Tablets,  75  mg. 


Trasentine®  hydrochloride 

(adiphenine  hydrochloride  CIBA) 
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# # <8»you  may  put  your  own  mind  at  ease 
as  well  as  calm  your  patient  when  you  prescribe  Noludar 
•Roche’  as  a sedative  (or  in  larger  dosage,  as  a 
hypnotic)*  There  is  little  danger  of  habituation 
or  other  side  effects,  because  Noludar 
is  not  a barbiturate.  Available  in 


Page  340 


SOUTHWESTERN  MEDICINE 


i 


is  as  important  to  the  young  patient  as 
effectiveness  is  to  you.  In  antibacterial 
therapy  Gantrisin  (acetyl)  Pediatric  Suspension 
is  useful  on  both  counts  because  of  its 
delicious  raspberry  flavor  without 
’’medicine"  aftertaste,  its  wide 
antibacterial  spectrum  and 
notable  freedom  from  gastro-intestinal 
upsets  and  other  side  effects. 

Hoffmann  - La  Roche  Inc  * Nutley  • N.J. 

Gantrisin®  acetyl  --  brand  of 
acetyl  sulfisoxazole 
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for  petit  mal  epilepsy 


mML  X X-OD^TX 

Kapseals®  and  Suspension 

(Arii;THYl.FHENYL8UCriNi:>,fIDF,.  PAHKE-DAVIS) 


A drug  of  choice  for  control  of  petit  mal  attacks 
...  of  definite  help  in  some  cases  of  psychomotor 
epilepsy . . . relatively  nontoxic  with  very  few  and 
mild  side  effects. 


In  patients  with  mixed  grand  mal-  petit  mal  epilepsy, 
MILONTIN  may  be  used  in  conjunction  with  Dilantin® 
Sodium  (diphenylhydantoin  sodium,  Parke-Davis)  or 
Dilantin  Sodium  with  Phenobarbital. 

MILONTIN  Kapseals,  0.5  Gm.,  bottles  of  100  and  1,000. 
Now  also  available  as  Milontin  Suspension  (250  mg.  per 
4-cc.  tsp.)  in  16-ouuce  bottles.  Literature  on  request. 


and  Theragran  gives 

therapeutic  results 


THERAGRAN 


Each  Theragran  Capsule  supplies: 
Vitamin  A ...  25,000  U.S.P.  Units 

(synthetic) 

Vitamin  D ....  1,000  U.S.P.  Units 
Thiamine  Mononitrate  ...  10  mg. 

Riboflavin  10  mg. 

Miacinamide  150  mg. 

Ascorbic  Acid  150  mg. 

1 or  more  capsules  daily 
bottles  of  30, 100  and  1000. 
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^THERAGRAN*  IS  A SQUIBB  TRADEMARK 


Squibb 
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NO  ONE  IS  COMPLETELY  IMMUNE 


BONAMINE 

BRAND  OF  MECLIZINE  HYDROCHLORIDE 


Motion  sickness  afflicts  people  of  all  ages 
because  almost  everyone  is  sensitive  to 
labyrinthine  irritation  induced  by  travel 
on  land  and  sea  and  in  the  air. 


Bonaniine  has  proved  unusually  effective  to 
prevent  and  treat  this  minor  but  distressing 
complaint.  And  a new  agreeable  method 
of  administration  is  now  offered  by  the 
incorporation  of  this  well-tolerated  agent, 
with  its  prolonged  action,  in  a pleasantly 
mint-flavored  chewing-gum  base.  90%  (tf  the 
drug  content  becomes  available  in  oidy 
five  minutes  of  chewing. 


Supplied  on  prescription  only: 

Bonamine  Tablets  (scored  and 

tasteless)  25  mg. 

New 

Bonamine  Chewing  Tablets  25  mg. 


Bonamine  is  also  indicated  for  the  control 
of  nausea,  vomiting  and  vertigo  associated  with 
laltyrinthine  and  vestibular  disturbances, 
postoperative  status,  Meniere’s  syndrome  and 
radiation  therapy. 


Pfizer 


PFIZER  LABORATORIES,  Brooklyn  6.  N.  Y. 

Division,  Cihas.  Pfizer  & Co.,  Inc. 
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CANCER 

INFORMATION 

Films,  publications  and  other  | 

data  on  techniques  for  detect- 
ing and  treating  cancer  are 

available  free  to  physicians. 

Apply  to  your  State  Division 
of  the 

AMERICAN 

CANCER 

SOCIETY 

AUGUST,  1955 


-Longer  lasting,^ 


more  effective  relief 


back  pain 


Mephate  has  been  shown  more 
effective  and  longer  lasting 
:;than  mephenesin  alone^ . . . 
ihiermpting  the  interaction  of 
poin  arrd  spastieiiy  to  achieve 
i satisfactory  relief  in  86.8 
percent  of  cases  tested.^ 


MEPHATE 


CAPSULES 


KTephate  relaxes  muscle  spasm 
vvithout  impairing  strength, 
diminishes  tension  and  anxiety 
without  clouding  consciousness. 
Each  capsule  contains  mephenesin 
0.25  Gm.and  glutamic  acid 
hydrochloride  0.30  Gm. 


1.  Bender,  T.  J,  Jr.:  at  Mtg.  Med.  Assoc. 
St.  Alabama,  Mobile,  1954. 

2.  Jessup,  R.,  Murray,  R.  J.  and 
Rossi,  A.'.  Amer.  Pract.  & 

Dig.  of  Treatment,  5:792,  1954. 


Ml 


The  prescription  product  that  helps  reduce  weight 


Bottles  of  100  and  1,000 
. ■ ■ sold  on  prescription  only. 

Dosage:  1 or  2 capsules,  'h 
to  1 hour  before  each  meal. 


REVICAPS  provide  easy  appetite-control  for  those  patients  who  are 
dangerously  overweight,  and  they  are  ideal  for  the  man  or  woman 
who  doesn’t  require  a drastic  diet,  but  will  benefit  from  losing  a 
few  pounds. 

REVICAPS  supply  d-Amphetamine  to  elevate  the  patient’s  mood, 
methylcellulose  to  furnish  bulk,  21  essential  vitamins  and  minerals. 

REVICAPS 


d-Amphetamine — Vitamins  and  Minerals  Lederle 


LEDERLE  LABORATORIES  DIVISION  AMER/CA/v 


Gianamul 


coArf'A/VE  Pearl  River,  New  York  ( 


EYE  DROPS 

With  Ephedrine  .2  % 
'/2 -Oz.  Dropper  Bottle 


FORMULA 

Boric  Acid,  Sodium 
Chloride,  Sodium 
Borate,  Camphor 
Water,  Glycerin, 
Chlorobutanol,  Ben- 
zalkonium  Chloride. 


EYE  WASH 


V/i+hout  Ephedrine 
4-Oz.  Bottle  with  Eye  Cup. 


Provides  an  excellent  prophylactic 
after  exposure  to  sun,  wind,  glare,  dust 
or  after  a swim.  The  EYE  BATH  is 
excellent  for  milady  at  the  start  of 


RHINOPTO  COMPANY 

Dallas 

Manufacturers  of  - 

RHINALL  NOSE  DROPS 


her  "evening.” 


Ethical  Specialties  for  the  Profession  ★ SAMPLES  ON  REQUEST 
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METANDREN 

the  most  potent  oral  androgen 


LINGUETS 


FEMANDREN  LINGUETS 


the  most  potent  oral  estrogen  with  the  most  potent  oral  androgen 

Buccally  or  sublingually  absorbed  linguets  by-pass  liver 

Inactivation  or  gastric  destruction— are  virtually  as  potent  as  parenteral 

steroids— provide  effective,  convenient,  low-cost  hormone  therapy. 

Supply:  Metondren  Linguets,  5 mg.  (white,  scored)  and  10  mg. 

(yellow,  scored).  Femondren  Linguets  (green,  scored),  each  containing 
0.02  mg.  ethinyl  estradiol  and  5 mg,  methyltestosterone. 

Metondren®  (methyltestosterone  U.S.P.  ciba) 

Femondren®  (methyltestosterone  with  ethinyl  estradiol  ciba) 

Linguets®  (tablets  for  mucosal  absorption  ciba) 

CIBA  Summit,  N.J.  2/  2079M 
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Now  Available  --  Fresh  From  The  Farm 


For  infants,  the  elderly, 
the  treatment  of  stomach 
disorders  and  allergies — 
GOAT’S  Milk  is  often 
the  right  answer.  Now 
in  plentiful  supply,  fresh 
from  the  farm. 

Certified  Milk 

is  produced  under  the 
supervision  of  the 
El  Paso  County  Medical 
Milk  Commission 


Write  or  call  Price’s  for  detailed  literature  on  Certified  Goat’s  Milk 

Price’s  Creameries,  Inc.  600  N.  Piedras  Street,  El  Paso  Phone  5-2711 
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Sufiplif  CctdifiaHii 

Your  Complete  Source  in  The  Southwest  For  All  Ethical 
Medical  Equipment  and  Supplies 
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from  an  editorial  in  the  J.A.M.A. 
(156:991,  Nov.  6,  1954): 


Oral  broad  spectrum  antibiotic  therapy 
may  cause  infection  with  Candida  albicans 


anti  bacterial  therapy 

plus 

antifungal  prophylaxis 
in  one  capsule 


Each  Mysteclin  capsule,  containing  250 
milligrams  of  tetracycline  hydrochloride 
and  250,000  units  of  nystatin,  costs  the 
patient  only  a few  pennies  more  than  does 
tetracycline  alone. 

Minimum  adult  dose:  1 capsule  q.i.d. 
Supply:  Bottles  of  12  and  100. 


MYSTECLIN 

SQUIBB  TETR  ACYC  Ul  N E — NYSTATI  N 

antibacterial  • antifungal 


‘mysteclin*  is  a SQUIBB  TRADEMARK 


Squibb 
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most  prescribed 
broad-spectrum 
antibiotic 


* 


Hydrochloride 
Tetracycline  HCl  Lederle 


In  less  than  two  years, 
Achromycin  has  become  the 
leader  in  its  field. 

Next  time  you  find  a broad- 
spectrum  antibiotic  is  indi- 
cated, remember  these  facts 
about  Achromycin:  it  is 
especially  well  tolerated  by 
persons  of  all  ages;  it  dif- 
fuses rapidly  and  provides 
prompt  control  of  infection; 
it  has  proved  effective  against 
Gram-positive  and  Gram- 
negative bacteria,  rickettsia, 
and  certain  viruses  and  pro- 
tozoa; every  gram  is  made 
in  Lederle’s  own  laboratories 
under  rigid  quality  controls. 

Today’s  foremost  antibiotic! 


LEDERLE  LABORATORIES  DIVISION 
C'liatiatnicl  rn  ui’Aiw 
Pearl  River,  New  York 


) '' 
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a thimbleful  of  dosage 


handml 
of 


baby” 


2.5  cc.  Hypertussis  eliminates  massive  dosage  in  whoop- 
ing cough  treatment  or  passive  prevention.  A crystal- 
clear  homologous  protein,  2.5  cc.  Hypertussis  contains 
the  gamma  globulin  equivalent  of  25  cc.  of  human 
hyper-immune  serum.  This  specific  anti-pertussis  frac- 
tion is  concentrated  10-fold  to  obviate  the  pain  and 
inconvenience  associated  with  massive  dosage — giving 
you  the  advantage  of 

“a  thimbleful  of  dosage  for  a handful  of  baby.” 


Hypertussis  will  not  interfere  with 
the  use  of  antibiotics  where  they 
may  be  indicated. 

2.5  cc.  Hypertussis  is  supplied  in  2.5 
cc.  (one  dose)  vials,  ready  for  immedi- 
ate intramuscular  injection. 


For  whooping  cough  prophylaxis 
and  treatment  specify 

2.5cc.  HYPERTUSSIS® 

(anti-pertussis  serum-human) 
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^ THE  PRESIDENT’S  COLUMN  ^ 


Who  Wants  More  Ih^epaid  Medical  Care? 

By  Joseph  Bank.  M.D.,  Phoenix 


It  is  generally  conceded  tliat  socialized  medicine 
is  a threat  which  cannot  be  laughed  oft  or  ignored. 
But  in  the  manner  of  combatting  it  there  is  no  una- 
nimity of  opinion.  Early 
in  the  struggle  against 
compulsory  health  in- 
surance the  pressure  was 
largely  from  political 
sources.  It  was  believed 
then  that  bureaucrats 
were  interested  in  in- 
creasing their  power 
and  that  vote-seeking 
politicians  sought  to 
give  "something  for 
nothing."  To  restrain 
such  schemes  it  was 
natural  to  exert  influ- 
ence on  elected  repre- 
sentatives and  candidates 
for  office,  directly  or  through  lobbies. 

A new  look  at  the  situation  at  this  time  shows 
that  the  proponents  of  increased  health  insurance  are 
no  longer  limited  to  the  ranks  of  politicians  or  office 
holders.  Many  of  the  voices  heard  today  urging  more 
rapid  spread  of  health  insurance  are  those  of  leaders 
in  management  and  labor,  and  also  those  of  finan- 
ciers who  are  thinking  about  costs  as  well  as  needs. 
Corporations  are  expanding  the  nature  of  their  health 
insurance  programs.  Unions  demand  health  protec- 
tion increasingly  as  fringe  benefits  for  their  mem- 
bers. 

Increasing  Demands 

Estimates  suggest  that  existing  national  facilities 
and  personnel  may  prove  insufficient  to  meet  the 
demands  or  deferred  demands  of  the  increasing  mil- 
lions who  will  be  insured,  and  the  increasing  cover- 
age for  those  with  present,  more  limited  insurance. 
It  is  stated  that  one  hundred  million  Americans  are 
covered  by  some  degree  of  health  insurance,  and 
those  mostly  for  hospital  care  only.  Sixty  million 
people  have  no  health  insurance  of  any  sort.  Of  the 
Nation’s  total  health  bill,  only  25  per  cent  were 
covered  by  any  form  of  prepaid  health  insurance. 
Statistics  also  indicate  that  only  25  per  cent  of  those 
earning  less  than  $2500  a year  have  any  form  of  in- 
surance protection. 


The  questions  raised  by  interested  parties  are  how 
the  increasing  needs  can  be  met  in  the  future  and 
what  can  be  done  to  prevent  the  anxiety  and  tension 
that  may  be  built  up  in  millions  of  people  if  there 
occurs  a shortage  ot  physical  plants,  personnel  or 
financial  resources,  in  time  of  health  need.  This  in 
turn  may  suggest  a British  type  solution  which  all 
wish  to  avoid.  It  is  believed,  therefore,  by  the  Editor 
of  Eorbes  Magazine  ot  Business  and  Einance,  that  a 
tremendous  expansion  of  voluntary,  more  compre- 
hensive health  insurance  plans  is  imperative  in  order 
that  the  Government  may  not  be  called  upon  to  do 
the  job. 

New  Pattern 

Some  believe  that  an  increased  degree  of  "coopera- 
tion " with  the  Government,  perhaps  as  in  the  pro- 
posal of  President  Eisenhower  for  a re-insurance  pro- 
gram, is  advisable.  Benson  Eord,  vice-president  of 
the  Ford  Motor  Company,  believes  that  voluntary 
cooperation  with  the  Government  would  serve  to 
keep  the  reins  of  medical  care  in  private  hands,  and 
in  addition,  make  for  the  best  use  of  combined  public 
and  private  resources.  It  is  argued  that  since  the 
Government  is  in  the  health  picture  to  stay,  this 
would  be  a good  time  to  set  a pattern  for  the  future 
because  the  present  administration  is  sympathetic  to 
the  principles  of  private  enterprise.  In  this  challeng- 
ing situation,  one  might  ask,  is  this  policy  of  "co- 
operation" a step  in  the  direction  of  socialized  med- 
icine, or  is  it  a realistic  appraisal  on  the  principle 
of  "If  you  can't  lick  ’em,  join  'em" 

lieappraisal  Neederl 

Such  expressions  of  opinion  from  economists,  in- 
dustrialists, or  financial  magazines  cannot  be  accused 
of  being  politically  tinged  or  leftist,  even  though 
they  may  be  considered  slanted.  We  might  be  asked 
by  our  opponents  for  a "positive"  program  instead 
of  being  merely  agin  it."  Has  the  time  come  for 
compromise  and  change  rather  than  for  putting  all 
our  eggs  in  the  one  basket  of  political  opposition? 
At  a time  when  so  many  others  are  trying  to  do  our 
thinking  for  us,  would  it  not  be  wise  for  us,  in  self 
interest,  to  reweigh  and  reappraise  exactly  where  we 
stand  in  the  light  of  current  events. 
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APHORISMS  and  MEMORABILIA 


Miscellaneous  Medical  Truths  and  Concepts 

By  Andrew  M.  Babey,  M.D.,  Las  Cruces,  N.M. 
(Continued) 


31.  "When  a patient  is  angry  with  his  doctor, 
especially  a doctor  whom  he  is  seeing  for  the  first 
time,  the  source  of  that  anger  lies  within  the  patient 
and  is  not  due  to  something  the  doctor  has  done  or 

has  not  done The  strangest  part  of  this 

phenomenon  is  that  the  doctor’s  conscience  usually 
insists  that  it  is  all  his  own  fault  and  he  believes, 
falsely,  that  the  patients  of  a good  physician  worship 
him  and  never  get  angry.  This  is  false,  for  anger  is 
such  a universal  feeling  and  one  so  important  that  a 
doctor  whose  patients  never  can  feel  free  to  express 
dissatisfaction  or  anger  toward  him  is  not  a good 
doctor."  Brian  Bird;  American  Practitioner : February, 
1955;  P.  275. 

32.  "It  is  common  to  find  that  anger  covers  or 
is  a defense  against  anxiety — anxiety  from  any  source. 
Realizing  this,  one  can  often  say  to  a hostile  patient 
that  he  must  be  very  anxious  and  thus  bring  the 
truer  feeling  to  light.”  Bird;  loc.  cit.;  P.  276. 

.3,3.  "In  fact,  it  can  be  said  that  whenever  a pa- 
tient of  average  intelligence  finds  difficulty  in  under- 
standing or  carrying  out  directions,  one  should  sus- 
pect the  presence  of  a strong  .hidden  emotion.” 
Bird;  loc.  cit.;  P.  276-277. 

.34.  "It  is  best  not  to  try  to  like  patients  for  whom 
there  is  an  unreasonable  dislike,  and  it  is  best  not 
to  try  to  treat  them.  Instead,  arrange  for  them  to  go 
to  another  doctor.”  Bird;  loc.  cit.;  P.  277. 

Advice 

.3.3.  "It  is  not  uncommon  for  people  to  ask  for 
advice  when  it  is  impossible  for  them  to  follow  it 
or  when  they  have  already  decided  upon  a set  course 
of  action.  Advice  that  goes  contrary  to  what  they  are 
going  to  do  is  then  always  wrong.  All  it  does  is 
throw  doubt  upon  their  action  and  lessen  their 
chances  of  success.  When  people  ask  if  they  should 
get  married,  or  have  a baby,  or  stop  drinking,  or 
whatever,  it  is  not  bad  to  ask  them,  in  turn,  whether 
anything  they  are  told  will  make  the  slightest  dif- 
ference. The  doctor  will  be  surprised  how  often  he 
gets  'no'  for  an  answer.”  Bird;  loc  cit.;  P.  280. 

36.  "How  can  any  doctor  resist  when  a patient 
says,  T could  ask  this  only  of  you.  No  one  else  In 
the  world  could  give  me  this  advice’  ? And  the  pa- 
tient's words  are  often  true:  the  doctor  has  it  at  his 
command  and  in  his  power  to  give  good  advice — and 
he  should  give  it.  But  always  and  only  after  all  the 
facts  are  known.  In  addition,  he  should  make  certain 
that  he  does  not  unknowingly  contradict  advice  given 
by  others.”  Bird;  loc.  cit.;  P.  280. 


37.  "The  doctor  should  make  certain,  too,  that 
the  patient  understands  his  advice — and  lastly  that 
there  is  some  chance  he  will  follow  it.  Otherwise  it 
should  not  be  given.”  Bird;  loc.  cit.;  P.  280. 

Tears 

38.  "So,  when  a patient  seems  near  tears,  why 
not  let  him  cry  and  why  not  sit  by  until  ,he  lets  a 
good  part  of  it  out?  It  is  not  easy  and  it  may  be 
impossible  for  some  doctors  to  do  this.  But  the 
dividends  are  great.  For  after  tears  have  come  is  the 
time  when  a patient  can  often  talk  best — or  perhaps 

it  is  the  only  time Tears  can  have  a remarkably 

seductive  effect  and  from  that  standpoint  can  be  very 
dangerous.  They  tend  to  arouse  in  the  observer  power- 
ful feelings  of  sympathy,  wishes  to  bring  comfort 
and  tenderness,  impulses  to  take  the  tearful  person 
into  one’s  arms.  This  initial  and  innocent  reaction, 
which  is  much  like  the  attitude  a mother  has  to  her 
crying  baby,  can  quickly  extend  or  change  into  feel- 
ings that  are  frankly  sexual.  The  change  may  be  so 
sudden  and  unprepared-for  that  the  doctor  is  caught 
completely  off  guard  and  will  engage  in  behavior  in 
which  ordinarily  he  would  have  no  part.”  Bird;  loc. 
cit;  P.  281. 

39.  "Grief,  like  tears  or  others  emotions,  is  nor- 
mally self-limited,  that  is,  it  runs  its  course  in  a slow 
but  steady,  progressive  way.  But  occasionally  it  does 
not,  and  doctors  might  be  advised  to  watch  out  for 
signs  of  a grief  that  does  not  let  up — say,  after  some 
month.s — and  to  realize  that  something  has  gone 
wrong.”  Bird;  loc.  cit.;  P.  281. 

Truth 

40.  "What  about  those  patients  who  demand  to 
know  the  truth,  the  ones  who  beg  to  know,  who  de- 
clare they  are  strong  enough  to  be  told  the  worst, 
the  ones  who  say  they  will  feel  better  if  they  know  ? 
What  about  them?  The  most  important  thing  to 
realize  with  such  patients  is  that  the  doctor  need  never 
consider  their  questions,  demands,  supplications,  or 
literal  arguments  at  face  value.  The  doctor  is  al- 
ways in  a much  better  position  if  he  looks  behind 
the  patient’s  words,  if  he  feels  free  to  suspect  in 
every  case  that  the  words  are  not  as  brave  or  as  real 
as  they  sound.  The  patient  does  not  mean  what  he 
says.  He  may  think  he  does — he  may  insist  upon  it — ■ 
but  really  he  does  not  want  to  know  whether  he  is 
going  to  die.”  Bird;  loc.  cit.;  P.  282. 

41.  "There  is  a wonderful  mechanism  in  the 
human  mind  that  enables  patients  to  do  this — to  see 
hope  where  no  hope  exists,  to  blind  themselves  to 
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all  the  signs  of  death.  It  is  a wonderful  mechanism 
called  denial,  and  it  acts  very  much  like  morphine  . . . 
It  is  truly  remarkable  to  what  extent  this  mechanism 
works.  When  it  works  well,  it  is  infinitely  more 
powerful  than  any  drug.  With  all  his  senses  intact, 
the  patient  slowly  dying  from  cancer  can  watch  his 
weight  steadily  dropping,  can  see  the  gross  cancerous 
changes  taking  place,  can  assist  in  the  increasingly 
burdensome  dressings,  and  yet  in  spite  of  all  the 
evidence  piling  up  so  high,  can  cheerfully  go  on 
making  plans  for  the  future  and  talking  of  the  time 
when  he  will  be  completely  well  again.  This  function 
of  denial  operates  without  the  patient’s  knowledge.” 
Bird;  loc.  c'lt.;  P.  283. 

Denial 

42.  "The  physician,  seeing  evidence  of  denial,  is 
commonly  tempted  to  combat  it,  to  set  the  patient 
straight.  Some  physicians  are  annoyed  by  the  absur- 
dity of  the  situation  and  cannot  understand  how  an 
intelligent  person  can  be  so  stupid.  But  in  spite  of 
feeling  impatient  or  annoyed,  the  physician  should 
recognize  that  he  can  help  best  by  fostering  this 
natural,  built-in  defense,  by  restraining  any  wish  he 
may  have  to  force  facts  upon  the  patient.”  Bird;  loc. 
at.;  P.  283. 

43.  "Whenever  a patient  has  little  to  say,  when- 
ever he  is  slow  to  respond,  or  does  so  sparsely  and 
in  a listless  way,  always  suspect  that  he  is  depressed. 
One  of  the  main  signs  of  depression  is  a reduction 
and  limitation  of  talking.  Thus,  in  talking  with  a 
depressed  patient,  an  actual  difficulty  will  be  present: 
it  will  be  hard  to  get  him  to  say  much.”  Bird;  loc. 
at.;  P.  284. 

44.  "In  order  to  safeguard  the  patient,  the  doctor 
in  all  cases  of  depression  should  try  in  a very  careful 
way  to  evaluate  the  suicidal  risk.”  Bird;  loc.  cit.; 
P.  284. 

45.  "Talking  to  a patient  about  suicide  can  be 
decidedly  unpleasant,  and  the  doctor’s  reluctance  to 
do  it  is  understandable.  But  it  is  a task  he  cannot 
shirk.  Furthermore,  once  a decision  has  been  reached 
that  the  patient  is  in  danger  of  suicide,  something 
must  be  done:  the  patient  must  be  put  in  a protected 
place.  And  this,  too,  is  difficult  for  the  doctor  to 
talk  to  the  patient  about.”  Bird;  loc.  cit.;  P.  285. 

46.  "Most  doctors  have  at  least  some  feeling  of 
discomfort  or  embarrassment  when  talking  with  pa- 
tients who  are  mentally  ill.  It  is  as  if  the  mentally 
ill  are  another  race  of  people,  from  another  planet, 
as  if  there  is  something  unnatural  about  them.”  Bird; 
loc.  cit;  P.  285. 

Psycdiotic 

47.  "The  first  point  to  have  clearly  in  mind  is 
that  a mentally  ill  patient  is  psychotic — not  neurotic. 
One  can  talk  with  a neurotic  patient  in  a completely 
usual  way.  One  cannot  talk  successfully  with  a psy- 
chotic patient  in  the  usual  way.”  Bird;  loc.  cit.;  P. 
285. 


48.  If,  for  example,  his  psychotic  ideas  concern 
his  stomach  and  bowels,  one  may  be  sure  there  will 
be  no  valid  sense  in  what  he  says  about  them  or  in 
his  understanding  of  what  the  doctor  tells  him.  He 
will  be  talking  of  one,  the  doctor  of  another,  and 
there  will  be  no  common  meeting  ground.  Once, 
however,  the  doctor  gets  away  from  the  delusional 
area — perhaps  even  to  talking  about  the  bowels  of 
someone  else,  or  about  some  other  part  of  his  body — 
he  will  be  free  to  understand  anything  that  is  said 
to  him  and  he  will  report  accurately  how  he  feels.” 
Bird;  loc.  cit.;  P.  285. 

49.  "The  physician,  if  he  is  called  upon  to  help 
get  the  patient  into  a mental  hospital,  will  do  it  most 
easily  by  taking  charge,  by  avoiding  lengthy  talk  or 
attempts  at  reasoning.  The  patient  will  not  under- 
stand or  agree  that  he  needs  to  go  to  a hospital,  and 
it  will  be  impossible,  as  a rule,  no  matter  what  words 
the  physician  uses,  to  make  him  understand.  " Bird; 
loc.  cit.;  P.  285. 

,50.  "Doctors  are  often  reluctant  to  tell  a patient 
he  is  mentally  ill.  They  feel  sorry  for  the  patient, 
feel  that  the  patient  will  be  sensitive — will  be  hurt 
or  ashamed  or  angry.  The  truth  is  that  the  psychosis 
of  the  patient  in  large  measure  protects  him  from 
such  hurts.  He  believes  fully  in  his  delusions  and 
is  not  ashamed  of  them.”  Bird;  loc.  cit.;  P.  286. 

,51.  ’ "Whenever  a piatient’s  behavior  in 

treatment  is  peculiar  or  uncooperative,  the  first  thing 
the  doctor  should  think  of  is  the  level  of  the  patient's 
intelligence.”  Bird;  loc.  cit.;  P.  286. 

Retarded 

52.  "A  retarded  patient  must  be  talked  to  and 
managed  very  differently  than  the  ordinary  patient.” 
Bird ; loc.  cit.;  P.  287. 

.53.  "So,  with  an  anxious  patient,  it  is  helpful  to 
talk  with  him  about  his  anxiety  and  to  give  him  a 
chance  to  tell  why  he  is  anxious.  Be  prepared,  too, 
to  hear  some  ’weird  fears  and  fantasies.’  Remember 
the  fantasies  of  children  and  be  prepared  to  hear 
many  of  them  from  patients,  especially  when  they 
are  physically  ill.  They  will  have  all  kinds  of  peculiar 
explanations  for  their  illnesses,  and  do  not  be  too 
quick  to  cut  them  off  and  to  set  them  straight.  Let 
them,  as  it  were,  empty  their  stomachs  of  the  bad 
food  before  they  are  fed  the  good  food.”  Bird;  loc. 
lit.;  P.  288. 

.54.  "A  very  common  tendency  is  to  talk  too  much 
to  a patient  about  ourselves  and  our  families.  Some 
doctors  do  this  as  a form  of  reassurance  to  show  the 
patient  that  he  is  not  alone  in  his  suffering.  Most 
of  the  time  no  help  is  gained  from  this  practice,  and 
instead  it  tends  to  stop  the  patient  from  telling  more.” 
Bird ; loc.  cit. ; P.  288. 

(To  Be  Continued) 


Page  356 


SOUTHWESTERN  MEDICINE 


AUGUST,  1955 


CURRENT  THERAPY 


Antithyroid  Drugs 

By  Jack  A.  Bernard,  M.  D.,  El  Paso 


The  introduction  of  thiourea  and  thiouracil  in 
1943  was  followed  by  the  related  compounds  thio- 
barbital,  aminothiouracil,  propylthiouracil,  methyl- 
thiouracil,  iodothiouracil,  Meprocil  (a  combination 
of  methylthiouracil  and  propylthiouracil),  Tapazole 
and  Neomercazole.  Because  of  their  high  instance  of 
toxicity,  all  have  been  generally  abandoned  except 
propylthiouracil,  Tapazole,  and  Neomercazole.  Pro- 
pylthiouracil has  enjoyed  the  widest  usage  and  its 
incidence  of  reactions  has  been  found  to  be  about 
1.5  per  cent.  Tapazole  is  considered  to  have  an  in- 
cidence of  reactions  from  three  to  six  per  cent.  Neo- 
mercazole was  first  thought  to  have  a low  incidence 
of  reactions  but  further  clinical  studies  have  indicated 
its  toxicity,  the  exact  incidence  of  which  is  yet  to 
be  determined. 

Propylthiouracil 

Propylthiouracil  would  seem  for  the  present  to  be 
the  antithyroid  drug  of  choice,  with  its  established 
low  incidence  of  toxicity  of  1.5  per  cent.  The 
suggested  dosage  is  200  to  400  mg.  daily,  with 
300  to  500  mg.  daily  necessary  for  the  adenomatous 
goiter  with  hyperthyroidism.  It  has  been  found  that 
in  many  instances  inadequate  dosages  for  control  have 
been  used,  and  600  to  1,000  mg.  daily  are  often 
necessary.  Also  toxic  reactions  do  not  seem  to  be 
related  to  the  size  of  the  dosage,  as  side  reactions 
may  occur  even  in  patients  receiving  50  mg.  daily. 
The  side  reactions  include  dermatitis,  drug  fever, 
leukopenia,  and  serious  agranulocytosis. 

Tapazole 

Tapazole  (l-methyl-2-mercaptoimidazole)  has  been 
thought  to  be  more  effective  and  to  act  more  quickly 
than  the  other  thiourea  derivatives.  It  is  25  times 
more  potent  than  thiouracil,  10  times  as  active  as 
propylthiouracil.  The  recommended  dosage  is  20  to 
50  mg.  daily,  with  maintenance  dosage  of  five  to  ten 
mg.  daily.  Toxic  reactions  as  have  been  mentioned 
occur  in  three  to  six  per  cent  of  the  cases  and  include 
skin  reactions,  stomatitis,  severe  granulocytopenia. 
Antihistamines  and  reduction  of  dosage  have  been 
used  to  control  the  skin  manifestations  in  some  in- 
stances. 

There  seems  to  be  a definite  relationship  between 
the  size  of  the  dose  of  Tapazole  and  the  develop- 
ment of  reactions  in  that  toxic  reactions  more  com- 
monly developed  in  patients  who  received  the  higher 
dosages  (above  40  mg.  daily).  Therefore  a reduced 
dosage  (20  to  40  mg.  daily)  may  result  in  less  re- 
actions. 


Neomercazole 

Neomercazole,  a modification  of  Tapazole,  seems 
to  be  well  tolerated  at  a dosage  level  of  60  mg.  a 
day,  which  is  about  twice  the  dosage  needed  for  the 
initial  control  of  most  cases  of  thyrotoxicosis.  Dos- 
age is  the  same  as  for  Tapazole:  30  mg.  per  day 
initially,  with  a maintenance  dosage  of  15  mg.  per 
day.  At  the  higher  dosage  levels  toxic  reactions  such 
as  dermatitis,  joint  involvement  may  occur,  but  severe 
reactions  of  agranulocytosis  are  being  reported  as 
more  extensive  clinical  trials  are  reported. 

Summary 

In  summary,  a review  of  the  antithyroid  drugs 
reveals  that  the  drug  with  the  lowest  incidence  of 
toxicity  is  the  drug  of  choice.  Propylthiouracil  has 
enjoyed  the  widest  usage  and  seems  to  have  the  low- 
est incidence  of  toxicity  of  the  drugs  studied.  Tapa- 
zole has  a slightly  increased  incidence  of  toxicity, 
but  the  reactions  are  not  as  serious  and  agranulocyto- 
sis does  not  seem  as  common.  Also  its  incidence  of 
toxicity  may  be  reduced  if  the  higher  dosage  is 
avoided.  Neomercazole  seems  to  have  about  the  same 
incidence  of  reactions  as  Tapazole. 


Southwest  Blood  Banks  Medical  Director 
Named 

Dr.  John  B.  Alsever,  internationally  known  for  his 
work  with  blood  programs,  who  spent  1 3 years 
with  the  U.  S.  Public  Health  Service,  is  the  first 
fulltime  medical  director  for  Southwest  Blood  Banks, 
Inc.,  with  headquarters  in  Phoenix,  Arizona. 

Dr.  Alsever  has  supervisory  responsibility  for  the 
technical,  scientific,  experimental,  educational,  re- 
search, and  laboratory  work  of  Southwest  Blood 
Banks. 

A graduate  of  Harvard  Medical  School  and  Syra- 
cuse University,  Dr.  Alsever  organized  and  directed 
the  latter’s  medical  center  and  blood  transfusion 
service.  He  also  was  an  instructor  in  pathology  at 
Syracuse  Medical  School. 


Southwestern  Ob-Gyn  Meet  in  El  Paso 
October  28-29 

The  annual  meeting  of  the  Southwest  Obstetrical 
and  Gynecological  Society  will  be  held  in  El  Paso, 
Texas,  October  28  and  29.  Physicians  from  Southern 
California,  Nevada,  Arizona,  New  Mexico,  and  El 
Paso  county  are  members  of  the  society.  Dr.  Celso 
C.  Stapp  of  El  Paso  is  president.  Complete  details 
of  the  meeting  will  be  carried  in  forthcoming  issues 
of  Southwestern  Medicine. 


Scientific  Exhibits 

ore  tliiin  11, (KH)  pliysicians  gathered  at  Atlantic 
City  for  the  104th  annual  meeting  of  the  American 
Medical  Association.  In  its  usual  impressive 
fashion  the  Scientific  Exhibit  section  played  to 
standing  room  only  attendance.  Here,  especially  pre- 
pared for  readers  of  this  magazine,  is  an  eight- 
page  graphic  report  showing  some  of  the  outstand- 
ing exhibits.  The  AMA  will  prepare  and  Crime 
& Stratton  will  publish  this  fall,  150  of  the  350 
exhibits  in  book  form. 
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Chairman  of  the  Council  on  Scientific  As-  1 
sembly  this  year  was  Dr.  Alphonse 
McAIahon,  St.  Louis.  The  commanding 
general  of  both  the  Scientific  Exhibit 
and  the  scientific  program  was  Dr.  Thomas 
C.  Hull,  secretary  of  the  Council.  At 
left,  he  awards  an  honorable  mention  cer- 
tificate to  “Structure  and  Dynamics  of  the 
Human  Epidermis,”  by  Hermann  Pincus 
and  Catherine  Heise  Steele,  Detroit  In- 
stitute of  Cancer  Research  and  Wayne 
University  College  of  Medicine,  Detroit. 


Dr.  William  B.  Condon,  Denver,  awards  committee 
chairman,  stopped  on  awards  tour  to  pay  special 
recognition  to  “youngest  exhibitor”— Foy  Devine 
—who  helped  his  father  at  exhibit  on  “Removal 
of  Swallowed  Objects  from  the  Stomach  by  Use  of 
Two  Magnets,”  by  J.  W.  Devine  and  John  W. 

Devine,  Jr.,  Lynchburg,  Va. 


Dirl , hair.  bone,  dead  cells 

•Promote  tissue  reaction,  but  not 
healing 

•Any  non  viable  matter  in  a wound 
IS  a foreyn  body 


STRONG  ANTISEPTICS 

•Injure  normal  tissues. kill  damaged 
cells 

■Necrosis,  favoring  infection 

•Not  a subslitute  for  debridement 
and  mechamcal  cleansing 
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The  fundamentals  of  wound  healing  were  presented  graphically  in  an  exhibit  by 
Philip  A.  Caulfield  and  Howard  S.  Madigan,  Georgetown  University  Medical  School, 
Washington,  D.  C.  Colored  illustrations  showed  various  errors  in  surgical  technic 
that  cause  interference  with  wound  healing. 


Proper  use  of  materiak  at  hand;  adherence  to  fundamental  precepk  of  technique:  avoidance  of  ohstacles  to  wound  healing 


\i 


MATERIALS 
AT  HAND 


The  ideal  suture  should  - 

Be  strong  enough  io  hold 
tissues  in  approximation 

Cause  minimal  interference 
with  healing 

Incite  minimal  foreign 
bodj  reaction. 

Be  ea^  to  handle 
Be  inexpensive 
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\bove:  Certificate  of  merit  went  to  exhibit  on  “Morphology  of 
? he  Heart  Before  and  After  Intracardiac  Surgical  Procedures,” 
I,  vhich  showed  the  heart  in  full  color  transparencies,  developed 
rom  roentgenograms.  Elton  Hoff,  medical  illustrator,  and 
Donrad  R.  Lam,  Henry  Ford  Hospital,  Detroit,  accept  award 
rom  Dr.  Hull. 


LOVELACE*  CLINIC 


CLI  M ATE 


lillings  Bronze  Medal,  third-place  award  for  excellence  of 
orrelating  facts  and  excellence  of  presentation,  is  presented 
hove  by  Dr.  McMahon  (r.)  to  C.  J.  Tupper,  University  of 
dichigan,  Ann  Arbor,  for  exhibit,  “Periodic  Health  Appraisal: 
/lethod  and  Results  of  Examination.”  Co-exhibitors  were  Robert 
. Bolt  and  O.  T.  Mallery,  Jr. 
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GENERAL 

1 Adequote  diel,  proper  clothing,  prevention  of  foligue 

2 Avoidance  of  unfavorable  environmenl  and  contoct  with 
persons  with  respiratory  infections 

3 Avoidance  of  respiratory  irritonts  (dust,  smoke,  allergenic 
irritants) 

4 Immediate  treatment  ot  respiratory  infections. 


SPECIFIC 

1 Expectorants  to  promote  bronchial  droinage. 

2 Relief  of  bronchosposm  with  nebulized  bronchodilators 

3 Mechanical  clearing  of  respiratory  troct  by  coughing  or 

4 Anti'hislam^^^^  medications  (Tedrol).  hormones 

(ACTH.  Cortisone),  suppositories  (Aminophylline) 

/ 


Above:  Results  of  the  use  of  combined  intermittent  positive 
pressure-aerosol  therapy  in  pediatrics  were  reported  in  exhibit 
by  Roy  F.  Goddard,  Ulrich  C.  Luft,  and  James  Clark,  Lovelace 
Clinic,  Albuquerque,  N.  Mex. 


Af  left:  Hektoen  Silver  Medal,  second-place  award  for  original 
investigation,  was  given  to  exhibit  on  “Experimental  Procedures 
for  Inducing  Acceptance  of  Tumor  Homografts,”  by  George  D. 
Snell,  Nathan  Kaliss,  and  Andrew  A.  Kandutsch,  R.  B.  Jackson 
Memorial  Laboratory,  Bar  Harbor,  Me.  Dr.  Kandutsch  ( r. ) 
accepts  award  from  Dr.  Condon.  Exhibit  showed  successful 
experimental  methods  used  in  mice  to  abrogate  normal  resist- 
ance to  tumor  homografts.  Methods  employ  prior  injection  into 
the  prospective  host  of  suitable  tissue  preparations  or  anti- 
serums to  the  tissues. 
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Exhibit  on  “Current  Con- 
cepts in  Atherosclerosis,” 
by  I.  J.  Greenblatt,  T.  D. 
Cohn,  David  Spain,  and 
Leo  Gitman,  Beth-El  Hos- 
pital, Brooklyn,  N.  Y.,  in- 
cluded models  of  three 
principal  body  types  and 
information  on  degree  of 
coronary  sclerosis  in  each. 


BODY  TYPES  AND  DEGREE  OF  CORONARY  SCLEROSIS 

100  Gutopsied  normal  males  under  48  <yeors  of  age  {svd(kn  accidental  death) 
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DRIP  - 


• RAPID  RECOVERY.  EARLY  MENTAL  ALERTNESS. 


• WITH  0VERD0SA6E 


• RESPIRATORY  RATE  SLOWED. 

• TIDAL  VOLUME  ADEQUATE 

• MINUTE  VOLUME  REDUCED. 

• SPECIFIC  ANTIDOTE  N.  ALLYLNORMORPHiNE. 
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ixperiences  with  the  use  of  continuous  drip  meperidine  in  1,000  cases  were  reported  in  exhibit  by 
n.  M.  Aushernian,  W.  K.  Nowill,  and  R.  C.  Martin,  Duke  Hospital,  Durham,  N.  C.  The  drug  was  admin- 
istered as  a continuous  or  intermittent  dilute  drip  in  a concentration  of  0.5  mg.  per  cc.,  usually  in  con- 
junction with  Pcntothal  sodium  and  nitrous  oxide.  In  the  800  receiving  meperidine,  51  per  cent  less 
Fentothal  sodium  was  utilized  than  in  the  200  controls  receiving  only  Pentothal  sodium,  nitrous  oxide,  and 
muscle  relaxant  when  indicated. 


Aro^spS;  dr,p  according  to  SURGKALTPAUMA 


• NON  EXPLOSIVE  IN  ALL  OXYGEN  CONCENTRATIONS. 

• REDUCES  AMOUNT  OF  OTHER  ANESTHETIC  DRUGS  REQUIRED 

• CARDIAC  FUNCTION  STABLE,  ARRHYTHMIAS  RARE 


• ANESTHESIA  SMOOTH,  RESPIRATIONS  REGULAR 


• REFLEX  IRRITABILITY  REDUCED  (PHARYNGEAL,  LARYNGEAL.  TRACHEAL), 
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Animal  experiments  showing  effectiveness  of 
Sitosterol  in  preventing  hypercholesteremia  and 
atherosclerosis  in  cholesterol  fed  rabbits. 

Effect  of  oral  administration  of  sitosterol  on  serum  cholesterol  concentration  in  rabbits  was  shown  in  exhibit  by 
R.  E.  Shipley,  Eli  Lilly  and  Co.,  Indianapolis,  which  revealed  that  sitosterol,  a plant  sterol,  appears  to  prevent 
intestinal  absorption  of  cholesterol  by  a mechanism  that  involves  formation  of  a mixed  crystal  with  cholesterol. 


Below:  Billings  Gold  Medal  was  awarded  to  exhibit  on  “Eso- 
phagitis: a Common  Condition  Frequently  Overlooked.”  Dr. 
Hondon  (1.)  looks  on  as  Dr.  McMahon  (r. ) presents  award  to 
V.  M.  Olsen  and  H.  W.  Schmidt  of  Mayo  Clinic  and  Mayo 
mundation,  Rochester,  Minn.  Co-exhibitors  were  F.  H.  Ellis, 
. G.  Grindley,  and  A.  H.  Bulbnlian.  Exhibit  told  of  various 
producing  esophagitis,  showed  pathological  speci- 
and  listed  methods  of  treatment. 


Below:  Hektoen  Gold  Medal  went  to  exhibit,  “General  Hypo- 
thermia in  Surgery,”  from  University  of  Colorado  Medical  Cen- 
ter, Denver,  which  gave  analysis  of  use  of  hypothermia  in  sur- 
gery on  more  than  100  patients.  Dr.  Donovan  C.  Browne  (1. ), 
New  Orleans,  and  Dr.  McMahon  (r. ) make  presentation  to 
Arthur  Prevedel  and  Emil  Blair,  who  worked  with  Henry  Swan, 
Sylvan  Baer,  Vernon  Montgomery,  and  Strother  Marshall  as 
co-exhibitors. 


AUGUST.  1955 


SOUTHWESTERN  MEDICINE 


Page  365 


MONTHLY  CLINICAL  PATHOLOGICAL  CONFERENCE 
EL  PASO  GENERAL  HOSPITAL^^^HHilll 


Frederick  P.  Bornstein,  M.  D.,  Editor  — Case  No.  A-466 
Presentation  of  Case  by  Dr.  E.  S.  Crossett 


HISTORY 

Dr,  Saimiel  Stul>hs: 

This  seventy-six  year  old  Latin  American  man  was 
brought  to  the  emergency  room  and  abandoned  on 
April  29,  1955.  No  information  could  be  obtained 
except  that  furnished  by  the  patient  and  it  was  con- 
sidered somewhat  unreliable.  Lie  had  been  ill  for 
five  to  six  weeks  with  difficulty  in  breathing  and 
an  odd  sensation  in  the  epigastrium,  described  as 
something  which  "cut  off  his  breath".  For  two 
weeks  he  had  nausea,  anorexia  and  vomiting  after 
eating. 

IMiysical  FinrSings:  Blood  pressure  96/66,  pulse 
108,  respiration  32  per  minute,  temperature  96°.  The 
patient  appeared  critically  ill,  emaciated,  was  vomit- 
ing, stuporous  anci  weak. 

Kars:  An  ulcerated  lesion  on  right  external  ear. 

Kyes,  Nose,  Throat:  Not  remarkable. 

Chest : There  is  an  increased  AP  diameter  of  the 
chest. 

Lungs:  Questionable  rales  and  dullness  in  the 
left  base.  Respirations  shallow. 

Heart:  There  is  a normal  sinus  rhythm.  No 
murmurs  are  heard,  no  enlargement  noted. 

,\h(loineii:  There  is  a large,  irregular  mass  in  the 
epigastrium.  The  mass  is  nodular  and  is  thought 
to  be  an  enlarged  liver.  The  nodules  are  one  to  two 
centimeters  in  size  and  quite  firm. 

The  remainder  of  the  physical  examination  was 
considered  within  normal  limits  considering  the  age 
of  the  patient. 

A stat  X-ray  film  of  the  chest  was  taken  and  in- 
terpreted by  the  admitting  intern  as  showing  an  area 
of  atelectasis  on  the  left,  probably  due  to  carcinoma, 
metastatic.  The  patient  was  admitted  with  impres- 
sions of: 

1.  Gastro-intestinal  malignant  lesion,  probably 
stomach. 

2.  Dehydration  and  malnutrition. 

."i.  Senile  emphysema. 

Course  ill  Hospital:  The  patient  was  placed  in 
the  medical  ward  and  given  supportive  care,  intra- 
venous fluids,  tetracycline  and  expectorants.  On  the 
basis  of  the  chest  film  report,  the  patient  was  trans- 
ferred to  the  tuberculosis  hospital  on  5-3-55.  Flere 
the  patient  continued  to  receive  symptomatic  treat- 
ment, but  slowly  deteriorated.  Bronchoscopy  and 
liver  biopsy  were  considered  but  the  patient,  it  was 
felt,  was  too  critically  ill  to  tolerate  these  procedures. 
The  patient  had  a severe  cough  which  was  partially 
relieved  by  small  amounts  of  codeine.  At  times  he 
complained  of  epigastric  and  calf  pain.  His  tem- 


perature ranged  from  96°  to  99.4°,  respirations  were 
about  30  and  shallow,  and  the  pulse  varied  between 
82  and  116.  Tetracycline  was  discontinued  and  peni- 
cillin given.  From  5-1-55  until  the  last  hospital  day 
the  patient  was  able  to  take  some  food  and  fluids 
orally.  Respirations  became  more  labored  on  the  last 
day;  the  patient  became  delirious  and  irrational  and 
was  in  coma  for  six  hours  before  he  expired  on 
5-10-55. 

Ijahoratory  Fiudiugs: 

C.B.C.  - R.B.C. 4.10  million 

W.  B.  C. 12,200 

Segs  87 

Lymphs  13 

Urinalysis  - Sp.  gr. 1.018 

Albumen negative 

Sugar negative 

W.B.C. 15  to  20/HPF 

Sputum  — Three  negative  smears  for  tubercle  bacilli; 

cultures  not  yet  reported. 

Kahn  and  Kolmer  — negative. 

X-ray  Reports: 

Chest,  4-29-55  Findings  consistent  with  far  ad- 
vanced, fibro-exudative,  acid-fast  lesion  with  partial 
cavitation  on  the  left. 

Chest  and  Abdomen,  5-2-55  Left  pleural  effusion 
since  the  previous  examination,  otherwise  no  changes 
in  the  chest.  Paralytic  ileus,  no  evidence  of  mechan- 
ical obstruction.  Possible  ascites. 

X-RAY  DISCUSSION 
Dr.  Charles  Me  Vaiigli: 

The  obvious  changes,  most  marked  in  the  left 
chest,  appear  to  be  inflammatory  and  fibrotic  in 
nature.  Most  of  this  seems  to  be  of  rather  long  stand- 
ing rather  than  an  acute  process.  On  the  lateral  view 
the  inter-lobar  fissure  is  thickened.  There  is  some 
degree  of  atelectasis  of  the  left  upper  lobe  ( Fig.  1 ) 
because  the  lower  margin  of  the  lower  half  of  the 
inter-lobar  fissure  appears  to  be  too  far  anterior. 
There  is  a dense  area  at  the  hilus  in  the  lateral  view. 
These  changes,  I believe,  are  of  some  duration, 
probably  largely  mtlammatory  in  origin,  but  the  dense 
mass  in  the  area  may  well  be  a neoplasm.  In  the  right 
chest,  in  the  apex,  there  is  a soft,  fairly  well  circum- 
scribed lesion  which  could  be  a granuloma ; however, 
it  is  1 airly  well  defined  and  could  also  be  neoplastic 
in  origin,  or  possibly  tuberculous  or  fungus.  The 
extent  of  the  changes  in  the  chest  involving  both  lung 
lields  limits  the  differential  diagnosis  radiographical- 
ly to  two  things;  one,  a granulomatous  infection  such 
as  tuberculosis  and  the  fungus  diseases,  or,  two,  neo- 
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plasm.  There  are  also  changes  in  the  right  middle 
lobe  area  which  are  again  ill-defined,  irregular  and 
could  all  be  part  of  the  same  process,  either  an  in- 
flammatory or  a metastatic  involvement. 

Normal  Heart 

The  heart  is  not  well  outlined  because  of  the  over- 
lying  consolidation,  however  it  appears  to  be  within 
normal  limits.  I do  not  see  any  metastases  or  de- 
stuctive  processes  in  the  skeletal  system.  Three  days 
later  the  second  examination  reveals  evidence  of  fluid 
in  the  left  base  and  I believe  this  represents  early 
atelectasis  of  the  lower  lobe,  at  least  there  are  linear 
densities  here  which  appear  to  be  atelectatic  areas.  It 
could  be  a new  inflammatory  process  extending  down 
into  the  left  lower  lobe.  So,  radiographically,  I think 
the  most  likely  differential  diagnosis  would  be  gran- 
ulomatous disease  or  neoplastic  involvement  with 
metastases.  I cannot  make  a definite  radiographic 
diagnosis.  This  area  could  contain  a bronchiectasis 
as  these  changes  are  of  some  standing. 

Abdominal  Film 

At  the  time  of  the  second  chest  X-ray,  there  was 
also  an  abdominal  film  taken  which  reveals  no  evi- 
dence of  intestinal  obstruction.  There  is  considerable 
gas  consistent  with  a paralytic  or  adynamic  type  ileus. 
The  gas  shadows  appear  to  be  low.  I cannot  define 
the  liver  or  the  spleen.  There  is  a loss  of  the  normal 
landmarks  in  the  upper  abdomen.  The  psoas  sha- 
dows are  not  well  visualized.  I cannot  visualize  the 
kidneys.  The  fascial  planes  along  the  lateral  aspect 
of  the  abdomen  are  also  pretty  well  obliterated.  This 
suggests  a peritonitis  or  fluid,  probably  peritonitis. 
I cannot  definitely  tell  if  the  liver  is  enlarged,  but 
there  is  something  displacing  the  entire  large  and 
small  bowel  downward.  So,  in  the  abdomen  the 
findings  are  those  of  a paralytic  ileus,  possible  fluid 
and  peritonitis,  and  possible  enlarged  liver. 

DIFFERENTIAL  DIAGNOSIS 
Dr.  E.  S.  Crossett ; 

In  reviewing  the  protocol  and  chart  on  this  pa- 
tient, the  pertinent  findings  are  as  follows;  The  pa- 
tient was  a seventy-six  year  old  white  male  brought 
to  the  emergency  room  practically  comatose  with  a 
questionable  history  of  having  been  ill  for  five  to 
six  weeks  and  difficulty  in  breathing,  nausea  and 
vomiting  after  eating  of  two  weeks  duration.  The 
physical  findings  included  a blood  pressure  of  96/66, 
pulse  108,  respirations  32  per  minute  and  labored 
and  a temperature  of  96°.  He  was  emaciated,  vomit- 
ing, stuporous  and  weak.  There  was  an  ulcerated 
lesion  of  the  right  ear.  There  were  questionable  rales 
and  dullness  in  the  right  base.  There  was  an  irregular 
mass  in  the  epigastrium  about  the  size  of  a saucer 
and  the  liver  was  two  fingers  below  the  costal  margin 
and  was  nodular,  the  nodules  being  one  to  two  cen- 
timeters in  size. 

Blood  Coimt 

The  laboratory  work  revealed  a red  blood  count 
of  4.1  million  cells,  the  white  blood  count  12,200 
with  87  per  cent  segs.  The  urinalysis  was  negative 


and  smears  for  acidfast  bacilli  were  negative.  The 
patient  was  given  intravenous  fluids,  placed  on  achro- 
mycin and  transferred  to  the  tuberculosis  ward.  He 
apparently  responded  somewhat  and  was  able  to  eat. 
He  continued  to  cough  and  complained  of  gastric  and 
calf  pain.  In  spite  of  this  treatment  he  died  seven 
days  later,  apparently  in  a coma. 

Questions 

There  are  a few  symptoms,  details  of  which  I 
couldn't  find  on  the  chart.  First,  he  had  a cough. 
Was  this  cough  dry  and  nonproductive  or  was  it  pro- 
ductive, and  if  it  was  productive  what  did  he  produce 
and  how  much  ? Second,  he  was  able  to  eat  and  take 
fluids,  but  there  was  no  mention  made  as  to  his 
bowel  movements.  Was  he  having  bowel  movements 
and  if  so  were  they  normal.^  I think  Dr.  Stubbs  took 
care  of  the  patient  and  I wonder  if  he  could  tell  us 
the  answers. 

Dr.  Stubbs: 

The  patient  had  normal  bowel  movements  except 
for  one  attack  of  diarrhea.  The  sputum  was  copious 
and,  in  the  later  part  of  his  disease,  was  brown  and 
foul  smelling. 

Dr.  Crossett : 

Thank  you.  In  looking  over  the  films,  I agree 
with  Dr.  McVaugh  that  tuberculosis  and  carcinoma 
are  likely  possibilities,  or  fungus  infections  along 
with  tuberculosis,  but  I also  think  that  this  lesion  in 
the  left  chest  is  compatible  both  with  a carcinoma  and 
with  a lung  abscess.  The  lesion  in  the  right  apex 
is  fairly  suggestive  of  tuberculosis  or  a granuloma 
and  the  lesions  in  the  right  lower  lobe  could  be  either 
metastases,  abscess  or  a pulmonary  infarct  or  some 
such  similar  lesion.  Because  there  were  few  diag- 
nostic procedures  carried  out  on  this  patient,  I think 
it  would  be  worth  while  to  go  over  some  of  the 
methods  that  we  use  in  diagnosing  these  three  most 
likely  possibilities. 

Carcinoma  of  Lung 

Carcinoma  of  the  lung  may  occur  in  any  part  of 
the  lung  and  can  cause  a great  variety  of  X-ray  find- 
ings which  may  be  indistinguishable  from  tuberculo- 
sis, lung  abscess,  pneumonia  or  any  process  causing 
X-ray  changes  in  the  lung  field.  For  this  reason,  X- 
rays  are  of  more  value  in  demonstrating  the  presence 
of  a lesion  than  in  diagnosing  it.  The  symptoms  of 
carcinoma  of  the  lung  are  variable  and  largely  com- 
mensurate with  the  location  of  the  tumor,  the  size, 
the  degree  of  bronchial  obstruction  and  the  degree 
of  infection  associated  with  it.  Cough,  hemoptysis, 
weight  loss,  chest  pain,  shortness  of  breath,  wheezing 
and  symptoms  of  pulmonary  infection  and  hoarseness 
are  the  symptoms  most  often  present  and  may  occur 
singly  or  in  combination.  Peripheral  lesions  will  often 
be  asymptomatic  until  they  have  invaded  the  adjacent 
chest  wall  or  mediastinum,  or  have  encroached  upon 
the  larger  bronchi. 
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I*rooe<lures 

When  carcinoma  is  suspected  from  the  X-ray  and 
clinical  picture,  the  following  procedures  can  be  used 
to  confirm  the  diagnosis; 

1.  Bronchoscopy.  In  thirty  to  forty  per  cent  of 
cases,  the  tumor  can  be  directly  visualized  and  biop- 
sied. 

2.  Bronchial  secretions  and  repeated  sputum  exam- 
inations for  malignant  cells  will  be  positive  in  about 
eighty  per  cent  of  the  cases  according  to  the  literature. 
There  will  be  one  to  two  per  cent  false  positives 
reported. 

3.  Bronchography  or  bronchograms  are  cxcasionally 
useful  in  demonstrating  a partial  bronchial  occlusion 
in  an  area  of  the  lung  not  accessible  to  the  broncho- 
scope, such  as  in  the  upper  lobe.  It  is  especially  in- 
dicated in  patients  having  hemoptysis,  cough  or 
wheeze  in  which  all  other  diagnostic  findings  are 
negative. 

4.  Scalene  node  biopsy  may  occasionally  establish 
the  diagnosis,  but  is  most  useful  in  differentiating 
carcinoma  from  such  diseases  as  Boeck's  sarcoid  and 
lymphoma,  and  it  is  also  useful  in  determining  in- 
operability, since  a positive  node  is  an  indication  that 
the  lesion  is  incurable. 

5.  Pleural  effusion  is  a frequent  accompaniment  of 
carcinoma  of  the  lung  and  cytological  examinations 
of  the  pleural  fluid  may  reveal  the  diagnosis.  The 
presence  of  tumor  cells  in  the  fluid  indicates  inopera- 
bility, but  clear  pleural  fluid  without  tumor  cells  in 
itself  is  not  a contra-indication  to  exploration. 

6.  Angiography  of  the  piulmonary  artery  .has  been 
suggested  as  a diagnostic  procedure,  but  it  is  not 
practical  and  is  probably  more  of  academic  interest 
than  anything  else. 

7.  When  all  the  above  measures  have  failed,  an 
exploratory  thoracotomy  is  indicated  in  all  suspicious 
cases. 

Pulmonary  .Abscess 

The  second  likely  possibility  here  is  pulmonary 
abscess.  Pulmonary  abscess  may  result  from: 

1.  Aspiration  of  infected  material  into  the  tracheo- 
bronchial tree.  It  is  most  likely  to  occur  when  there 
has  been  a disturbance  in  bronchial  physiology  as 
with  anesthesia,  acute  alcoholism  or  coma. 

2.  Bronchial  obstruction,  either  by  tumor  or  foreign 
bodies.  It  has  been  reported  that  ten  per  cent  of 
pulmonary  abscesses  occur  as  the  result  of  necrosis 
in  a rapidly  growing  tumor  with  secondary  infection 
or  as  the  result  of  bronchial  obstruction. 

3.  Pulmonary  ischemia:  infected  emboli  or  infec- 
tion of  an  infarcted  portion  of  lung  may  give  rise 
to  an  abscess. 

4.  Penetrating  injuries  with  damage  to  pulmonary 
tissue  occasionally  originate  an  abscess. 

5.  Pneumonia  may  occasionally  progress  to  abscess 
formation,  especially  when  Friedlaender’s  or  pneu- 
mococcus type  III  organisms  are  the  causative  agents. 


No  Picture 

There  is  no  pathognomic  picture  of  lung  abscess; 
the  symptoms  may  be  mild  or  severe.  The  physical 
findings  are  of  little  help  in  making  the  diagnosis 
of  an  abscess  since  there  may  be  no  physical  findings 
or  findings  consistent  with  a pneumonitis,  cavity  or 
emphysema,  depending  on  the  extent  and  location 
of  the  lesion. 

X-rays  may  or  may  not  be  very  helpful  in  establish- 
ing the  diagnosis.  The  presence  of  a pneumonitis 
which  progresses  rapidly  to  a cavity  with  a fluid 
level  and  the  evacuation  of  pus  into  a bronchus  is 
quite  diagnostic.  X-rays  are  akso  extremely  useful  in 
following  the  course  of  the  disease  as  it  is  being 
treated  medically  and,  finally,  will  help  determine 
whether  or  not  the  abscess  is  cured  medically. 

Proiiclioscopy 

Bronchoscopy  should  be  done  on  every  patient 
who  has  a lung  abscess:  first,  to  exclude  the  pos- 
sibility of  an  obstructive  bronchial  lesion;  second,  to 
localize  the  segment  or  segments  of  lung  involved; 
and  third,  to  obtain  secretions  for  bacteriological  and 
cytological  studies. 

Tuberculosis,  like  syphilis,  may  produce  a charac- 
teristic picture  or  it  may  be  responsible  for  any 
variety  of  findings.  The  classic  symptoms  of  cough, 
expectorations,  hemoptysis,  fever,  night  sweats  or 
weight  loss  either  singly  or  in  combination  should 
suggest  the  pc:>ssibility  of  tuberculosis  and  lead  to 
further  studies.  Likewise,  persistent  rales  over  the 
apex  of  the  lung  should  suggest  the  same  diagnosis. 

X-Kay  Examinalion 

The  X-ray  examination  when  tuberculosis  is  sus- 
pected should  include  posterio-anterior  and  lateral 
films  of  the  chest. 

1.  Almost  all  patients  with  tuberculosis  will  have 
changes  on  X-ray  film.  There  are  two  notable  ex- 
ceptions to  this:  occasionally  miliary  and  bronchial 
tuberculosis  will  not  produce  changes. 

2.  The  manifestations  of  tuberculosis  are  so  variable 
and  so  many  other  diseases  of  the  lung  may  simulate 
tuberculosis  that  a definite  diagnosis  should  not  be 
made  on  the  X-ray  alone.  However,  certain  X-ray 
pictures  are  very  suggestive  of  tuberculosis  and  will 
call  for  intensive  and  extended  study  in  an  attempt 
to  prove  the  diagnosis. 

3.  Serial  X-rays  are  useful  since  occasionally  a sus- 
picious lesion  will  promptly  disappear.  Conversely, 
activity  can  be  gauged  if  the  process  progresses  or 
cavitates. 

4.  Only  by  finding  the  organism  can  a positive 
diagnosis  be  made. 

Clues  Summarized 

Now  after  discussing  the  various  methods  of  diag- 
nosing these  lesions,  it  seems  worth  while  to  sum- 
marize the  clues  we  have.  The  history,  as  fas  as  I 
can  see,  is  of  little  value.  The  physical  examination 
is  useful  in  that  it  indicates  that  the  patient  is  a 
wasted,  terminally  ill  man  with  a cough  and  a large 
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Figure  1 

Chest  X-Ray  of  Patient,  A-P  View 


mass  in  the  epigastrium  and  an  enlarged  nodular 
liver.  As  far  as  I know,  a malignancy  is  the  only 
disease  that  would  present  that  picture.  I do  not 
believe  that  syphilis,  cirrhosis  or  tuberculosis  of  the 
liver  in  a man  of  this  age  would  cause  an  enlarged 
liver  with  nodules  one  to  two  centimeters  in  diameter. 
There  is  no  clue  as  to  the  origin  of  the  malignancy. 
Statistically,  it  is  most  likely  to  be  gastric  in  origin. 

The  laboratory  work  is  of  little  value.  The  red 
blood  count  is  4.1  million.  I think  this  represents 
either  a laboratory  error  or  the  effects  of  dehydration. 
With  infection  there  should  have  been  fever  and  a 
higher  leucocyte  count,  but  in  an  aged  man,  chronical- 
ly ill,  they  may  be  absent. 

Some  Value 

The  X-rays,  of  course,  are  of  some  value  in  that 
the  lesion  in  the  right  apex  is  sufficiently  suggestive 
of  tuberculosis,  I think,  to  make  that  diagnosis.  The 
lesion  in  the  left  lung  could  be  a carcinoma,  but  I 
would  think  that  a carcinoma  of  the  lung  giving  wide- 
spread metastases  to  the  liver  would  also  cause  evi- 
dence of  lymph  node  involvement  in  the  neck  or  in 
the  mediastinum,  and  along  the  mediastinum  I can 
see  no  evidence  of  enlarged  nodes. 

His  course  in  the  hospital  is  helpful  in  that  he 
produced  purulent,  foul  sputum,  which  is  most  sug- 
gestive of  a lung  abscess.  Also,  for  some  unknown 
reason,  there  was  a mention  that  the  patient  com- 
plained of  calf  pain.  I don’t  know  why  that  was 
thrown  in,  but  it  may  be  that  it  indicates  that  he  had 
a thrombophlebitis  and  that  some  of  these  chest  find- 
ings are  on  the  basis  of  pulmonary  infarcts  and,  pos- 
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sibly,  that  the  abscess  was  on  the  basis  of  a broken 
down,  infected,  pulmonary  infarct. 

Estimate 

With  these  things  in  mind,  I would  guess  that  the 
patient  had: 

1.  Tuberculosis  of  the  lung  which  is  an  incidental 
process  and  not  the  cause  of  the  patient's  terminal 
illness. 

2.  Lung  abscess  and  pulmonary  infarction. 

3.  Carcinoma  of  the  stomach  with  hepatic  metas- 
tases. 

Dr.  .Jack  Postlewaite: 

I was  out  of  town  when  this  case  was  transferred 
to  the  tuberculosis  ward,  but  I have  been  constantly 
aware  of  the  fact  that  we’re  going  to  bury  a number 
of  patients  out  there  in  the  tuberculosis  ward  who 
don’t  have  tuberculosis.  They  represent  carcinomas 
or  rheumatic  fevers.  We  constantly  have  trouble 
with  that  problem  of  differential  diagnosis.  Here 
is  an  instance  of  a man  transferred  to  the  tuberculosis 
ward  with  three  negative  sputa.  It  is  possible  to 
have  advanced  disease  when  it  is  nigh  unto  impos- 
sible to  obtain  positive  sputum,  but  I think  the  bur- 
den of  proof  is  on  the  individual  making  that  diag- 
nosis when  the  three  sputa  are  negative  and  they’re 
purulent  sputa.  This  lesion  must  be  open  somewhere. 

Second  Point 

The  second  point  is  that,  I think,  all  too  often  we 
are  not  taking  advantage  of  auxiliary  procedures  that 
Dr.  Crossett  talked  about,  and  not  asking  our  con- 
sultants to  come  in.  Bronchoscopy  can  be  done  even 
in  a terminal  individual.  I don’t  believe  our  bron- 
choscopists  are  anxious  to  have  a high  mortality  rate 
and  they’re  not  having  a very  high  morbidity  rate. 
Ill  patients  are  sometimes  improved  when,  by  bron- 
choscopy, their  airway  is  cleared. 

Final  Remark 

A final  remark  is  that,  diagnostically,  I think  a 
few  things  were  not  done  that  ten  days  of  hospitaliza- 
tion should  have  offered.  We  are  perhaps  a little 
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Figure  3 

Extensive  Pulmonary  Fibrosis.  Note  the  Absence 
of  Tumor  ( lOOX ) 

burdened  here  by  not  having  some  of  the  skin  test 
material  available  to  differentiate  the  fungus,  tuber- 
culosis infections  and  so  forth.  And,  in  addition,  I 
think  that  we  fail  to  recognize  that  these  debilitated, 
comatose  individuals  may  have  some  other  disease, 
unrelated  to  the  obvious  findings,  which  is  the  cause 
of  death.  But  this  lesion,  without  evidence  of  metas- 
tases  if  it  is  a malignancy,  shouldn’t  have  killed  un- 
less it  ruptured  the  main  artery.  This  lesion,  if  it's 
tuberculosis,  obviously  shouldn’t  have  killed,  and  if 
it’s  fungus,  likewise.  Therefore  I think  your  cause 
of  death  may  still  startle  us  and  be  related  to  his 
comatosed  admission.  The  coma  may  not  be  just  the 
result  of  toxic  infection,  malnutrition  and  obvious 
debility.  It’s  true  he  had  an  ulcer  in  his  ear;  I guess 
he  was  in  bed  three  weeks  before  he  got  here,  but 
the  cause  of  death  is  not  clear  to  my  mind. 

Dr.  Frederick  P.  Bornstein: 

I’m  a little  confused,  Dr.  Postlewaite.  Do  you 
think  this  man  had  tuberculosis  or  do  you  think  he 
did  not  have  tuberculosis  ? 

Dr.  Postlewaite : 

I don’t  think  he  had  tuberculosis. 

Dr.  Bornstein ; 

"What  do  you  think  the  lung  lesion  is? 

Dr.  Postlewaite : 

I think  there  is  an  obstruction  of  the  bronchus, 
probably  due  to  a malignancy. 

CLINICAL  DIAGNOSIS 

1.  Pulmonary  tuberculosis. 

DR.  CROSSETT’S  DIAGNOSIS 

1.  Tuberculosis  of  the  lung  which  is  an  incidental 
process  and  not  the  cause  of  the  patient’s  terminal 
illness. 

2.  Lung  abscess  and  pulmonary  infarction. 

3.  Carcinoma  of  the  stomach  with  hepatic  metas- 
tases. 


Figure  4 

Oat  Cell  Carcinoma  of  Lung  Ltiti mutely  Associated 
\X'ith  Puhnonary  Fibrosis  (430X) 

ANATOMICAL  DIAGNOSIS: 

1.  Bronchogenic  carcinoma,  left  main  bronchus. 

2.  Metastases  to  lymph  nodes  and  liver. 

3.  Pulmonary  fibrosis.  ® 

PATHOLOGICAL  DISCUSSION 

Dr.  Frederick  P.  Bornstein: 

On  autopsy  we  found  the  body  of  a slender,  elder- 
ly man.  The  main  findings  were  in  the  chest.  The 
pericardium  and  both  pleurae  were  studded  with  in- 
numerable tumor  nodules.  A large  tumor  was  found 
in  the  left  lung,  directly  at  the  carina.  (Fig.  2)  This 
tumor  had  infiltrated  diffusely  along  the  branches  of 
the  bronchi  and  had  directly  extended  into  both  lungs. 
At  its  origin,  the  tumor  had  formed  a grayish-white, 
gritty  mass  which  measured  six  centimeters  in  greatest 
diameter.  In  addition,  metastases  to  the  liver  had  oc- 
curred which  were  numerous  and  measured  up  to 
four  centimeters  in  greatest  diameter. 

Riglit  Upper  Lobe 

In  view  of  the  unusual  X-ray  findings,  I was 
especially  interested  in  the  right  upper  lobe.  This 
lobe  was  anthracotic  and  fibrotic,  but  completely  free 
of  tumor  on  both  gross  and  microscopic  examination. 
(Fig.  3)  Microscopically  the  tumor  was  predominant- 
ly composed  of  rather  small  cells,  but  there  also  was 
an  admixture  of  anaplastic  sc]uamous  cells.  In  ad- 
dition, the  pulmonary  fibrosis  was  intimately  as- 
sociated with  the  tumor.  (Fig.  4) 

Reiiiarkal)Ie  Feature 

The  remarkable  feature  of  this  case  consists  of 
the  fact  that  two  independent  diseases  existed  in  the 
lung,  namely,  a pulmonary  anthrocosis  with  fibrosis 
of  rather  long  standing  and,  secondly,  a fairly  recent 
oat  cell  carcinoma  of  the  lung  which  was  grafted  upon 
the  other  condition.  It  is  this  mixture  of  two  patho- 
logical processes  which  had  a tendency  to  obscure  the 
clinical  picture  and  lead  to  such  ec|uivocal  X-ray 
findings. 
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Traumatic  Rupture  of  Right  Diaphragm  with  Herniation  of 
Liver,  Colon,  Gallbladder  and  Omentum  Into  the  Right  Hemithorax 

By  Jack  T.  Rush,  M.D.,  F.A.C.S.,  El  Paso 


Traumatic  rupture  of  the  right  diaphragm  with 
evisceration  of  the  liver,  colon,  omentum,  etc.,  into 
the  right  hemithorax  is  a surgical  curiosity  rarely 
seen  in  military  or  civilian  life. 

In  Dr.  Harrington's  series  of  five  hundred  and 
fifty-nine  cases  of  diaphragmatic  hernia  seventy-one 
were  traumatic  and  only  two  were  through  the  right 
diaphragm.  ( 1 ) 

In  a review  of  recent  literature  Strode  and  Vance 
could  find  only  five  cases  reported.  (2) 

Dr.  Neal  in  The  February  Annals  of  Surgery  re- 
ported finding  ten  cases  in  the  literature.  (3) 

Because  of  the  rarity  of  this  condition  we  wish 
to  report  one  case. 


Figure  1 

Barium  Enema  Showing  Transverse  Colon 
in  Right  Chest 

The  symptoms  following  right  diaphragmatic  her- 
nia are  varied,  depending  upon  the  degree  of  com- 
pression of  the  involved  organs. 

On  physical  examination  dullness  is  usually  pre- 
sent over  the  lower  thorax  posteriorly  while  there 

From  the  Surgical  Service.  AVilliam  Beaumont  Army  Hospital, 
lil  Paso,  Texas. 


Figure  2 

Open  Chest  Showing  Gallbladder,  Liver, 
Colon  and  Omentum  Protruding  Through 
the  Right  Diaphragm 

may  be  an  area  of  increased  tympany  anteriorly  if  the 
herniated  colon  is  filled  with  gas. 

The  diagnosis  is  usually  made  by  x-ray. 

X-rays  of  the  thorax  reveal  an  irregularity  and 
elevation  of  the  right  diaphragm.  Barium  enema 
demonstrates  the  presence  of  the  transverse  colon  in 
the  right  chest.  Upper  G.  I.  series  will  demonstrate 
a distortion  of  the  stomach  with  marked  elevation 
of  the  duodenum. 

Treatment  is  surgical  repair,  most  easily  carried 
out  through  the  thorax. 

Case  Report  Major  C.  J.  P. 

William  Beaumont  .\rmy  Hospital 

In  February  19-45,  the  patient  was  in  a crash  of 
a B-29  Bomber  near  Calcutta,  India,  and  was  treated 
in  a U.  S.  Army  hospital  there.  He  suffered  fractures 
of  the  skull,  pelvis,  both  ankles,  some  ribs  on  the 
right  side  and  was  unconscious  for  two  days. 

He  developed  pneumonia  and  hydrothorax  on  the 
right  side,  but  made  an  uneventful  recovery. 

In  1951  while  flying  at  10,000  feet  he  noticed 
dyspnea,  and  pain  in  his  right  arm  and  shoulder. 

In  December,  1952,  a chest  film  revealed  an  ele- 
vated irregular  right  diaphragm. 

Barium  enema  revealed  the  presence  of  a loop  of 
transverse  colon  in  the  right  chest.  (Fig.  1) 
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A G.  I.  series  revealed  the  stomach  and  duodenum 
to  be  elevated  and  pulled  to  the  right. 

He  was  admitted  to  William  Beaumont  Army 
Hospital  on  17  April,  1953- 

Physical  C«m<lilioJi 

Physical  examination  on  admission  revealed  a hus- 
ky, slightly  obese  officer  of  thirty-six  whose  only 
complaint  was  slight  dyspnea  when  flying  at  high 
altitudes.  On  auscultation  of  the  chest,  breath  sounds 
were  normal,  but  the  right  diaphragm  was  elevated. 

On  percussion  over  the  liver  there  was  dullness 
posteriorly  but  high  pitched  tympanitic  percussion 
notes  anteriorly. 

The  diagnosis  of  traumatic  rupture  of  the  dia- 
phragm was  made  and  the  patient  was  prepared  for 
surgery.  He  was  given  sulfasuxidine  GM  XV  daily 
for  six  days,  and  streptomycin  Gm,  I.  B.I.D.  for  the 
last  two  days  to  prepare  the  large  bowel  for  possible 
resection  if  necessary.  He  was  given  cleansing  enemas 
the  night  before  and  in  the  morning  preceding 
surgery. 

A Levine  tube  was  passed  into  the  stomach  the 
morning  of  surgery. 

Dissection 

Under  G.O.E.,  endotracheal  anesthesia  the  patient 
was  placed  on  his  left  side  in  the  usual  thoracotomy 
position  and  an  anterolateral  thoracotomy  incision 
was  made  over  the  seventh  rib.  Dissection  was  car- 
ried down  through  the  skin  and  subcutaneous  tissue, 
bleeders  were  clamped  and  ligated.  The  latissimus 
dorsi  muscle  divided  transversely  and  serratus  anticus 
and  posticus  muscles  were  divided  in  the  direction 
of  their  fibers.  The  periosteum  over  the  seventh  rib 
was  incised  and  the  seventh  rib  was  removed  sub- 
periosteally.  The  pleura  was  then  opened.  A Finoc- 
hietto  rib  spreader  was  inserted  and  opened.  The 
right  pleural  cavity  was  found  to  contain  the  liver, 
gallbladder,  transverse  colon  and  greater  omentum. 
(Fig.  2)  All  were  firmly  adherent  to  the  opening  in 
the  dome  of  the  diaphragm,  which  was  3x4  inches 
in  diameter.  These  adhesions  were  freed  from  the 
diaphragmatic  opening  by  sharp  dissection.  It  was 
necessary  to  enlarge  the  opening  to  the  anterior  chest 
wall  in  order  to  replace  the  liver  into  the  peritoneal 
cavity.  The  phrenic  nerve  was  crushed  to  allow 
maximum  relaxation  of  the  diaphragm  and  to  prevent 
tension  on  the  suture  line  during  the  period  of  heal- 
ing. The  opening  in  the  diaphragm  was  then  closed 
with  interrupted  sutures  of  0 black  silk.  The  pleural 
cavity  was  irrigated  with  warm  saline  solution.  A 40 
French  right  angle  intercostal  drain  tube  was  placed 
in  the  posterior  axillary  line  and  connected  to  an 
under-water  seal  bottle.  The  intercostal  muscle 
bundles  were  closed  with  interrupted  sutures  of  0 
cotton.  The  serratus  anticus  was  closed  with  20  cot- 
ton. Latissimus  dorsi  was  approximated  with  No.  20 
cotton.  The  subcutaneous  tissues  were  closed  with 
No.  40  cotton,  the  skin  was  dosed  with  No.  40  cot- 


Fignre  3 

Post-Operative  Chest  Plate  Showing  Com- 
plete Re -expansion  of  Right  Lung 


ton.  A dry  dressing  was  applied  and  the  patient 
was  returned  to  his  ward  in  good  condition.  He  re- 
reived two  pints  of  blood  during  the  operation. 

IHglit  Liing 

Continuous  Wangensteen  suction  was  maintained 
through  a Levine  tube  into  the  stomach  for  two  days. 
The  right  lung  was  completely  expanded  in  24  hours 
and  the  intercostal  drain  tube  was  removed  in  48 
hours.  (Fig.  3) 

Convalescence  was  uneventful  except  for  an  ac- 
cumulation of  fluid  in  the  right  pleural  cavity  which 
was  aspirated  on  the  6th  post  operative  day. 

Patient  was  discharged  from  the  hospital  on  the 
17th  post  operative  day  for  a thirty  day  convalescent 
leave.  At  the  end  of  his  leave  he  felt  perfectly  well 
and  returned  to  full  duty. 


HARRINGTON,  Stuart  W.,  lOsophageal  Hiatus  iJiaphi-aj^nnatic 
Hernia.  Rocky  Mountain  Medical  Journal,  11)52  (1) 

STROr>R.  K.  C.  and  VANOH,  C.  A.,  Herniation  of  Ri^lit  Dia- 
phragm Secondary  to  Trauma.  Annals  of  SurgeiT,  V.  137,  May 
53.  P.  (UU)-(;i3.  (2) 

NKAL.  Walter  J..  Traumatic  right  I daphragmatic  Hernia  with 
Evisceration  of  Stomach,  Trnnsverse  Colon  and  Liver  into  Right 
Tliorax.  Ann.  Surg..  V.  137.  No.  2,  Fel>.  ]})5,3,  J*.  2S1-28-1.  (3) 
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The  Human  Adrenal  Cortex  — A Book  Review  From  the 
Ciha  Foundation  Colloquia  on  Endocrinology 

Editors  for  Ciba  Foundation — Dr.  G.  E.  Wolstenholme 
AND  Dr.  and  Mrs.  Margaret  B.  Cameron 
Published  by  Little,  Brown  & Company,  Boston  — 1955 
Review  by  Jack  C.  Postlewaite,  M.D.,  El  Paso 


This  is  an  ultra-scientific  book  of  extremely  modern 
vintage,  1955,  with  a total  of  665  printed  pages  of 
histological,  biochemical,  physiological  and  patho- 
logical aspects  of  the  human  adrenal  cortex.  There 
are  voluminous  notations  both  in  the  papers  presented 
and  in  the  discussions  which  demand  considerable 
time  on  the  part  of  the  reader  for  interpretations. 
One  is  impressed  by  the  limitation  of  knowledge 
admitted  to  by  the  "greats”  in  adrenal  physiology 
and  chemistry. 

The  book  is  divided  into  two  parts:  Part  I - Chair- 
man, Dr.  Gregory  Pincus,  Director  of  Laboratories, 
Worcester  Foundation  for  experimental  biology.  Part 
II  is  led  by  Dr.  George  W.  Thorne,  Physician  in 
Chief  of  Peter  Bent  Brigham  Hospital. 

Three  Main  Zones 

The  anatomical  and  histochemical  properties  of  the 
adrenal  cortex  are  made  less  complicated  by  attempt- 
ing to  apply  the  known  information  to  the  three 
main  zones  found  histologically  within  the  adrenal 
gland.  The  zone  glomerulosa  appears  to  be  stimulated 
by  low  sodium  or  a high  potassium  in  the  blood.  It 
is  depressed  by  the  reverse  of  the  situation  and  by 
DOC  A.  The  zone  fasciculator  is  stimulated  by  ACTH 
and  depressed  by  the  cortical  hormones.  Thus,  the 
hypothesis  of  adrenal  cortical  activity  is  better  ex- 
plained on  a biochemical  basis  in  its  relationship  to 
the  anterior  pituitary  gland. 

Cushing’s  disease  is  due  to  an  increased  blood 
concentration  of  the  corticoids,  Cortisone  or  Hydro- 
cortisone. Adrenal  cancer  is  the  second  type  of  hy- 
peractivity with  excessive  androgen  production  and 
practically  no  metabolic  changes.  The  adreno-genital 
syndrome  is  characterized  by  excessive  androgen  pro- 
duction and  the  absence  of  the  hydrocorticoid  stimula- 
tion. 

There  seems  to  be  a reciprocal  function  of  ACTH 
and  the  C-19  and  C-21  steroids.  Those  of  the  C-19 
origin  become  the  androgens  of  the  adrenal  cortex 
and  those  of  the  C-21  being  the  hydrocortisone 
steroids  working  in  an  inhibitory  manner  upon  the 
anterior  pituitary  gland. 

Clinical  Material 

Clinical  material  of  the  relationship  of  thyroid, 
adrenal  cortex  and  stress  was  considered  in  addition 
to  the  various  hypo-adrenal  and  hyper-adrenal  patho- 
logical activities.  The  conference  commemorated  the 
100th  year  of  work  to  untangle  the  complications 


of  the  adrenal  gland  as  instituted  by  Thomas  Addison 
at  Guy’s  Hospital,  London,  England.  One  cannot 
help  but  thank  the  Ciba  Foundation  scientists  for 
instituting  conferences  of  this  worthwhile  intent  and 
transcribing  the  information  with  minimal  editing 
for  the  practicing  physician.  The  difficult  reading, 
highly  scientific  material,  and  pure  biochemical  in- 
terpretation can  be  quickly  scanned  leaving  much 
meat  from  a clinical  viewpoint  for  the  thirsty  physi- 
cian practicing  endocrinology  in  his  office. 

Surgeons  Organize  Chapter  in  El  Paso 

Fifty-sixth  chapter  of  the  American  College  of 
Surgeons  has  been  organized  in  El  Paso. 

The  chapter  will  represent  the  sixth  Texas  district 
and  will  embrace  all  of  the  state  west  of  the  Pecos 
River. 

Charter  for  the  chapter  was  presented  to  Dr.  Felix 
P.  Miller,  president,  by  Dr.  Gerald  H.  Jordan,  gov- 
ernor of  the  college  representing  Texas. 

Besides  Dr.  Miller  other  officers  elected  were  Dr. 
J.  Leighton  Green,  vice-president,  and  Dr.  Charles 
E.  Webb,  secretary-treasurer. 

Dr.  Dan  Maddox  of  Las  Cruces,  N.  M.,  attended 
the  meeting  and  was  elected  an  honorary  member. 
All  fellows  of  the  college  in  southern  New  Mexico 
are  eligible  for  honorary  membership.  The  college 
has  no  chapter  in  New  Mexico. 

Purpose  of  the  college  is  to  elevate  the  standards 
of  surgery.  The  El  Paso  chapter  will  hold  four  meet- 
ings a year. 

CIGARETTE  SMOKING 

Cure  Of  Tobacco-Smoking 
Johnston,  L.,  Lancet  2:480,  1952 

The  author  has  less  to  say  about  how  to  stop  smok- 
ing than  concerning  harmfulness  of  the  habit.  "The 
cure”  seems  to  depend  on  possession  of  sufficient 
willpower.  Smokers,  he  says,  dislike  to  contemplate 
the  ills  of  smoking  and  even  the  medical  press  is 
reluctant  to  publish  uncompromisingly  anti-smoking 
matter.  "The  remarkable  manifestation  of  the  tobac- 
co taboo  is  the  omission  from  all  standard  textbooks 
on  medicine  of  any  account  of  nicotinism.”  It  is 
stated,  with  some  degree  of  hopelessness,  that  about 
80  per  cent  of  doctors  smoke.  This  being  the  case, 
physicians  "behave  collectively  like  an  addict  of  to- 
bacco.” 

Clinical  Clippings,  November,  1952. 


At  Your  Service,  Doctor,  Coast-to-Coast 

Cancer  data  in  many  forms  is  available  to 
you  free.  Apply  to  yonr  state  Division  of  the 

AMERICAN  CANCER  SOCIETY 


Attend  the  Annual  Meeting 
of  the 

Soutwestern  Medical 
Association 
in  Phoenix, 

November  16  through  18. 
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2123  Texas  Street  3-0952  El  Paso,  Texas 

Nights  — Call  5-0359,  or  5-3060 


GUNNING  & CASTEEL  DRUG  STORES 

Complete  Prescription  Service  in  8 Conveniently  Located  Stores 
EL  PASO.  TEXAS  YSLETA,  TEXAS 
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Give  Us  A Trial  On  Your 

TAYLOR  BACK  BRACE 

Orders 

• Send  the  following  measurements:  from 
level  of  shoulders  to  tip  of  sacrum;  circum- 
ference of  pelvis  above  trochanters;  circum- 
ference of  waist;  height  and  weight. 

ChfiMcfiketA 

Stace  an4  Cq. 

813  N.  Cedar  at  Five  Points 

5-3841  EL  PASO,  TEXAS 

The  McMath 
Co.,  Inc. 

printing 

m 

Let  Us  Bind  Your  1954  Copies  of 
Southwestern  Medicine 

m 

DIAL  3-3681 

Wyoming  at  Cotton  El  Paso,  Texas 


We  Carry  A Complete  Line  of 

DIABETIC  FOODS  AND  SUPPLIES 

MCKEE’S  PRESCRIPTION  PHARMACY 

105-A  East  San  Antonio  St.,  El  Paso 
Dial  2-2693 


C.  G.  McDow  and  Son,  Props, 

Rio  Graede  Pharmacy 

419-421  South  Stanton  St.  2-4473  El  Paso,  Texas 


EXTER-TONELLA  MORTUARY,  INC. 

STRICTLY  ETHICAL 

108  Yale  Blvd.,  S.  E.  3-4571  Albuquerque,  N.  M. 

For  Your  Convenience 
Use  Our  Handy  Charge- A- Plate  Service  I 


llie  uiliile  house 


Richard  E.  Martin 

Martin  Mortuary 

710  N.  Stanton  St.  2-3691  El  Paso,  Texas 


AMBULANCE  SERVICE 

Phone  5-2748 

2600  East  Yandell  Blvd.  El  Paso,  Texas 

It's 

Sweeney’s 

★ 

FOR  PRESCRIPTIONS 

MILLS  BLDG.  — PHONE  3-4445  — EL  PASO,  TEXAS 
CITYWIDE  DELIVERY  SERVICE 
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SAUL  B.  APPEL,  M.  D. 

JACK  A.  BERNARD,  M.  D. 

Certified  by  the  American  Board  of  Internal  Medicine 

Diplomate  American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 
CARDIOVASCULAR  DISEASES 

, INTERNAL  MEDICINE 

CARDIOVASCULAR  DISEASES 

1201  First  National  Bidg.  3-5201  El  Paso,  Texas 

Suite  3C  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-8151  El  Paso.  Texas 

1 

1 

ANDREW  M.  BABEY,  M.  D. 

EDWARD  BLANK,  M.  D. 

Certified  by  the  American  Board  of  Internal  Medicine 
CARDIOVASCULAR  DISEASES 

250  West  Court  Avenue  Jackson  4-4481  Las  Cruces,  N.  M. 

Practice  Limited  To  Psychiatry, 

Neurology  & Psychophysiologic  Medicine 
Fellow:  American  Psychiatric  Association 
New  England  Society  for  Psychiatry 

733  West  McDowell  Road  AL  2-7388  Phoenix,  Ariz. 

If  No  Answer:  AL  3-4189 

JOSEPH  BANK,  M.  D. 

CLEMENT  C.  BOEHLER,  M.  D,,  F.  A.  C.  S. 

Diplomate  of  American  Board  of  Internal  Medicine 

DIPLOMATE  AMERICAN  BOARD  OBSTETRICS  AND  GYNECOLOGY 

And  American  Board  of  Gastroenterology 

H.  W.  DEMAREST,  M.  D. 

GASTROENTEROLOGY,  GASTROSCOPY 

PRACTICE  LIMITED  TO  OBSTETRICS  AND  GYNECOLOGY 

800  North  First  Ave.  ALpine  4-7245  Phoenix,  Arizona 

Suite  8A  El  Paso  Medical  Center  1501  Arizona  St. 

Phone  2-6591  El  Paso,  Texas 

JOHN  H.  BARGANIER,  M.  D. 

Internal  Medicine 

LOUIS  W.  BRECK,  M.D. 

601  W.  4th  St.  6-9072  Odessa^  Texas 

W,  COMPERE  BASOM,  M.D.  . 

FRANK  0.  BARRETT 

MORTON  H.  LEONARD,  M.D. 

ANESTHESIOLOGY  ASSOCIATES 

Diplomates  of  the  American  Board  of  Orthopaedic  Surgery 

Frank  0.  Barrett,  M.D.  Merle  D.  Thomas,  M.D. 

(Diplomates  American  Board  of  Anesthesiology) 

John  W.  Redelfs,  M.D. 

Jack  Walker,  M.D.  Jack  Ellis,  M.D. 

— ANESTHESIOLOGY  — 

ORTHOPAEDIC  SURGERY 

805  Mills  Bldg.  3-8431  El  Paso,  Texas 

520  Montana  Telephone  3-1671  El  Paso,  Texas 

ROBERT  L.  BEAL,  M.  D. 

Practice  Limited  To  Neuropsychiatry 

2300  Phyuaaiu  Read 

Park  Central  Medical  Building 
Suite  234,  Patio  D 

550  West  Thomas  Road  Crestwood  4-6711  Phoenix,  Arizona 

Southiveitevn  Medic  me 

BYRON  BUTLER,  M.  D. 

OTTO  L.  BENDHEIM,  M.  D. 

Med.  Sc.  D.  in  Ob.  & Gyn.  (Col.  Uni.) 

DIPLOMATE  AMERICAN  BOARD  OF  PSYCHIATRY  & NEUROLOGY 

Gynecology  & Infertility 
Radical  Pelvic  Surgery 
Reconstructive  Pelvic  Surgery 

1515  N.  Ninth  St.  Alpine  8-2607  Phoenix,  Arlz. 

550  W.  Thomas  Rd.  Phone:  Cr.  4-6371  Phoenix,  Ariz. 

RAYMOND  J.  BENNETT,  M.  D. 

Diplomate  of  the  American  Board  of  Neurology  and  Psychiatry 

BASIL  K.  BYRNE,  M.  D. 

PRACTICE  LIMITED  TO  NEUROPSYCHIATRY 

PEDIATRICS 

Suite  7A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-1177  El  Paso,  Texas 

Suite  4A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-8487  El  Paso,  Texas 
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DAVID  M.  CAMERON,  M.  D.,  F.  A.  C.  S. 

(^Certified  by  The  American  Board  of  Orthopedic  Surgery) 

A.  E.  LUCKETT,  M.  D. 

P G.  CORNISH,  M.D.,  F.  A.  C.  S. 

(Certified  by  The  American  Board  of  Orthopedic  Surgery) 

ORTHOPEDIC  SURGERY 

GENERAL  SURGERY 

Suite  5A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-3421  El  Paso,  Texas 

Medical  Arts  Square 

801  Encino  Place,  Suite  6 2-1333  Albuquerque,  N.  M. 

ROBERT  J.  CARDWELL,  M.  D. 

(Diplomate  American  Board  of  Obstetrics  and  Gynecology) 

BRANCH  CRAIGE,  M.  D. 

(Certified  by  American  Board  of  Internal  Medicine) 

WARD  EVANS,  M.  D. 

(Diplomate  American  Board  of  Surgery) 

INTERNAL  MEDICINE 

414  Banner  Building  3-7587  El  Paso,  Texas 

Suite  5B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-6931  El  Paso,  Texas 

CASA  GRANDE  CLINIC 

H.  B.  LEHMBERG,  M.  D.  J.  T.  O'NEIL,  Wi.  D. 

FREDERIC  E.  CRESSMAN,  M.  D. 

R.  Z.  COLLINGS,  JR.,  M.  D. 

Diplomate  of  American  Board  of  Ophthalmology 

GENERAL  PRACTICE 

OPHTHALMOLOGY,  OTOLARYNGOLOGY 

113  W.  Second  St.  Phones  4495-4496  Casa  Grande,  Ariz. 

102  South  Second  973  Artesia,  New  Mexico 

ROBERT  N.  CAYLOR,  M.  D. 

E.  S.  CROSSETT,  M.  D. 

Diplomate  American  Board  of  Surgery 

Practice  Limited  to  Ophthalmology 

THORACIC  SURGERY 

207  Medical  Arts  Bldg. 

Cardiovascular  Surgery  Broncho-Esophagology 

415  East  Yandell  Blvd.  3-5897  El  Paso,  Texas 

415  E.  Yandell  Blvd.  3-8511  or  2-2474  El  Paso,  Tex. 

CHILDREN'S  CLINIC 

109  North  Union 

Roswell  N.  Mex. 

Allen  C.  Service,  M.  D.  Karl  L.  Bergener,  M.  D. 

WICKLIFFE  R.  CURTIS,  M.  D.,  F.A.C.S. 

Diplomate  American  Board  of  Urology 

JAMES  D.  BOZZELL,  M.  D. 

— PRACTICE  LIMITED  TO  UROLOGY  — 

American  Board  of  Pediatrics 

Phone  3-1426  El  Paso,  Texas 

MANLEY  B.  COHEN,  M.  D. 

Practice  Limited  to: 

THORACIC  SURGERY 
CARDIOVASCULAR  SURGERY 
BRONCHOSCOPY-ESOPHAGOSCOPY 

415  East  Yandell  Boulevard  3-3353  El  Paso,  Texas 

HAROLD  D.  DOW,  M.  D. 
FREDERICK  J.  KOBERG,  M.  D. 
STEVE  E.  HOOD,  Jr.,  M.  D. 

General  Practice  - Surgery 

Box  546 

702  Hobbs  Road  Phone  3641  Seminole,  Texas 

WILLIAM  1.  COLDWELL,  M.  D. 

Certified  by  the  American  Board  of  Internal  Medicine 

RICHARD  E.  H.  DUISBERG,  M.  D. 

Diplomate,  American  Board  of  Neurology  and  Psychiatry 

— INTERNAL  MEDICINE  — 

1.  RICHARD  cREcORY,  M.  D. 

Neurology  and  Psychiatry 

800  Montana  St  3-8373  El  Paso,  Texas 

AL  3-6701  1313  No.  2nd  St. 

AL  2-4542  Phoenix,  Arizona 

W.  0.  CONNOR,  JR.,  M.  D.,  F.  A.  C.  S, 

L.  0.  DUTTON,  M.  D. 

Practice  Limited  to  Obstetrics  and  Gynecology 

ALLERGY 

Medical  Arts  Square  7-8661  Albuquerque,  N.  M. 

616  Mills  Bldg.  2-3671  El  Paso,  Texas 
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ORVILLE  EGBERT,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Internal  Medicine 
ALLERGY 

DISEASES  OF  THE  CHEST 

JAMES  J.  GORMAN,  M.  D.,  F.A.C.P. 

Diplomate  American  Board  of  Internal  Medicine 

EDWARD  EGBERT,  M.  D. 

INTERNAL  WIEDICINE 

DIAGNOSIS  — GASTROENTEROLOGY 

Building  3 1501  Arizona  Street 

El  Paso  Medical  Center  2-1645  El  Paso,  Texas 

701  First  National  Building  2-6221  El  Paso,  Texas 

HAROLD  EIDINOFF,  M.  D, 

J LEIGHTON  GREEN,  M.  D.,  F.  A.  C.  S. 

PRACTICE  LIMITED  TO  PROCTOLOGY 

GENERAL  and  GYNECOLOGICAL  SURGERY 

Suite  4B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-3305  El  Paso,  Texas 

Suite  3A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-9032  El  Paso,  Texas 

JOHN  A.  EISENBEISS,  M.  D.,  F.  A.  C.  S. 
E.  THORNTON  PFEIL,  M.  D.,  F.  A.  C.  S. 

MARVIN  E.  GRICE,  M.  D. 

Diplomates  of  the  American  Board  of  Neurological  Surgery 

Lois  Grunow  Memorial  Clinic 

Practice  Limited  To  Neuro-Psychiatry 

926  East  McDowell  Road  AL  4-3151  Phoenix,  Arizona 

313D  North  Alleghaney  St.  6-5281  Odessa,  Texas 

LESTER  C.  FEENER,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  Internal  Medicine 

HERMAN  J.  HARVIS,  M.  D. 

INTERNAL  MEDICINE 
CARDIOVASCULAR  DISEASES 

GENERAL  PRACTICE 

404  Banner  Bldg.  2-5771  El  Paso,  Texas 

708  Denver  St  4-2844  Plainview,  Tex. 

JOE  R FLOYD,  M.  D.,  F.  A.  C.  S. 

HASKELL  D.  HATFIELD,  M.  D.,  F.  A.  C.  S. 

(Diplomate  American  Board  of  Otolaryngology) 

GENERAL  SURGERY 

PRACTICE  LIMITED  TO  OTOLARYNGOLOGY 
LARYNGEAL  SURGERY  and  BRONCHO-ESOPHAGOSCOPY 

Suite  9E  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-5881  El  Paso,  Texas 

Suite  4E  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-3201  El  Paso,  Texas 

1130  N.  Central  Ave.  Memorial  Hospital 

DOUGLAS  D.  GAIN,  M.  D. 
ERNEST  H.  PRICE,  M.  D. 

MALONE  V.  HILL,  M.  D.,  F.  A.  C.  S. 

Diplomates  oT  American  Board  of  Radiology 

GENERAL  SURGERY 

X-RAY  THERAPY  and  DIAGNOSIS 
RADIUM  THERAPY  — RADIOACTIVE  ISOTOPES 

AL  8-8436  Phoenix,  Arizona  AL  8-7531 

123  North  Sixth  Street  600  Alpine,  Texas 

CHARLES  E.  GALT,  JR.,  M.  D. 

HERBERT  E.  HIPPS,  M,  D. 

Practice  limited  to  Obstetrics  and  Gynecology 

ORTHOPEDIC  SURGERY 

513  West  Fox  St.  Phone  5-5015  Carlsbad,  N.  M. 

1612  Columbus  Ave.  4-4701  Waco,  Tex. 

H.  M.  GIBSON,  M.  D.,  F.  A.  C.  S. 

(Certified  by  American  Board  of  Urology) 

DRS.  HOGSETT  and  HARGAN 

PRACTICE  LIMITED  TO  UROLOGY 

G.  C.  Hogsett,  M.  D.  J.  L.  Hargan,  M.  D. 

OBSTETRICS  and  PEDIATRICS 

209  Medical  Arts  Bldg,  2-8130  El  Paso,  Texas 

Medical  Arts  Bldg.  5-4156  Carlsbad,  N.  M. 
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RUSSELL  HOLT,  M.  D. 

B.  LYNN  GOODLOE,  M.  D. 
JACK  T.  RUSH,  M.  D. 

CHARLES  P.  C.  LOGSDON,  M.  D. 

GENERAL  and  GYNECOLOGICAL  SURGERY 
MEDICAL  ARTS  BUILDING 

CARDIOLOGY 

415  East  Yandell  Blvd  3-3443  El  Paso,  Texas 

415  E.  Yandell  Blvd.  3-7916  El  Paso,  Texas 

RALPH  H HOMAN,  M.  D.,  F.  A.  C.  P. 

CARDIOLOGY 

TRUETT  L.  MADDOX,  D.  D.  S. 

ROBERT  B.  HOMAN,  JR.,  M.D.,  F.A.C.S. 

DISEASES  OF  THE  CHEST  — THORACIC  SURGERY 

ORAL  SURGERY 

Suite7D  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-1409  El  Paso,  Texas 

Suite  9A  Ei  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-3659  EI  Paso,  Texas 

GEORGE  W.  HORTON,  M.  D. 

MARSHALL  CLINIC 

PRACTICE  LIMITED  TO  ORTHOPEDICS 

1.  J.  Marshall,  M.D. 

413  N.  Lincoln  7-6641  Odessa,  Texas 

Steve  Marshall,  M.D. 

Earl  A.  Latimer,  Jr.,  M.D. 

W.  A.  JONES,  M.  D. 

D.  H.  Cahoon,  M.D. 

Dipiomate  American  Board  of  Neurological  Surgery 

NEUROLOGICAL  SURGERY 

H.  D.  Johnson,  D.D.S. 

Suite  1C  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-9927  El  Paso,  Texas 

ROSWELL  NEW  MEXICO 

G.  H.  Jordan,  M.D,  F.A.C.S.  C.  E.  Webb,  M.D.,  F.A.C.S. 

— RADIOLOGY  — PATHOLOGY  — RADIOISOTOPES  — 

DRS.  JORDAN  AND  WEBB 

Diplomates  American  Board  of  Surgery 

C.  H.  MASON,  M.D. 

GENERAL  and  GYNECOLOGICAL  SURGERY 

M.  S.  HART,  M.D. 

Suite  7B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-1693  El  Paso,  Texas 

R.  F.  BOVERIE,  M.D. 

G.  L.  BLACK,  M.D. 

LINDELL  M.  KINMAN,  M.  D. 

R.  S.  CLAYTON,  M.D. 

Dipiomate  American  Board  of  Urology 

UROLOGY 

300  West  Alameda  Phone  4559  Roswell,  N.  M. 

El  Paso  Medical  Center  Medical  Arts  Building 

1501  Arizona,  Suite  2- A 415  E.  Yandell,  Suite  105 

3-4478  3-7092 

El  Paso,  Texas 

HERMAN  A.  KLING,  M.  D. 

Associate  Fellow  American  Proctologic  Society 

BERNARD  L.  MELTON,  M.  D. 
F.  A.  C.  S.,  F.  1.  C.  S. 

EYE,  EAR,  NOSE  and  THROAT 

Diseases  of  the  Colon  and  Rectum 
107  Girard  Blvd.,  S.  E.  2-9313  Albuquerque,  N.  M. 

Certified  by  American  Board  of  Ophthalmology 
Certified  by  American  Board  of  Otolaryngology 
Certified  by  International  College  of  Surgeons 

GORDON  J.  McCURDY,  M.  D. 

HOWARD  C.  LAWRENCE,  M.  D. 

Dipiomate  American  Board  of  Plastic  Surgery 

Certified  by  American  Board  of  Otolaryngology 
Fellow  of  American  College  of  Allergists 
Eye,  Ear,  Nose,  Throat,  Fenestration  and  Allergy 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
709  Professional  Building  ALpine  8-4101  Phoenix,  Arizona 

605  Professional  Bldg.  Phone:  Alpine  3-8209 

PHOENIX,  ARIZONA 
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JOSEPH  H.  McAlister,  m.  d.,  d.  a.  b.  r. 

Radiology  - Radioisotopes 

313-B  N.  Alleghaney  6-9221  Odessa,  Texas 

LEROY  J.  MILLER,  M.  D. 

M.  ROBERT  KLEBANOFF,  M.  D. 

NEUROLOGICAL  SURGERY 

106  S.  Slru-d  Ave.  5-4831  Albuquerque,  N.  M 


CLINTON  W.  MORGAN,  M.  D, 

NEUROLOGICAL  SURGERY 

215  Oak  N.  E.  3-6195  Albuquerque,  N.  M. 


J.  H.  MULLEN,  D.  D.  S. 

GENERAL  DENTISTRY 
(Special  Consideration  Given  Children) 

1333  First  National  Bldg.  3-8687  El  Paso,  Texas 


A.  WILLIAM  MULTHAUF,  M.D.,  F.A.C.S. 

UROLOGICAL  DIAGNOSIS  AND  SURGERY 

1315  First  National  Bldg.  3-8986  El  Paso,  Texas 


WALLACE  E.  NISSEN,  M.  D.,  F.  A.  C.  S. 
W.  W.  KRIDELBAUGH,  M.  D.,  F.  A.  C.  S. 

GENERAL  SURGERY 

Medical  Arts  Square 

801  Encino  Place,  Suite  35  3-2251  Albuquerque,  N.  M. 

THE  ORTfHOPEDTc^lJt^ 

Orthopedic  Surgery 

W.  A.  BISHOP,  JR.,  M.  D.,  F.  A.  C.  S. 

ALVIN  L.  SWENSON,  M.  D. 

RAY  FIFE,  M.  D. 

SIDNEY  L.  STOVALL,  M.  D.,  F.  A.  C.  S. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
DE  WITT  W.  ENGLUND,  M.  D.,  ARTHRITIS 
1313  North  Second  Street  — Phone  Alpine  8-1586  — Phoenix,  Ariz 

JAMES  M.  OVENS,  M.  D. 

F.  A.  C.  S.,  F.  I.  C.  S. 

Diplomate  American  Board  of  Surgery 

CANCER  AND  TUMOR  SURGERY  X-RAY  AND 
RADIUM  THERAPY 

608  Professional  Building  AL  4-1973  Phoenix,  Ariz. 


ROBERT  E.  PARKINS,  D.  D.  S. 

GENERAL  DENTISTRY 
(Special  Consideration  Given  to  Children) 

Suite  IE  1501  Arizona  Street 

Phone  3-1245  El  Paso  Medical  Center  El  Paso,  Texas 

JACK  C.  POSTLEWAITE,  M.  D. 

Diplomate  American  Board  of  Internal  Medicine 

NATHAN  KLEBAN,  M.D. 

INTERNAL  MEDICINE 

Suite  5D  1501  Arizona  St. 

El  Paso  Medical  Center  2-1385  El  Paso,  Texas 

VINCENT  M.  RAVEL,  M.  D. 
CHARLES  C.  McVAUGH,  M.  D. 

— RADIOLOGY  — 

Mills  Building  and 

800  Montana  Street  2-3459  El  Paso,  Texas 

RISSLER-WOLLMANN  CLINIC 
ROSS  W.  RISSLER,  M.  D. 

(Certified  by  the  American  Beard  of  Internal  Medicine) 

INTERI^AL  MEDICINE— CARDIOLOGY 

WALTER  W.  WOLLMANN,  M.D.,  F.A.C.S. 

(Certified  by  the  American  Board  of  Surgery) 

GENERAL  SURGERY 

2001  Grant  A\;e.  3-1601  El  Paso,  Texas 

ROY  R.  ROBERTSON,  M.  D. 

INTERNAL  MEDICINE  AND  CARDIOVASCULAR  DISEASES 

Medical  Arts  Square 

801  Encino  Place,  Suite  20  2-9619  Albuquerque,  N.  M. 


J.  S.  RODEN,  M.  D. 

GYNECOLOGY 

W.  S.  PARKS,  Jr.,  M.  D 

OBSTETRICS  AND  GYNECOLOGY 

G.  H LANG,  M.  D. 

OBSTETRICS 

108  N.  Garfield  St.  4-6592  Midland,  Texas 
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CECIL  A.  ROBINSON,  M.  D. 

Practice  Limited  to  Orthopedics 

111  Pine  St.  2541  Kermit,  Texas 


S.  PERRY  ROGERS,  M.  D. 

ORTHOPEDIC  SURGERY 


Suite  2B  El  Paso  Medical  Center 

Phone  2-4433 


1501  Arizona  Street 
El  Paso,  Texas 


GEORGE  M.  SCHLENKER,  M.  D. 

Practice  Limited  To  Neuro-Psychiatry 

Medical  Arts  Building 

415  E.  Yandell  Blvd.  3-7366  El  Paso,  Texas 


EUGENE  P.  SIMMS,  M.  D. 

— GENERAL  PRACTICE  — 

Medical  Arts  Center 

1213  Tenth  Street  Phone  8 Alamogordo,  N.  M. 


GERALD  A,  SLUSSER,  M.  D.,  A.  I.  C.  S. 

SURGERY  AND  OBSTETRICS 

100  Booker  Bldg.  Phone  670  Artesia,  N.  M. 


LESLIE  M.  SMITH,  M.  D.  H.  D.  GARRETT,  M.  D. 

DRS.  SMITH  AND  GARRETT 

Diplomates  American  Board  of  Dermatology  and  Syphilology 

DISEASES  OF  THE  SKIN 
X-Ra>  and  Radium  In  the  Treatment  of  Skin  Malignancies 
Suite  3D  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-6172  El  Paso,  Texas 


WILLARD  W.  SCHUESSLER,  M.  D. 

DIplomate  American  Board  of  Plastic  Surgery 

DONALD  H.  EWALT,  M.  D. 

Plastic,  Reconstructive  Surgery  and 
Maxillo-facial  Surgery 

1501  Arizona  St.  Medical  Center,  Suite  4-C  El  Paso,  Texas 

F.  P SCHUSTER,  M.  D. 

S A.  SCHUSTER,  M.  D. 
NEWTON  F WALKER,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT-BRONCHOSCOPY 

First  National  Bldg.  2-1495  El  Paso,  Texas 

O.  J.  SHAFFER,  D.  D.  S.,  F.  A.  C.  D, 

(DIplomate  American  Board  of  Oral  Surgery) 

ROY  G.  SLACK,  D.  M.  D. 

ORAL  SURGERY 

Suite  ID  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-6742  El  Paso,  Texas 

W.  G.  SHULTZ,  M.D.,  F.A.C.S. 

E.  R.  UPDEGRAFF,  M.D. 

Diplomates  of  The  American  Board  of  Urology 
1010  N.  Country  Club  Road 

Telephone  5-2609  Tucson,  Arizona 


D.  J.  SIBLEY,  JR.,  M.  D. 

GENERAL  PRACTICE 

Box  367  Phone  584  Ft.  Stockton,  Texas 


M.  P.  SPEARMAN,  M.  D.,  F.  A.  C.  S. 

DIplomate  American  Board  of  Otolaryngology 

EYE  - EAR  - NOSE  - THROAT 

Suite  5C  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-6011  El  Paso,  Texas 

C.  M.  STANFILL,  M.  D. 

DIplomate  American  Board  of  Otolaryngology 
EAR,  NOSE  and  THROAT 

Bronchoscopy  — Esophagoscopy 
307  MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blvd.  2-9449  El  Paso.  Texas 


C.  S.  STONE,  M.  D.,  F.  A.  C.  S. 

A.  J.  JENSON,  B.  A.,  M.  D. 

V.  M.  HOLLAND,  B.  S.,  M.  D. 

PHONES:  3-5323  - 3-3033  - 3-4427 

301  East  Cain  Street  Hobbs,  N M 


JESSON  L.  STOWE,  M.  D. 

GRAY  E.  CARPENTER,  M.  D. 

GYNECOLOGY  AND  OBSTETRICS 
2323  Montana  Street  2-4631  El  Paso,  Texas 
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WINSLOW  P.  STRATEMEYER,  M.  D. 

DIplomate  American  Board  of  Neurological  Surgery 
NEUROLOGICAL  SURGERY 

101  Medical  Arts  Bldg. 

415  E.  Yandell  Blvd.  3-7551  El  Paso,  Texas 


ROBERT  F.  THOMPSON,  M,  D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

UROLOGY 

816-818  Mills  Bldg.  2-4321  El  Paso,  Texas 


TUCSON  TUMOR  CLINIC 

CANCER  & ALLIED  DISEASES 

LUDWIG  LINDBERG,  M.  D. 

U.  V.  PORTMANN,  M.  D. 

721  N.  4th  Ave.  3-2531  Tucson,  Arizona 

W.  E.  VANDEVERE,  M.  D.,  F.  A.  C.  S. 

DIplomate  of  American  Boards  of  Ophthalmology  and  Otolaryngology 

W.  G.  MORROW,  JR.,  M.  D. 

Diplomate  American  Board  of  Ophthalmology 
OPHTHALMOLOGY 

1001  First  National  Bldg.  2-5629  El  Paso,  Texas 


TURNER'S  CLINICAL 
& X-RAY  LABORATORIES 


RICHARD  P.  WAGGONER,  M.  D. 

M.  S.  (SURG.),  F.A.C.S. 

GENERAL  SURGERY 


GEORGE  TURNER,  M.  D. 
DELPHIN  von  BRIESEN,  M.  D. 


504  N Richardson  St.  Phone  208  Roswell,  N.  M. 


MEDICAL  CENTER 


1501  Arizona  St. 
Building  No.  6 


Phone:  2-4689 
El  Paso,  Texas 


L.  E.  WILCOX,  M.  D. 

RUSSELL  L.  DETER,  M.  D. 
HERMAN  RICE,  M.  D. 

GENERAL  AND  THORACIC  SURGERY 
Suite  5E  El  Paso  Medical  Center  1501  Arizona  Street 


HOTEL  DIEU, 
SISTERS^ 
HOSPITAL 

Operated  in  Conjunction  With 
San  Jose  Clinic  and 
St.  Joseph’s  Maternity  Unit. 

Fully  Approved  by  the 
Joint  Commission  on 
Accreditation  of  Hospitals. 

EL  PASO,  TEXAS 


I Phone  2-6529 

HOTEL  DIEU 
SCHOOL  OF 
NURSING 

Fully  Approved  by  the  National 
Nursing  Accrediting  Service. 

For  Residencies:  Apply  to 
Sister  Roberta,  Administrator. 
For  School  of  Nursing:  Apply  to 
Sister  Mary  Bernadette,  Director. 

EL  PASO,  TEXAS 


El  Paso,  Texas 

HOTEL  DIEU 
SCHOOL  OF 
MEDICAL 
TECHNOLOGY 

Fully  Approved  by  the 
American  Medical  Association, 
American  Society  of  Clinical 
Pathologists,  and  Registry  of 
Medical  Technologists. 

EL  PASO,  TEXAS 


The  Della  Rose 
Maternity  Home 

1307  N.  Mesa  El  Paso,  Texas  Phone  2-8015 

Private,  Licensed,  Pre-Natal  Home  for  Unwed  Mothers. 
Staff  includes  leading  Southwestern  obstetricians. 
Delivery  in  a fully  accredited  El  Paso  hospital. 
Adoption  arranged  through  licensed  agency. 

Registered  nurses  on  duty  at  all  times. 

Correspondence  and  Interviews  Strictly  Confidential. 

(MRS.)  NETTIE  V.  BAIRD,  R.  N.,  Director 


AUGUST.  1955 
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Southwestern  General  Hospital 


Approved  by  the  Joint  Commission  on  Accreditation  of  Hospitals 

• 

Member  Hospital: 

American  Hospital  Association 

Blue  Cross  of  Texas 

• 

Open  Staff 

COTTON  AV  ENUE  AND  ERIE  STREET  • EL  PASO,  TEXAS 


SANATORIUM 


5055  North  Thirty-Fourth  Street 
At  Camelback  Road 


Phoenix  Institute  of 
NEUROLOGY  & PSYCHIATRY 


AM  6-7238 


Director 

OTTO  L.  BENDHEIM,  M.D. 


Phoersix,  Arizona 
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here’s  a good  long  lift  when  a lift  is  needed... 


TOTAL  DISSOLUTION  8-10  HOURS 


7am 


oam 


9am 


■ JM2  ffoi/Rs: 


10am 


Ham 


12n 


1pm  2 pm  3 pm  4 pm  5 pm  6 pm  7 pm 


normalizer 


syclio 


M 


M 


Ambar  Extentabs  and  Tablets  contain, 
ir  intermediate  dosage,  the  potent 
CNS  stimulant,  methampbetamine,  plus 
phenobarbital.  Combined  in  an  optimal 
ratio  of  6.5  parts  pbenobarbital  to  1 
part  methampbetamine,  metbamphetamine’s 
potent  stimulating  influence  is  firmly 

controlled,  resulting  in  a gentle, 
“jolt-free”  normalization  of  depressed 
moods  and  excessive  appetite. 

normalize  the  depressed  mood, 
suppress  the  urge  to  overeat 


t 

How  Amhar  Extentabs  work  a 12-hour  day.,. 

without  time  off  for  getting  started.  Each  Extentab  is 
equivalent  to  3 full  doses  in  one  tablet.  Dose  number  one,  present  in 
the  tablet  coating,  is  released  quickly  yet  smoothly.  Needed  clinical 
effect  is  promptly  achieved. 

without  time  out  for  dosage  break  S.  Extentab-contained 
doses  two  and  tliree  are  distributed  throughout  a special,  Robins- 
developed  extended-release  core.  Clinical  effect  is  uniformly  maintained 
without  interruptions  for  dosage  breaks. 


Anil»ar  Extentabs  — 

Methamphetaminc  hydrochloride  10.0  mg. 

Phenobarbital  (1  gr.) 64.8  mg. 

Average  duration  of  therapeutic  effects 
10-12  hours 


Ambar  Tablets  — 

Methampbetamine  hydrochloride  S..33  mg. 

Phenoharhital  (1/3  gr.) 21.6  mg. 

Average  duration  of  therapeutic  effects 
4 hours. 


A.  H.  ROBINS  CO..  INC. /RICHMOND.  VIRGINIA 


Trasentine®-  Phenobarbital 


■ Inhibits  Parasympathetic  Activity 

■ Relaxes  Smooth  Muscle  Directly 

■ Exerts  Local  Anesthetic  Effect 
on  G-I  Mucosa 

■ Sedates  the  Patient 


Without  Atropine  Side  Effects 


Each  tablet  contains  50  mg. 
Trasentine  hydrochloride  and  20  mg. 
phenobarbital. 

Also  available:  Trasentine 
hydrochloride  Tablets,  75  mg. 


Trasentine®  hydrochloride 
(adiphenine  hydrochloride  CIBA 


a/ 2061 M 


CIBA 


Summit,  N.  J, 
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WELL  TOLERATED  BROAD  SPECTRUM  ANTIBACTERIAL  THERAPY  PLUS  ANTIFUNGAL  PROPHYLAXIS 


BROAD  SPECTRUM  ANTIBIOTIC  THERAPY,  ' / 
EFFECTIVE  IN  MANY  COMMON  INFECTIONS 


Because  it  contains  StecTin  (Squibb  Tetracycline),  MYSTrXLiN  is 
an  effective  therapeutic  agent  for  most  bacterial  infections. 
When  caused  by  tetracycline-susceptible  organisms,  the  follow- 
ing infections  are  a few  of  those  which  can  be  expected  to  re- 
spond to  MYSTECLIN  therapy: 

bronchitis  gonoiihca  osteomyelitis  pyelonephritis 

colitis  lymphadenitis  otitis  media  sinusitis 

furunculosis  meningitis  pneumonia  tonsillitis 

MYSTECLiN  is  also  indicated  in  certain  viral  infections  and  in  amebic 
dysentery. 


'broad  spectrum  antibiotic  therapy, 

WITH  A MINIMUM  OF  SIDE  EFFECTS 


In  clinical  use,  Steclin  has  produced  an  extremely  low  incidence 
of  the  gastrointestinal  distress  sometimes  observed  with  other 
broad  spectrum  antibiotics.  Mycostatin  (Squibb  Nystatin),  as 
contained  in  MYSTECLIN,  is  also  a particularly  well  tolerated 
antibiotic  and  has  produced  no  allergic  reactions,  even  after 
prolonged  administration. 


BROAD  SPECTRUM  Antibiotic  THERAPY, 

WITHOUT  THE  DANGER  OF  MONILIAL  OVERGROWTH 


Because  it  contains  Mycostatin,  the  first  safe  antifungal 
antibiotic,  MYSTECLIN  effectively  prevents  the  overgrowth  of 
Candida  albicans  (monilia)  frequently  associated  with  the 
administration  of  ordinary  broad  spectrum  antibiotics.  This 
overgrowth  may  sometimes  cause  gastrointestinal  distress,  anal 
{iruritus,  vaginitis,  and  thrush;  on  occasion,  it  may  have  serious 
and  even  fatal  consecpiences. 


Each  MYSTECLIN  capsule  contains  250  mg.  Steclin 
Hydrochloride  and  250,000  units  Mycostatin. 

Minimum  (nhilf  dnuc:  1 capsule  ((.i.d. 

Bottles  of  12  and  100. 


I'l)  AUC  OQUIOO  T»A;n.MA(' 


BPTE/VIL":- 


is  as  irapor taint  to  the  young  patient  as 


effectiveness  is  to  you.  In  antibacterial 
therapy  Gantrisin  (acetyl)  Pediatric  Suspension 
is  useful  on  both  comts  because  of  its 
delicious  raspberry  flavor  without 
"medicine"  aftertaste,  its  wide 
antibacterial  spectrxmi  and 
notable  freedom  from  gastro- intestinal 
upsets  and  other  side  effects. 

Hoffmann  - La  Roche  . * la  t 


Gantrisin®  acetyl  --  bran 


acetyl  sulfisoxazole 


\ 


/ 
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to  the  relaxed  patient. 


Noludar  relaxes  the  patient  and  usually  induces 
sleep  within  one -half  to  one  hour,  lasting  for  6 to 
7 hours.  Clinical  studies  in  over  3^000  patients 
have  confirmed  the  usefulness  of  Noludar  in 
the  relief  of  nervous  insomnia  and  daytime  tension. 
Noludar  'Roche'  is  not  a barbiturate.  Available 
in  '^O-mg  and  200-mg  tablets,  and  in  liquid 
form,  50  mg  per  teaspoonful. 

Noludar®  -brand  of  methyprylon 
Hoffmann  - La  Roche  Inc 
Nut ley  . N.J. 


SEPTEMBER,  1955 
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Upjohn 


Bacterial 
diarrheas . . . 


Each  fluidounce  contains: 

Neomycin  sulfate  300  mg.  (4%  grs.) 
[equivalent  to  210  mg.  (314  grs.)  neo- 
mycin base] 


Kaolin 5.832  Gm.  (90  grs.) 

Pectin 0.130  Gm.  ( 2grs. ) 


Suspended  with  methylcellulose  1.25% 
Supplied: 

6-fluidounce  and  pint  bottles 


The  Upjohn  Company,  Kalamazoo,  Michigan 


with 

Neomycin 
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Supplied:  Bottles  of  12  fluid  oz. 

Literature  available. 

1.  Albert,  A.,  avd  Albert,  M.:  Texas  State  J.  Med. 
50:514  (Dec.)  195 it. 

2.  Sherber,  D.A.,  and  Levites,  M.M.:  J.A.M.A. 
152:682  (June  20)  1953. 


Reduces  elevated  blood  cholesterol  levels^'- 

Improves  hypercholesteremic  patients  with  cardiovascular 
disease  and  angina  and  those  with  postoperative  biliary 
dyskinesia,  both  subjectively  and  symptomatically^ 

monichor 

Polysorbate  80.  Choline,  Inositol — the  new  physio-chemical  complex) 

normalizes  cholesterol  metabolism 

IVES-CAMERON  COMPANY 

Philadelphia  2,  Pa. 


■"Trademark 


NEW  PHOSPHORUS-FREE 
PRENATAL  DIETARY  SUPPLEMENT! 

Cyesicaps  provide  both  mother  and  child 
with  every  needed  vitamin  and  mineral. 
Calcium  is  supplied  as  calcium  lactate,  its 
most  easily  assimilated  form.  This  phos- 
phorus-free formula,  requested  by  many 
obstetricians,  is  indicated  throughout  preg- 
nancy and  lactation.  Cyesicaps  are  dry-fiOed 
soft  gelatin  capsules  (an  exclusive  Lederle 
development),  and  cause  no  oily  aftertaste. 

Recommended  dosage:  1 or  2 capsules,  3 
times  daily. 

LEDERLE  LABORATORIES  DIVISION 
AMERICAN  Gfonamid coMPANr  Pearl  River,  New  York 


Prenatal  Dietary  Supi)Iement 


* 


SEPTEMBER,  1955 
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Arthralgia  and  myalgia  due  to 
estrogen  deficiency  are  frequent  complaints  not 
only  at  the  time  menstruation  ceases  but  all  through 
the  period  of  declining  ovarian  function. 


‘Premarin”®  (conjugated  estrogens,  equine)  is  a preparation  of 
choice  for  estrogen  replacement  therapy. 


Ayerst  Laboratories 
New  York.  N.  Y. 
Montreal,  Cana<ift 


r 
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in  arthritis 
and 

allied  disorders  . . . 


nonhormonal  anti  - arthritic 


BUTAZOLIDIN' 

(brand  of  phenylbutazone) 

[relieves  pain  • improves  function  • resolves  inflammation 


Employing  the  serum  protein-polysaccharide  ratio  (PR)  as  an  objective 
criterion  of  rheumatoid  activity,  it  has  again  been  shown  that 
Butazolidin  "...produces  more  than  a simple  analgesic  effect  in 
rheumatoid  arthritis."’ 

Clinically,  the  potency  of  Butazolidin  is  reflected  in  the  finding  that 
57.6  per  cent  of  patients  with  rheumatoid  arthritis  respond  to  the  extent 
of  "remission"  or  "major  improvement."^ 

Long-term  study  has  now  shown  that  the  failure  rate  with  Butazolidin 
in  rheumotoid  arthritis,  and  particularly  in  rheumatoid  spondylitis,  is 
significantly  lower  than  with  hormonal  therapy.’ 

(1)  Payne,  R.  W.;  Shetlar,  M.  R.;  Farr,  C.  H.;  Hellbaum,  A.  A.,  and  Ishmael,  W.  K.:  J.  Lab.  & 
Clin.  Med.  45:331,  1955.  (2)  Bunim,  J.  J.;  Williams,  R.  R.,  and  Black,  R.  L.;  J.  Chron.  Dis. 
1:168,  1955.  (3)  Holbrook,  W.  P.:  M.  Clin.  North  America  39:405,  1955. 

Butazolidin'®  (brand  of  phenylbutazone).  Red  coated  tablets  of  100  mg. 

Butazolidin  being  a potent  therapeutic  agent,  physicians  unfamiliar  with  its  use  are  urged 
ta  send  for  literature  before  instituting  therapy. 


GEIGY  PHARMACEUTICALS  Division  of  Geigy  Chemical  Corporation 

220  Church  Street,  New  York  13,  N.  Y. 
SII55  In  Canada:  Geigy  Pharmaceuticals,  Montreal 


Practically  all  of  your  patients,  young  and  old  are 
motion  sensitive  and  suffer  to  some  degree  when 
traveling  by  rail,  bus,  automobile,  ship  or  plane. 
Bonamine  easily  and  effectively  prevents  motion 
sickness.  A single  dose  a day  often  is  enough  to 
insure  the  pleasure  and  therapeutic  benefits  of 
travel.  The  chewing-gum  form  has  the  advantages  of 
patient  acceptability,  agreeable  minty  taste  and  ready 
availability  without  need  for  water  for  administration. 

Bonamine  is  indicated  also  for  the  control  of  nause'a, 
vomiting  and  vertigo  associated  with  labyrinthine 
irritation  due  to  Meniere’s  disease,  postoperative 
status,  cerebral  arteriosclerosis  or  radiation  therapy. 

♦Trademark 

Bonamine' 

Brand  of  meclizine  hydrocliloride 

Supplied  as  Chewing  Tablets,  25  ing.  and 
also  as  scored,  tasteless  Tablets,  25  nig. 


I’riZEK  Lahoratories.  Brooklyn  6,  N.  Y. 
Division,  Chas.  Plizer  & Co.,  Inc. 
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vitamins 
D B,  B.  P-P  B.  E 

Panthonol 

including 

B COMPLfX 
Wincrols-**®’* 


Each  Theragran  Capsule  supplies: 
Vitamin  A ....  25,000  U.S.P.  Units 

(synthetic) 

Vitamin  D ....  1,000  U.S.P.  Units 
Thiamine  Mononitrate  ...  10  mg. 

Riboflavin  10  mg. 

Niacinamide  150  mg. 

Ascorbic  Acid 150  mg. 

1 or  more  capsules  daily 
bottles  of  30, 100  and  1000. 


and  Theragran  gives 

therapeutic  results 


THERAGRAN 

THERAPEUTIC  FORMULA  VITAMIN  CAPSULES  SQUIBB 


Sqjjibb 

'THERAGRAN'  iS  A SQUIBB  TRADEMARK 
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ut 


*‘Good  Response”* 
in 


of  cases  treated 
with  Entozyme  alone 


After  using  digestive  enzyme  replacement 
with  ENTOZYME  'Robins  as  the  only 
therapy  in  a series  of  24  psoriasis  patients 
"recalcitrant  to  all  previous  treatment," 
ingels*  reports  that  "good  response 
occurred  in  19  cases  [79%]  within  four 
weeks  to  three  months  . . . complete 
clearing  in  four  cases." 

Entozyme  provides  pancreatic  enzymes 
to  help  restore  normal  metabolism, 
so  commonly  disordered  in  the  psoriatic 
. . . and  thus  represents  an  effective 
systemic  approach  to  successful  therapy. 

’'Ingels,  A.  H.:  California  Medicine  79:437,  1953. 

E N T O Z 


Each  Entozyme 

'tablet-within-a-tablei'  contains: 
—in  its  gastric-soluble  outer 
coating  . Pepsin,  N.F.  250  mg. 

—in  its  enteric-coated 
core  . . 1 Pancreatin,  U.S.P.  300  mg. 

f Bile  salts  150  mg. 


Y M 


A.  H.  ROBINS  CO.,  INC.  • RICHMOND  20,  VIRGINIA 

Ethical  Pharmaceuticals  of  Merit  since  187$ 


\r 


REVICAPS  provide  easy  appetite-control  for  those  patients  who  are 
dangerously  overweight,  and  they  are  ideal  for  the  man  or  woman 
who  doesn’t  require  a drastic  diet,  but  will  benefit  from  losing  a 
few  pounds. 

REVICAPS  supply  d-Amphetamine  to  elevate  the  patient’s  mood, 
methylcellulose  to  furnish  bulk,  21  essential  vitamins  and  minerals. 


The  prescription  product  that  helps  reduce  weight 


Bottles  of  100  and  1,000 
...  sold  on  prescription  only. 

Dosage:  1 or  2 capsules,  Vi 
to  1 hour  before  each  meal. 


REinCkPS 

d-Amphetamine — Vitamins  and  Minerals  Lederle 


LEDERLE  LABORATORIES  DIVISION  AMERICAN 


G^anamid . 


COMPA/VY  Pearl  River,  New  York  i 


For  Beginning  Head  Colds — 


For  Allergic  Head  Colds — 


^hinall  Ccltf 

CajjiMleA 

Useful  in  the  Acute  Coryza  or  Virus 
stage  of  Head  Colds — For  relief  of 
Sneezing,  Blockage,  and  excessive 
Secretions — symptoms  not  relieved 
by  the  sulfonamides. 

EACH  CAPSULE  CONTAINS 

'Propadrine'  Hydrochloride '/a  grain 

I Phenylpropanolamine  Hydrochloride ) 
Powdered  Extract  of  Belladonna  ....  Vs  grain 
(Equivalent  to  0,0015  gr.  total  AlkaloidsI 

Acetophenetidin 2 grains 

Acid  Acetylsalicylic 2'h  grains 


Detailed  to  the 
Medical  Profession  Exclusively 


afford  welcome  relief  of  the  annoying 
symptoms  associated  with  allergic 
head  colds. 

A combination  of  four  effective  In- 
gredients for  the  symptomatic  relief 
of  nasal  congestion,  hypersecretion 
and  headache  associated  with 
allergies  and  allergic  head  colds. 

EACH  CAPSULE  CONTAINS: 
Pyrilamlne  Maleate  ...  25  mg. 

Ephedrine  Sulfate  ....  Vs  gr. 
Atropine  Sulfate  . . . I /soo  gr. 

Sallcylamide 2 '/z  gr. 


Samples  on  Request 


In  vials  of  12  Capsules 
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METANDREN  LINGUETS 

the  most  potent  oral  androgen 

® ® 

FEMANDREN  LINGUETS 

the  most  potent  oral  estrogen  with  the  most  potent  oral  androgen 

Buccallyor  sublingually  absorbed  linguets  by-pass  liver 

Inactivation  or  gastric  destruction— are  virtually  as  potent  as  parenteral 

steroids— provide  effective,  convenient,  low-cost  hormone  therapy. 

Supply:  Metandren  Linguets,  5 mg.  (white,  scored)  and  10  mg. 

(yellow,  scored).  Femandren  Linguets  (green,  scored),  each  containing 
0.02  mg.  ethinyl  estradiol  and  5 mg.  methyltestosterone. 

Metandren®  (methyltestosterone  U.S.P.  ciba) 

Femandren®  (methyltestosterone  with  ethinyl  estradiol  ciba) 

Linguets®  (tablets  for  mucosal  absorption  ciba) 

CIBA  Summit,  N.  J.  2/  2070M 
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Now  Available  --  Fresh  From  The  Farm 


For  infants,  the  elderly, 
the  treatment  of  stomach 
disorders  and  allergies — 
GOAT’S  Milk  is  often 
the  right  answer.  Now 
in  plentiful  supply,  fresh 
from  the  farm. 

Certified  Milk 

is  produced  under  the 
supervision  of  the 
El  Paso  County  Medical 
Milk  Commission 


Write  or  call  Price’s  for  detailed  literature  on  Certified  Goat’s  Milk 

Price’s  Creameries,  Inc.  600  N.  Piedras  Street,  El  Paso  Phone  5-2711 
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SE-X-TENTABS 


\/.y. 


/ • 


NOW 

a new  Robins'  Extentab 


STENTAL 

(Phenobarbital  Extended  Action  Tablets) 


A.  H.  ROBINS  CO.,  INC.  * Richmond  20,  Virginia 

Ethical  Pharmaceuticals  of  Merit  since  1878 


Phenobarbital  — the  sedative  par  excel- 
lence— is  now  available  in  the  unique 
Robins’  Extentabs  dosage  form,  as 
‘Stental  Extentabs’. 


Each  Stental  Extentab  contains  % gr. 
phenobarbital,  one-third  of  which  is  re- 
leased promptly  on  ingestion,  and  the 
balance  gradually  and  evenly,  to  provide 
smooth,  sustained  sedation  over  a 
period  of  10  to  12  hours  . . . thus  avoid- 
ing repeated  dosage  during  the  day, 
or  awakening  at  night  for  additional 
medication. 


2.5  cc.  Hypertussis  eliminates  massive  dosage  in  whoop- 
ing cough  treatment  or  passive  prevention.  A crystal- 
clear  homologous  protein,  2.5  cc.  Hypertussis  contains 
the  gamma  globulin  equivalent  of  25  cc.  of  human 
hyper-immune  serum.  This  specific  anti-pertussis  frac- 
tion is  concentrated  10-fold  to  obviate  the  pain  and 
inconvenience  associated  with  massive  dosage — giving 
you  the  advantage  of 

“a  thimbleful  of  dosage  for  a handful  of  baby.” 


Hypertussis  will  not  interfere  with 
the  use  of  antibiotics  where  they 
may  be  indicated. 

2.5  cc.  Hypertussis  is  supplied  in  2.5 
cc.  (one  dose)  vials,  ready  for  immedi- 
ate intramuscular  injection. 


For  whooping  cough  prophylaxis 
and  treatment  specify 

2.5cc.  HYPERTUSSIS* 

(anti-pertussis  serum-human) 
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THE  PRESIDENT’S  COLUMN 


Some  Problems  of  the  Uninsured 

B5-  Joseph  Bank. 


Certain  concepts  ot  prepaid  medical  care  have 
been  accepted  as  valid  guides  in  present  day  thinking 
about  medical  plans.  Thus  it  is  believed  by  most 

that  the  responsibility 
of  paying  for  medical 
care  rests  primarily  upon 
the  indi\'idual  who  re- 
ceives it.  High  c]uality 
hospital  and  medical 
care  should  be  made 
avadable  to  everyone. 
Through  prepayment 
health  plans  most  peo- 
ple have  the  means  to 
acquire  such  service. 
In  the  development  of 
Blue  Shield  service,  the 
principle  of  the  ability 
of  the  patient  to  pay  is 
recognized  and  special 
schedules  for  low  income  groups  have  been  set  up. 
This  idea  is  in  keeping  with  time  honored  medical 
practice,  and  is  a practical  recognition  of  econonrc 
facts. 

The  principle  of  group  insurance  makes  it  possible 
for  every  participant  to  pay  for  what  he  gets.  In 
this  manner  the  practice  of  the  paying  patient  paying 
for  the  non-paying  one  will  operate  in  an  increasingly 
lessening  degree.  This  adjustment  of  medical  cost 
to  the  pocketbook  of  the  individual  is  not  applicable 
to  those  now  dependent  upon  charity  and  free  medi- 
cal care.  For  many  of  these  people  not  able  to  pay 
the  full  cost  of  prepaid  health  service,  local  govern- 
ment provides  free  hospital  care,  and  to  some  extent, 
hospitals  accept  partial  payment.  Medical  service  by 
physicians  is  supplied  gratis  by  staff  membership 
in  public  or  teaching  hospitals. 

.\ge(l  JVrsoiis 

There  is  another  group  unable  to  join  any  volun- 
tary health  insurance,  and  that  consists  of  aged  per- 
sons living  on  limited  incomes.  As  a group  the  aged 
require  more  health  services  than  the  remainder  of 
the  population.  Furthermore,  this  group  is  constantly 
increasing,  making  the  providing  of  health  care  a 
burden  of  growing  proportions. 


M.  D.,  Fhcjenix 

The  temporarily  unemployed  present  a health  need 
for  different  reasons.  They  need  some  mechanism 
which  will  continue  their  health  insurance  during 
periods  of  unemployment.  The  solution  will  require 
the  cooperation  of  employers,  health  agencies,  and 
government  sources  that  provide  unemployment 
insurance. 

Pliysifians'  Ci>in|>eii8atioii 

In  all  these  groups  considerable  provision  has 
been  made  in  the  field  of  hospitalization.  Little  or 
no  plans  exist  for  the  compensation  of  physicians' 
services.  The  remedy,  when  found,  as  it  must  be, 
cannot  be  one  of  complete  government  aid,  and 
control  that  would  go  with  it.  The  principle  of 
voluntary  prepayment  must  be  retained  when  the 
means  are  provided.  Government  planning  must  not 
substitute  individual  responsibility.  The  medical  pro- 
fession has  done  its  share  by  the  willingness  to  accept 
fee  schedule  reductions.  Indeed,  they  have  exercised 
praiseworthy  reluctance  in  demanding  increased  fees 
comparable  with  payments  to  hospitals  by  Blue  Cross 
to  cover  higher  operating  and  construction  expense. 
In  the  emphasis  on  providing  good  medical  care  at 
reasonable  cost  to  the  patient,  the  dignity  and  free- 
dom of  the  profession  should  not  be  overlooked. 


Clinical  Notes 

Relapsing,  febrile,  non-suppurative  panicuhtis 
(Weber-Christian’s  disease)  is  probably  one  of  the 
collagen  disorders.  It  is  characterized  by  recurrent 
episodes  of  painful,  inllammatory  lesions  in  sub- 
cutaneous tissues  (wer  the  body,  associated  with 
intermittent  fever;  occasionally  viscera  may  be  in- 
volved. These  episodes  may  last  only  ten  to  fourteen 
days  and  recur  at  intervals  for  many  years  or  they 
may  last  longer  and  occur  frequently.  There  is 
usually  a prompt  symptomatic  response  to  treatment 
with  ACTH  or  cortisone,  but  this  therapy  has  no 
apparent  effect  upon  the  underlying  cause  of  the 
disease. 


Dr.  Bank 
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Extensive  Program  Scheduled  for  Southwestern 
Meeting  in  Phoenix,  November  16-18 


Extensive  plans  are  nearing  completion  for  the 
37th  annual  meeting  of  the  Southwestern  Medical 
Association  in  Phoenix,  Arizona,  November  l6th 
through  18th,  according  to  Dr.  Joseph  Bank,  presi- 
dent of  the  Association. 

A record  number  of  outstanding  speakers  are 
being  assembled  for  the  convention,  which  will 
have  Phoenix  as  its  location  for  the  first  time  since 
1950.  Of  particular  interest  will  be  the  continued 
growth  of  Phoenix  during  the  last  five  years. 
Splendid  accommodations  are  available  and  visitors 
will  be  surprised  at  the  lavish  facilities  now  available 
in  the  booming  Arizona  city. 

Eleven  Speakers 

A total  of  1 1 speakers  have  been  engaged  for  the 
scientific  discussions  scheduled  on  the  well-rounded 
program.  They  are  as  follows: 

Dr.  H.  L.  Bockus,  Professor  of  Medicine  at  the 
University  of  Pennsylvania  School  of  Medicine. 

Dr.  L.  Kreer  Ferguson,  Professor  of  Surgery  at 
the  University  of  Pennsylvania  School  of  Medicine. 

Dr.  William  E.  Ehrich,  Professor  of  Pathology  at 
the  University  of  Pennsylvania  School  of  Medicine. 

Dr.  Edward  H.  Rynearson,  Chairman  of  Sections 
at  the  Mayo  Clinic. 

Dr.  Byrl  R.  Kirklin,  Assistant  Professor  of  Surgery 
at  the  Mayo  Foundation,  University  of  Minnesota. 

Dr.  L V.  Ponseti,  Associate  Professor  of  Ortho- 
pedic Surgery  in  the  University  of  Iowa  Department 
of  Orthopedic  Surgery,  University  Hospital,  Iowa 
City,  Iowa. 

Dermatologist 

Dr.  J.  Walter  Wilson,  Associate  Professor  of 
Dermatology  at  the  University  of  Southern  California 
School  of  Medicine. 

Dr.  John  Webb,  Professor  of  Pharmacology  and 
Toxicology  at  the  University  of  Southern  California 
School  of  Medicine. 

Dr.  Reginald  H.  Smart,  Associate  Professor  of 
Clinical  Medicine  at  the  University  of  Southern  Cali- 
fornia School  of  Medicine. 

Dr.  Hans  H.  Hecht,  Associate  Professor  of  Medi- 
cine at  the  University  of  Utah  College  of  Medicine. 

Dr.  Kenneth  Roeper  (Opthalmology)  at  the 
Northwestern  University  School  of  Medicine. 

Many  Siilyjecis 

Subjects  for  all  of  the  speakers  have  not  yet  been 
determined  but  the  following  has  been  confirmed 
at  this  time: 


Dr.  Kirklin:  The  Treatment  of  Atrial  and  Septal 
Defects;  Surgical  Evaluation  of  Acquired  Heart 
Disease  (This  will  be  a symposium  with  Dr.  Hecht)  ; 
Surgery  for  Occlusion  and  Aneurysms  of  the  Aorta. 

Dr.  Rynearson:  Clincial  Disturbances  of  the 
Pituitary  Gland ; Which  Goiters  Are  Best  Treated 
with  Surgery  and  Which  By  Radioactive  Iodine; 
Real  Versus  Supposed  Disturbances  of  the  Endo- 
crine Glands. 

Dr.  Wilson:  Fungous  Diseases;  Delusion  of  Para- 
sitosis. 

Dr.  Ponseti:  Hip  Disorders  in  Children;  Com- 
plications of  Fracture  Treatment;  Skeletal  Lesions 
Produced  by  Amino  Nitriles. 

Dr.  Kirklin  has  been  on  the  surgical  staff  of  the 
Mayo  Clinic  since  1950.  A graduate  of  the  Harvard 
University  Medical  School,  Dr.  Kirklin  interned  in 
the  Hospital  of  the  University  of  Pennsylvania  and 
did  postgraduate  work  in  the  Children’s  Hospital  in 
Boston  and  in  the  Mayo  Clinic. 

Numerous  Articles 

Dr.  Rynearson  is  the  author  of  numerous  articles 
in  current  medical  journals  and  together  with  Dr. 
C.  F.  Gastineau  wrote  a volume  on  "Obesity"  pub- 
lished by  Charles  Thomas  and  Sons  of  Springfield, 
Illinois.  A graduate  of  the  University  of  Pittsburgh 
Medical  School,  Dr.  Rynearson  has  been  a Consultant 
in  the  Division  of  Medicine  at  the  Mayo  Clinic 
since  1931-  He  is  Professor  of  Medicine  at  the 
Mayo  Foundation  and  head  of  the  Department  of 
Endocrinology  and  Metabolism  at  Mayo  Clinic.  He 
is  a past  president  of  the  Endocrine  Society. 

Dr.  Ponseti  received  his  medical  degree  from  the 
University  of  Barcelona  in  Spain  and  has  been  affi- 
liated with  the  Department  of  Orthopedic  Surgery 
at  the  University  of  Iowa  in  various  capacities  since 
1941.  He  is  the  author  of  numerous  papers.  He  is 
a member  of  the  American  College  of  Surgeons  and 
the  International  College  of  Surgeons.  He  was  an 
officer  in  Orthopedic  service  in  the  Spanish  Army 
from  1936  to  1939- 

Second  In  Arizona 

The  coming  meeting  will  be  the  second  in  Arizona 
in  three  years  for  the  Southwestern  Medical  Asso- 
ciation. The  1953  meeting  was  held  in  Tucson  and 
the  1954  gathering  in  El  Paso. 

Officers  of  the  Association,  in  addition  to  Dr. 
Bank,  are  Dr.  John  H.  Dettweiler,  Albuquerque, 
president-elect;  Dr.  Earl  Malone,  Roswell,  N.  M., 
vice-president ; Dr.  Celso  C.  Stapp,  El  Paso,  secretary- 
treasurer;  and  Dr.  Louis  Jekel,  Phoenix,  Dr.  Maynard 
Hart,  El  Paso,  and  Dr.  A.  G.  Herrera,  Chihuahua 
City,  all  members  of  the  Executive  Committee. 
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CURRENT  THERAPY 


The  Newest  Treatment  of  Lupus  Erythematosus 
from  the  Dermatologist’s  Viewpoint. 

By  H.  D.  Garrett,  M.  D.,  El  Paso 


{Editor's  Note:  Dr.  Garrett  is  writing  Dr.  ]ack  A. 
Bernard's  column  during  Dr.  Bernard' s absence  on 
vacation.) 

Lupus  erythematosus  remains  one  of  the  most  dif- 
ficult diseases  to  understand  in  its  entirety.  Most 
dermatologists  feel  that  the  chronic  discoid,  subaaite 
and  acute  phases  of  this  disease  represent  the  same 
pathological  process  reflected  differently  according 
to  the  resistance  of  the  patient.  Further  proof  of  this 
thesis  lies  in  the  observed  transition  of  chronic  dis- 
coid to  subacute  or  the  reverse  of  this  pattern ; other 
transitions  may  occur,  also,  in  which  the  acute  variety 
may  develop  following  one  of  the  other  forms. 

The  cutaneous  lesions  of  lupus  erythematosus  have 
always  been  for  the  dermatologist  one  of  the  most 
serious  and  difficult  problems  m therapy.  Chronic 
discoid  lupus  erythematosus  is  one  of  the  oldest 
dermatoses  described  in  literature  and  the  multitude 
of  agents  utilized  in  its  treatment  attest  to  the  com- 
plexity in  management  of  the  disease.  A list  of 
the  medications  which  have  been  employed,  either 
internally  or  externally,  in  treating  chronic  discoid 
lupus  erythematosus  would  include  most  of  the 
known  medicinal  substances.  Probably  the  most 
notable  and  more  successful  of  the  earlier  remedies 
are  the  salts  of  the  heavy  metals,  gold  and  bismuth. 
More  recently,  the  steroid  hormones,  ACTH  and 
cortisone  derivatives,  have  proved  beneficial  in  all 
varieties  treated  but  most  partiailarly  of  life-saving 
value  in  the  treatment  of  the  acute  cases. 

Etiolojiy 

Since  the  etiology  of  this  dermatosis  is  not  clearly 
understood,  treatment  has  always  been  on  an  em- 
pirical basis  for  the  major  part.  Several  conditions 
are  known  to  "trigger  off’  an  exacerbation  of  lupus 
erythematosus  in  those  individuals  subject  to  the 
disease;  included  in  these  stimuli  are  excessive  ex- 
posure to  sunlight,  changes  in  hormonal  balance  (e. 
g.,  pregnancy)  and  absortion  from  foci  of  infection. 
Whether  these  factors  are  primary  or  secondary  in 
etiological  significance  is  as  yet  undecided. 

Inasmuch  as  many  of  the  remedies  employed  in 
therapy  possess  the  potentiality  of  producing  effects 
more  harmful  than  the  morbidity  of  the  condition 
being  treated,  the  search  for  a method  of  treatment 
combining  effectiveness  and  safety  in  administration 
has  proceeded  under  the  guidance  of  many  excellent 
dermatologists.  This  constant  clinical  experimental 
study  has  in  the  last  three  years  produced  the  most 


promising  therapeutic  advance  yet  recorded  in  the 
long  range  treatment  of  chronic  discoid  lupus  erythe- 
matosus, as  well  as  some  cases  of  the  subacmte 
variety. 

This  success  has  come  with  the  use  of  quinacrine 
hydrochloride  and  chloroquine  diphosphate  adminis- 
tered orally  to  those  persons  who  are  subject  to 
exacerbations  of  this  disease.  Numerous  reports  at- 
test to  the  effectiveness  as  well  as  the  relative  absence 
of  toxicity  of  these  compounds  as  used  in  this  form 
of  therapy.  Quinacrine  and  chloroquine  were  origin- 
ally anti-malarial  medications  but  their  use  in  the 
chronic  and  subacute  forms  of  lupus  erythematosus 
have  broadened  their  scope  greatly. 

Chloro([uiiie 

Quinacrine  possesses  the  disadvantage  that  the  skin 
may  become  yellowish  after  a few  weeks  of  ad- 
ministration; many  patients  object  strenuously  to  such 
a medication  and,  for  this  reason,  many  dermatol- 
ogists have  discontinued  the  use  of  quinacrine  and 
use  chloroquine  entirely.  Chloroquine  combines  these 
good  qualities:  has  very  little  toxic  or  side  effect, 
is  easily  administered  (orally),  requires  small  dosage 
(one  or  two  250  mg.  tablets  daily),  is  inexpensive 
and  is  effective  in  a high  percentage  of  cases. 

The  ordinary  method  of  prescribing  chloroquine 
is  to  have  the  patient  take  one  tablet  twice  a day  for 
10-14  days  and  then  reduce  to  one  tablet  daily  for 
one  to  two  months.  Thereafter  the  patient  may  take 
I/2  tablet  daily  as  maintainence  dose  for  several 
months. 

Neither  of  these  medications  is  a cure  for  lupus 
erythematosus  but  serve  a very  useful  purpose  by 
facilitating  healing  and  reducing  scarring  in  the 
chronic  discoid  variety.  Of  more  importance  is  their 
ability  to  prevent  exacerbations  of  both  the  chronic 
and  subacute  forms.  Moreover,  the  morale  of  the 
patient,  who  may  have  had  the  disease  for  years  with- 
out relief  by  treatment,  is  improved  markedly. 

The  mode  of  action  of  these  compounds  in  healing 
the  lesions  of  lupus  erythematosus  is  not  known.  This 
is  not  surprising  in  view  of  the  lack  of  knowledge 
of  the  etiology  of  this  group  of  diseases.  The  action 
of  these  medications  in  producing  a protection  against 
the  injurious  effects  of  ultraviolet  may  be  a prime 
factor  in  their  usefulness;  however,  this  remains  to 
be  proven  definitely. 

(Continued  on  Page  413) 
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Miscellaneous  Medical  Truths  and  Concepts 

(Continued) 

By  Andrew  M.  Babey,  M.  D.,  Las  Cruces 


55.  "So  it  is  just  as  well,  if  a patient  reports  that 
he  gets  indigestion  from  eating  cucumbers,  to  resist 
the  temptation  to  tell  him  we  get  it  from  eating 
sauerkraut.  Matching  symptoms  with  a patient  may 
be  fun,  but  it  is  hardly  sporting,  and  one  never 
knows  where  it  will  lead.”  Bird;  loc.  at.:  P.  288. 

Fees 

56.  "A  remarkable  observation  is  that  in  medical 
school  nothing  is  ever  taught  about  the  charging  of 
fees.  This  omission,  I think,  is  highly  significant.  It 
suggests  that  the  confusion  and  embarrassment  re- 
garding fees  extends  to  teachers,  and  that  teachers 
blind  themselves  to  the  faas  of  the  case  and  falsely 
conclude  that  fee-charging  is  not  a problem.”  Bird; 
loc.  cit.;  P.  289. 

57.  "There  is  still  another  bit  of  knowledge  that 
may  help  to  make  talking  about  money  easier.  This 
knowledge  consists  in  the  fact  that  everyone — not  only 
doctors — is  neurotic  about  money.  And  there  is  a 
very  good  reason  why.  Money  is  regarded  neurotical- 
ly because  money  is  never  simply  an  entity  in  itself. 
Money  is  never  just  money.  Money  has  no  integral 
value  whatever  (except  in  the  case  of  certain  forms 
of  miserliness) . Thus,  money  represents  a thousand 
different  things.  It  is  particularly  likely  to  represent 
whatever  it  is  the  individual  most  desires  at  the 
moment.”  Bird;  loc.  cit.;  P.  289. 

58.  "When  a doctor’s  bill  amounts,  say,  to 
$200.00,  that  does  not  represent  to  the  patient  200 
unassigned,  uncluttered  dollars.  What  it  means  is 
three  payments  on  his  car,  five  weeks'  grocery  bills, 
half  his  bank  balance,  his  year’s  insurance  premium, 
a new  TV  set,  four  mortgage  payments,  four  cases  of 
whiskey,  and  many  other  things  besides — new  clothes, 
a kid's  bicycle,  storm  windows,  home  repairs,  and 
on  and  on.  It  does  not  matter  exactly  whether  the 
patient  has  extra  money  or  not.  In  every  case  the 
fee  charged  represents  not  just  dollars  but  stands  for 
concrete  things.”  Bird;  loc.  cit.:  P.  289. 

Money 

59.  "Deeper  connections  with  money  lead  back 
to  childhood,  when  commonly  parents  never  discuss 
money  openly.  It  is  kept  secret,  just  as  are  sex  and 
excretory  functions.  The  individual  thus  commonly 
confuses  money,  feces,  and  sex,  so  that  to  talk  about 
one  is  just  as  shameful  as  to  talk  about  the  others.  As 
a result,  whenever  money  is  the  topic,  many  other 
personal  problems  may  be  awakened.”  Bird;  loc.  cit.; 
P.  289. 


60.  "For  these  reasons,  and  in  view  of  the  fact 
that  they  affect  alike  both  doctors  and  patient,  it  is 
logical  to  expect  uneasiness  and  lack  of  clarity  or 
worse  whenever  a discussion  of  fees  is  attempted.” 
Bird;  loc.  cit.;  P.  289. 

61.  "Awareness  that  he  is  not  alone  in  his  prob- 
lem, that  all  doctors  have  some  kind  and  some  degree 
of  trouble  with  money,  and  that  all  patients  are 
troubled  by  the  topic  should  add  to  the  doctor’s 
reassurance.”  Bird;  loc.  cit.;  P.  289. 

62.  "If  a patient  remarks  that  the  bill  is  large 
and  that  sickness  is  expensive,  instead  of  arguing 
with  him  and  pointing  out  all  that  he  gets  for  his 
money  or  telling  him  that  if  he  can  afford  a car,  he 
can  afford  a medical  bill — instead  of  taking  this 
approach,  it  may  be  much  more  helpful  and  much 
more  correct  for  the  doctor  to  agree  with  the  patient 
that,  in  fact,  it  is  a lot  of  money  and  that  sickness 
is  very  expensive  indeed.  Both  comments  by  the  pa- 
tient are  generally  true,  and  if  they  are  true,  they 
need  not  be  denied  or  refuted.  The  doctor  need  not 
feel  responsible  for  what  are  facts.  He  does  not 
make  illness  expensive,  he  simply  must  make  certain 
charges  in  order  to  ensure  for  himself  and  his  family 
an  adequate  living.  (Of  course  if  his  fee  is  exorbitant, 
he  should  feel  guilty.  However,  such  a doctor  rarely 
experiences  guilt.  It  is  the  doctor  who  has  presented 
a fair,  carefully  considered  fee  who  is  most  likely 
to  feel  guilty.)”  Bird;  loc.  cit.:  P.  290. 

Success 

63.  "As  a general  rule,  success  in  talking  about 
fees  can  be  improved  if  at  the  very  beginning  of  any 
discussion  on  the  subject  the  doctor  tells  the  patient 
frankly  that  talking  about  money  is  embarrassing  and 
unpleasant  to  most  patients,  that  even  though  both 
patient  and  doctor  may  wish  to  avoid  such  discussion, 
or  to  consider  it  unnecessary,  there  is  a great  ad- 
vantage in  coming  to  some  understanding  about  what 
will  be  charged  for  what.  It  can  be  pointed  out  to 
the  patient  that  he  is  going  to  get  the  best  possible 
care,  regardless  of  the  fee  charged  him;  but  in  order 
to  avoid  anxiety  about  medical  costs,  they  should  be 
discussed  as  often  and  as  fully  as  circumstances  war- 
rant.” Bird;  loc.  cit.;  P.  290. 

64.  "A  patient  with  sudden  occlusion  of  a major 
peripheral  artery  calls  in  his  doctor  because  the  limb 
has  become  cold,  pale,  and  perhaps  numb,  because 
agonizing  pain  has  developed  at  rest,  or  because  of 
the  sudden  onset  of  severe  exercise  pain  (intermit- 
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tent  claudication).  The  severity  of  the  symptoms 
varies  with  the  rate  of  occlusion  of  the  vessel,  which 
means  that  they  are  usually  more  pronounced  when 
the  vessel  has  been  blocked  by  an  embolus  than  when 
it  thromboses."  C.  G.  Rob;  British  Medical  Journal, 
February  12,  1955  ; P.  407. 

65.  If  the  part  is  kept  cool,  skin  can  withstand 
severe  anoxia  for  48  hours  or  more,  muscle  for  10 
hours  or  so;  nerve  conduction  ceases  after  about  30 
minutes.  Recovery  from  complete  anoxia  is  much  more 
likely  after  restoration  of  the  blood  flow  if  the  part 
has  been  cooled.  On  the  other  hand,  if  the  part  has 
been  warmed,  blisters  may  form  on  the  skin  within 
12  hours  ancf  muscle  becomes  gangrenous  within  a 
few  hours."  Rob;  loc.  cit.:  P.  407. 

Harm 

66.  'Heating  the  limb  by  blankets  or  hot-water 
bottles  does  much  harm.  It  can  be  stated  that  a pa- 
tient who  receives  no  treatment  at  all  is  better  off 
than  one  whose  limb  has  been  either  heated  or  el- 
evated.” Rob;  loc.  cit.:  P.  407. 

67.  "Carbon  dioxide  should  not  be  administered 
with  oxygen  in  the  resuscitation  of  subjects  requiring 
and  receiving  artificial  respiration."  Editorial;  Brit. 
Med.  foiini.:  February  19.  1955;  P.  469. 

68.  "If  we  try  to  visualize  what  a patient's  mental 

image  of  a "slipped  disk”  must  be,  it  is  not  very 
difficult  to  appreciate  his  anxiety  and  lack  of  faith 
during  the  conservative  treatment  of  an  intensely  pain- 
ful attack  of  lumbago True  pathology  is  no- 

thing like  what  the  term  "slipped  disk”  suggests, 
and  it  is  well  to  remember  that  the  medical  profes- 
sion never  invented  this  term,  which  seems  to  have 
grown  up  in  the  popular  press.”  John  Charnley; 
Brit.  Med.  Joiini.;  Feb.  5,  1955;  P.  344. 

69.  "There  is  evidence  to  show  that  the  nucleus 
pulposus  can  swell  by  the  uptake  of  fluid  and  that  in 
this  process  it  can  generate  internal  pressures  probably 
high  enough  to  cause  pain.”  J.  Charnley;  loc.  cit.; 
P.  344. 

70.  "F  or  reasons  as  yet  unknown  the  pulpy  nu- 
cleus can  sometimes  suddenly  accjuire  access  to  more 
fluid  than  normal,  and  the  rise  of  internal  tension 
so  produced  is  felt  by  the  patient  as  a stiffness  of  the 
back.  If  the  condition  is  acute  the  back  muscles  may 
go  into  guarding  spasm  and  a moderately  severe  at- 
tack of  lumbago  or  fibrositis  is  produced.”  J.  Charn- 
ley; loc.  cit. ; P.  345. 

Siil)stanee 

71.  "It  is  not  well  enough  realized  that  the  sub- 
stance of  the  intervertebral  disk  is  a unique  tissue 
and  that  there  is  no  reason  to  believe  that  its  swelling, 
shrinkage,  degeneration,  and  rupture  are  governed  by 


the  ordinary  processes  of  inflammation  and  repair. 
It  is  a totally  avascular  substance,  and,  like  the  menis- 
cus of  the  knee-joint,  once  ruptured  it  is  probably 
incapable  of  repair.  Though  we  customarily  prescribe 
rest,  and  often  fixation  (by  analogy  with  ordinary 
processes  of  inflammation),  there  is  no  proof  that 
this  shortens  the  period  of  three  or  four  weeks  which 
is  often  needed  before  symptoms  of  an  acute  disk 
episode  subside.”  J.  Charnley;  loc.  cit;  P.  346. 

72.  "There  is  evidence  to  suggest  that  movement 
is  favoured  by  nature,  because  many  patients  in  very 
severe  pain  cannot  tolerate  immobilization  and  prefer 
to  be  constantly  changing  their  position,  never  re- 
maining quite  still  for  more  than  a few  minutes  at  a 
time.”  J.  Charnley;  loc.  cit.  P.  I>~i6. 

73.  "The  commonest  error  is  to  underestimate 
the  duration  ot  acute  pain — far  more  olten  than  is 
realized  an  acute  attack  will  persist  for  over  three 
weeks.  During  this  time  all  that  can  be  done  is  to 
sedate,  apply  heat,  and  recommend  rest."  J.  Charnley; 
loc.  cit. ; P.  346. 

74.  "The  initial  intensity  of  the  pain  is  no  mea- 
sure of  the  need  of  surgery;  and  in  any  case,  speak- 
ing generally,  in  a first  or  second  attack  one  would 
never  recommend  surgery  until  at  least  three  months 
of  disability  had  been  present."  J.  Charnley;  loc.  cit.; 
P.  346. 

Risk 

7.5.  "I  will  take  the  risk  of  saying  quite  catego- 
rically that  there  is  no  evidence  to  suggest  that  an 
attack  of  lumbago  which  has  been  " untreated”  or 
""neglected”  in  its  early  stages  could  have  been  preven- 
ted from  later  passing  into  a full  disk  protrusion  by 

'"treatment" With  the  obvious  exception  of 

attempting  to  lift  heavy  weights  or  to  work  too  early 
in  a fully  bent  position,  I believe  this  opinion  should 
be  firmly  and  widely  voiced  in  the  popular  press.” 
J.  Charnley;  loc.  cit.;  P.  346. 

76.  "The  importance  of  a cheerful  and  even  a 
light-hearted  approach  by  the  physician  cannot  be  too 
strongly  emphasized.  It  is  much  healthier  for  the 
patient’s  attitude  to  future  recurrences  of  back  trouble, 
which  in  some  measure  is  almost  certain  to  occur 
from  time  to  time,  to  try  to  regard  lumbago  as  the 
sort  of  music-hall  joke  it  used  to  be  ten  or  twenty 
years  ago.  This  does  not  mean  that  the  practitioner 
need  be  insensitive  and  heartless,  but  that  well — 
meaning  but  over — conscientious  worry  about  "slip- 
ped disks"  does  not  help  the  patient  in  the  early 
stages  of  an  acute  attack.”  J.  Charnley;  loc.  cit.; 
P.  346. 

77.  "All  doctors  suffered  to  a considerable  extent 
because  they  were  expected  to  work  magic;  when 
their  magic  was  successful  they  were  irrationally 
praised,  and  when  it  was  unsuccessful  they  were 
equally  abused,”  Denis  Williams;  Brit.  Med.  Joiirn.; 
Feb.  26,  1955;  P.  533. 
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MONTHLY  CLINICAL  PATHOLOGICAL  CONFERENCE 
EL  PASO  GENERAL  HOSPITAL 


By  Frederick  P.  Bornstein,  M.  D.,  Editor  — Case  No.  A-474 
Presentation  of  Case  by  Dr.  James  D.  Bozzell 


History 

An  eighty  year  old  widower,  retired  bookkeeper, 
clinic  patient  was  admitted  to  El  Paso  General  Hos- 
pital for  his  third  and  final  admission  on  May  27, 
1955,  because  of  abdominal  pain,  difficulty  in  void- 
ing and  bloody  urine. 

In  1920  he  had  suprapubic  surgery  to  relieve  lower 
urinary  tract  obstruction.  The  first  admission  to  this 
hospital  was  in  1953  for  removal  of  a hydrocele  sac 
which  had  increased  in  size  over  a fifteen  year  period 
until  it  impeded  walking.  In  February,  1955,  the 
patient  came  to  Urology  Clinic  because  of  "stricture,” 
and  for  this  reason  as  well  as  dysuria  and  bloody 
urine  he  was  admitted  for  the  second  time  in  Februa- 
ry, 1955.  A #12  catheter  following  a ferret  was  in- 
serted through  the  urethra  into  the  urinary  bladder 
with  some  difficulty  after  an  unsuccessful  attempt 
to  pass  a sound.  Ability  to  void  improved,  the  urine 
ceased  being  bloody,  and  the  patient  was  discharged 
after  five  days  to  be  followed  in  clinic.  Three 
months  later,  in  May,  195  5,  the  patient  returned 
for  his  last  admission  with  complaints  of  inability 
to  void,  passing  blood  from  his  urethra,  and  supra- 
pubic pain  for  three  days.  There  was  neither  vomit- 
ing nor  tenesmus.  Past  and  family  history  and  sys- 
tem review  were  not  contributory. 

CliroiiieaUy  III 

The  patient  appeared  chronically  ill.  Temperature 
98.8,  pulse  96,  and  blood  pressure  120/90.  There 
was  poor  oral  hygiene.  The  skin  appeared  icteric. 
Positive  physical  findings  were  otherwise  confined 
to  the  abdomen,  which  was  tympanitic,  tender  dif- 
fusely and  in  the  CVA  regions,  with  an  old  surgical 
suprapubic  scar,  and  slightly  hyperactive  bowel 
sounds.  There  was  a clay-colored  stool  on  the  rectal 
glove. 

A #12  hollow  sound  behind  a filiform  catheter 
and  #14  and  #16  catheters  were  passed  with  dif- 
ficulty. The  catheters  came  out  repeatedly  and  ap- 
parently there  was  none  present  during  the  last  three 
days.  On  the  second  hospital  day  opaque  medium 
was  injected  into  the  bladder  and  was  seen  on  film 
to  fill  the  left  ureter,  which  was  dilated,  elongated 
and  kinked,  and  the  left  renal  pelvis,  which  showed 
blunted  calices.  Wangensteen  suction  with  a Cantor 
tube  was  instituted  because  of  vomiting  and  was  in 
place  during  most  of  the  patient's  hospitalization 
except  for  several  periods  when  oral  intake  was  at- 
tempted but  stopped  because  of  vomiting.  Severe, 
unrelenting  lower  abdominal  pain  was  not  entirely 
relieved  by  Demerol  every  four  hours.  Surgical  con- 


sultants advised  digitalization,  mineral  oil,  gastric 
suction,  enemas,  and  parenteral  fluids.  Stools  were 
subsequently  described  as  hard  and  foul-smelling. 
The  temperature  on  several  occasions  rose  less  than 
one  degree  above  average  but  went  up  to  103  (R) 
on  the  last  day.  Pulse  varied  between  80-120,  respira- 
tions 16-32.  In  addition  to  Demerol  and  Cedilanid, 
medications  included  Nembutal,  Thorazine,  Prostig- 
mine,  Pyridium  and  Gantrisin.  Daily  urine  output 
exceeded  300  cc.  only  once.  The  urine  was  several 
times  described  as  appearing  "strong  and  very  yel- 
low” and  containing  "jelly-like  material.”  On  the 
tenth  hospital  day  the  pulse  became  rapid,  respira- 
tions increased  in  rate  then  slowed,  blood  pressure 
dropped  and  the  patient  expired  one  hour  after  his 
last  enema. 

X-Ray  Repoi'ts: 

October  26,  1953;  "Healthy  chest.” 

May  28,  1955:  Survey  film  of  abdomen:  A large 
amount  of  gas  scattered  throughout  both 
the  large  and  small  bowel  consistent  with 
an  adynamic  ileus,  advanced  degenerative 
changes  of  the  lumber  spine  and  pelvis,  bi- 
laterally obscured  psoas  shadows  and  pro- 
peritoneal  fat  lines,  prostatic  calculi. 
Another  film  was  reported  with  the  con- 
clusion: "Hydronephrosis  with  accompany- 
ing hydroureter  and  bladder  diverticulum.” 

Laboratory  Findings : 

May  23,  1953:  Urinalysis:  1.012,  alkaline,  straw- 
colored,  albumin  trace,  sugar  negative, 
WBC  3-4/FPF,  RBC  5-6/FPF. 

Hb.  12.7  gms.  RBC  4.02,  WBC  5,150,  segs. 
55,  lymphs.  34,  monos.  9,  eos.  2. 

BFJN  22.5  mg.  per  100  c.c. ; acid  phospha- 
tase 0.1  units;  alkaline  phosphatase  1.0 
units. 

Kline  exclusion  negative. 

February  21,  1955:  Urinalysis:  1.005,  alkaline, 
dark  amber,  cloudy,  albumin  heavy  trace, 
sugar  negative,  no  report  on  WBC  and 
RBC. 

Hb.  9.9  gms.  RBC  3.1,  WBC  8,900,  segs. 
74,  lymphs.  24,  monos.  1,  eos.  1. 

Kline  exclusion  negative. 

May  28,  1955:  Urinalysis:  S.G.-QNS,  alkaline, 
straw-colored,  albumin  1 plus,  sugar  nega- 
tive, WBC  3-5,  RBC  8-15. 

Hb.  9.4  gms.  RBC  3.55,  WBC  9,200,  segs. 
83,  lymphs.  16,  stabs.  1.  BUN  27.5  mg. 
per  100  c.  c.  Kline  exclusion  negative. 
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X-Kay  Discussion 
Dr.  C.  C.  !McVau"h : 

Examination  of  the  chest  in  October,  1953,  shows 
nothing  but  a slight  increase  in  the  pulmonary  mark- 
ings and  cardiac  contour.  The  second  examination 
was  done  in  May,  1955.  The  films  are  of  the  abdo- 
men, and  show  a large  amount  of  gas  in  the  small 
bowel.  There  is  a transverse  pattern  throughout  the 
small  bowel,  and  although  this  has  more  the  charac- 
teristics of  a paralytic  ileus,  I think  an  early  bowel 
obstruction  has  to  be  considered  in  this  type  of  pat- 
tern. There  is  also  an  obliteration  of  all  markings 
due  to  uniform  haziness  which  appears  to  be  due  to 
an  ascites  at  this  time. 

The  cystogram  shows  the  urinary  bladder  to  be 
filled.  There  is  reflux  into  the  left  ureter  with  a 
dilated  left  ureter  and  a left  hydronephrosis.  On 
these  films  the  appearance  is  more  of  a paralytic 
ileus  than  a bowel  obstruction.  There  appear  to  be 
diverticula  of  the  urinary  bladder,  especially  on  the 
right  side.  The  urinary  bladder  does  not  have  a 
completely  regular  outline.  I see  multiple  diverticula, 
but  I see  no  definite  filling  defects.  I cannot  see  any 
definite  source  of  bleeding  in  this  cystogram.  Other 
than  hydronephrosis,  the  left  kidney  appears  normal. 
There  is  a slight  irregularity  of  the  bladder  on  the 
right  inferior  aspect,  the  significance  of  which  I 
don’t  know.  There  is,  you  will  note,  some  sclerosing 
of  the  os  pubis  bilaterally  and  I notice  from  the  histo- 
ry sheet  that  this  patient  has  had  a previous  supra- 
pubic prostatic  operation.  An  osteitis  pubica  occurs 
following  urinary  surgery  and  sometimes  after  cys- 
toscopic  examination. 

Examination  of  Alnlonien 

The  third  series  of  films  was  taken  in  June,  1955. 
This  is  a series  of  examinations  of  the  abdomen. 
These  reveal  nothing  additional.  There  is  apparently 
a tube  in  the  stomach.  There  is  less  small  bowef 
distention  than  at  the  previous  examination.  There 
is  still  evidence,  I think,  of  fluid  in  the  abdomen. 
The  properitoneal  fat  lines  are  gone,  the  muscle 
shadows  are  gone,  the  kidney  shadows  cannot  be 
identified  and  the  liver  and  spleen  cannot  be  identi- 
fied. I can  see  no  evidence  ot  a destructive  lesion 
involving  the  visible  skeletal  structures.  I see  no 
evidence  of  prostatic  metastases  or  an  osteolytic  meta- 
stases.  So,  in  summary,  I think  these  films  tell  us 
only  that  this  man  probably  had  a paralytic  ileus, 
although  as  I say,  I believe  an  incomplete,  early, 
small  bowel  obstruction  has  to  be  considered.  There 
is  a diverticulosis  of  the  urinary  bladder  with  reflux 
into  the  left  urinary  tract  which  indicates  obstruction 
at  the  outlet  of  the  bladder,  ascites,  and  an  osteitis 
pubica,  probably  resulting  from  the  previous  surgery. 
The  ascites  may,  of  course,  be  due  to  many  causes: 
sclerosis,  obstruction,  metastases  to  the  peritoneal 
surfaces,  etc. 

Differential  Diagnosis 
Dr.  Janies  D.  Bozzell: 

I checked  this  history  just  enough  to  make  a few 


corrections.  First,  it  is  noted  that  this  man  had  supra- 
pubic surgery  in  1920,  probably  a subtotal  prostatec- 
tomy. We  therefore  have  to  consider  that  there  is 
some  prostate  remaining. 

The  history  becomes  confusing  when  he  first  came 
to  the  clinic  in  1955  with  a stricture.  A great  deal  of 
difficulty  was  encountered  at  that  time  in  dilating 
him  which  caused  a great  deal  of  bleeding.  I think 
he  was  admitted  to  the  hospital  for  the  bleeding 
caused  by  the  attempted  dilatation.  At  his  third  and 
final  admission  I obtained  the  following  history.  He 
was  admitted  to  the  hospital  and  had  been  here  24 
hours.  The  boys  had  tried  to  get  various  types  of 
sounds  and  catheters  into  him.  This  started  quite  a 
bit  of  bleeding,  so  they  called  me  down  here  on  a 
late  Saturday  afternoon.  The  history  showed  that  he 
had  lower  abdominal  pain  and  had  been  unable  to 
urinate,  but  there  was  no  mention  of  blood  as  far 
as  I know  until  the  manipulation  had  been  attempted. 
Now  you  may  wonder  why  a cystogram  was  obtained. 
The  intern  on  the  case  thought  that  he  had  possibly 
poked  a hole  through  the  bladder  and  the  cystogram 
was  made  at  that  time  because  we  felt  that  he  might 
have  an  extravasation.  There  was,  however,  no  evi- 
dence of  extravasation  on  this  film. 

Now  this  ret  lux  that  you  see  on  the  left  is  not 
too  remarkable.  It  simply  means  an  incompetent 
ureteral  valve,  and  you  frequently  see  that  in  both' 
the  young  and  the  old.  When  I saw  this  man  I had 
a good  deal  of  difficulty  in  catheterizing  him.  We 
started  with  number  twelves  and  continued  to  dilate 
him  until  we  finally  got  a number  sixteen  Foley  into 
him  and  made  this  cystogram.  He  had  a very  tense 
abdomen  and  it  was  board-like.  I thought  that  he 
probably  had  a surgical  belly,  so  we  asked  the  sur- 
geons to  see  him.  That’s  the  last  I heard  of  this  pa- 
tient until  Dr.  Bornstein  called  me  and  asked  me  to 
discuss  the  autopsy. 

Neetl  For  Cystr>scoj>ing 

There’s  a lot  to  be  learned  here  because  this  fel- 
low wasn’t  handled  right.  If  he  had  blood  in  his 
urine  in  February  and  then  again  in  May,  the  diag- 
nosis could  probably  very  easily  have  been  made  if 
he  had  only  been  cystoscoped,  but  that  was  not  done. 
The  one  thing  to  be  learned  from  this  case  is  that 
anyone  who  has  gross  blood  in  the  urine  should  be 
cystoscoped.  If  you  all  can  remember  that  for  the 
rest  of  the  year,  that  will  be  good. 

Now,  as  far  as  the  differential  diagnosis  of  hema- 
turia is  concerned,  we  have  to  think  of  first,  infec- 
tion, because  this  man  without  question  had  a very 
long  standing  urethral  stricture.  It  probably  dates 
back  to  his  suprapubic  surgery.  He  also  has  bilateral 
hydronephrosis  and  a hydroureter.  One  BUN  was 
obtained  and  it  was  moderately  elevated,  so  he  had 
some  degree  of  azotemia,  but  not  enough  to  assume 
that  he  died  with  uremia.  Another  thing  that  you 
have  to  think  of  in  long  standing  urethral  stricture 
is  carcinoma.  It  is  very  common  for  men  who  have 
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strictures  for  many  years  to  develop  a carcinoma  of 
the  urethra.  With  blood  in  the  urine  you  also  have 
to  think  of  cancer  of  the  bladder  and  of  the  kidney. 
We  have  a good  X-ray  picture  of  the  left  side,  and 
you  can  pretty  -well  say  that  there’s  no  carcinoma  on 
the  left,  but  we  have  nothing  to  go  on  the  right  side. 
He  might  have  something  in  that  right  kidney  that 
would  be  the  source  of  the  bleeding. 

Now  another  diagnosis  could  possibly  be  non- 
opaque stones.  The  patient  is  cystoscoped  and  you 
see  a whole  bladder  full  of  stones  which  are  of  low 
density  and  don’t  show  up  on  X-ray. 

We  notice  that  the  daily  urine  output  was  never 
above  300  cc.  and  I assume  that  the  patient  was  ade- 
quately hydrated  during  this  period.  That  makes  you 
think  that  he  probably  had  renal  insufficiency.  An- 
other matter  that  I didn’t  know  about,  not  mentioned 
in  the  protocol,  is  the  development  of  fluid  in  the 
abdomen.  Apparently  it  developed  during  his  stay 
in  the  hospital  and  this  suggests  some  malignant 
condition  with  possible  metastases  to  the  peritoneal 
cavity.  The  diagnosis  that  we  can  definitely  be  sure 
of,  I think,  is  the  most  obvious:  urethral  stricture 
with  bilateral  hydronephrosis.  He  probably  died  a 
uremic  death  in  spite  of  this  first  BUN  of  only  27.5. 

Dr.  Jark  C.  Postlewaite: 

The  outstanding  thing,  I believe,  that  the  protocol 
aimed  at  was  the  possibility  of  a hepato-renal  syn- 
drome. This  is  an  acute  death  and  I don’t  believe 
that  we  are  through  when  we  diagnose  the  primary 
condition.  From  the  standpoint  of  death,  this  mart 
died  of  something  that  happened  generalized.  Now 
the  abdominal  situation  is  important.  It  is  similar 
to  a problem  that  Dr.  Gibson  and  I saw  a couple  of 
weeks  ago.  We  had  a man  who  had  prostatic  mani- 
pulation and  died  with  cyanosis,  respiratory  difficulty 
and  35,000  white  count.  He  had  something  that  I 
should  have  recalled  from  training  days,  a septicemia 
of  a gram  negative  bacillus  which  gives  some  sort  of 
a reduction  process  of  the  blood  in  which  cyanosis 
persists.  The  interesting  thing  is  this  form  of  cyano- 
sis does  not  respond  to  oxygen  therapy  or  digitaliza- 
tion and  the  course  is  relentlessly  downhill.  In  fact 
they  have  the  renal  syndrome  which,  as  far  as  I’m 
concerned,  is  a shock  stage.  It  may  be  preceded  by 
a renal  disease  or  by  a hepatic  disease. 

This  man  had  a clay-colored  stool.  I believe  this  is 
as  valid  as  a laboratory  test  with  regard  to  obstruc- 
tion. Then  he  developed  foul-smelling,  dark  stools. 
That  is  almost  characteristic  of  blood  in  the  gastro- 
intestinal tract  and  brings  to  mind  the  end  result, 
or  terminal  state  of  a hepato-renal  syndrome.  I’d  like 
to  keep  in  mind  the  possibility  of  fluid  shifts,  infec- 
tion possibly  septicemia  with  multiple  abscesses  of 
the  liver,  lungs  and  brain.  His  terminal  state  was  the 
shock-like  picture  of  renal  exhaustion  and  an  end 
result  of  possibly  septicemia  caused  by  the  manipula- 
tion that  was  done  on  his  admission. 


A physician: 

Why  was  this  patient  digitalized.^ 

Dr.  F.  P.  Boriistein: 

I have  a sneaking  suspicion  that  there  is  a condi- 
tioned reflex  with  ascites  and  digitalis,  and  kidney 
disease  and  gantrisin. 

Dr.  Pablo  Ayuh : 

It’s  probably  true  that  this  patient  died  in  shock. 
I’d  like  to  introduce  the  possibility  of  a terminal 
gross  bleeding  in  some  place,  that  perhaps  this  pa- 
tient had  some  kind  of  cancer,  or  some  kind  of  tumor, 
or  even  an  abscess  that  could  have  caused  the  gross 
bleeding. 

Dr.  William  Gaddis: 

Well,  it  seemed  to  me  from  the  examination  on 
this  record  that  with  a patient  who  appears  to  be 
icteric  we’ve  overlooked  something  that  we  possibly 
should  have  seen.  Obviously  someone  was  looking 
for  some  of  the  metastatic  lesions  of  prostate  by 
checking  the  phosphatases  which  were  not  markedly 
changed  from  normal,  but  why  was  the  man  icteric? 
Was  there  hemolysis  or  was  it  obstructive  type  jaun- 
dice? Was  it  just  from  pallor?  I'm  wondering  if 
we  might  not  have  overlooked  a generalized  process 
within  the  peritoneal  cavity  which  possibly  should 
have  been  looked  at,  not  through  Dr.  Bozzell’s  cys- 
toscope,  but  by  direct  vision.  He  had  some  of  the 
findings  of  paralytic  type  ileus,  cause  undetermined. 
Why  was  it  paralytic?  Was  it  secondary  to  his 
urinary  troubles?  Was  he  unable  to  have  bowel 
movements  or  to  pass  away  this  gas  simply  because 
he  had  urethral  stricture?  Well,  we  don’t  know  the 
answer  now.  But  I have  a feeling  that  we’re  dealing 
with  a metastatic  carcinoma  which  has  become  im- 
planted over  the  peritoneum  in-  such  a way  as  to 
cause  intestinal  obstruction  and  that  this  was  the 
cause  of  the  man’s  death  and  not  his  primary  urinary 
troubles  for  which  he  was  admitted. 

Clinical  Diagnosis 

1.  Urethral  stricture. 

Dr.  Bozzell’s  Diagnosis 

1.  Urethral  stricture  with  bilateral  hydronephrosis. 

2.  Uremia. 

Anatomical  Diagnosis 

1.  Hydronephrosis,  bilateral,  due  to  old  urinary 
stricture. 

2.  Carcinoma  of  the  upper  third  of  the  urinary 
bladder  with  direct  extension  to  the  peritoneum. 

3.  Peritoneal  carcinomatosis. 

Pathological  Discussion 
Dr.  F.  F.  Boriistein: 

On  autopsy  we  found  an  elderly,  well  nourished 
man  who  was  slightly  icteric.  The  abdomen  was  pro- 
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minent.  There  was  an  old  scar  running  from  the 
umbilicus  to  the  symphysis  pubis.  Upon  opening  the 
abdomen,  we  found  about  5000  cc.  of  straw  colored 
fluid.  We  will  disaiss  the  nature  of  the  ascites  after 
presenting  the  findings  in  the  kidney  and  urinary 
bladder. 

The  left  kidney  weighed  60  gm.,  the  right  kidney 
weighed  150  gm.  Both  kidneys  showed  the  typical 
gross  findings  of  a chronic  pyelonephritis.  In  ad- 
dition the  renal  pelves  and  ureters  were  dilated. 
However,  probes  inserted  into  the  ureters  easily  en- 
tered the  urinary  bladder  indicating  that  the  urinary 
obstruction  was  in  the  urethra.  Upon  inspecting  the 
urinary  bladder,  we  found  a firm,  grayish-white, 
papillary  tumor  which  measured  5 cm.  in  greatest 
diameter.  This  tumor  was  located  in  the  vertex  or 
the  urinary  bladder.  The  tumor  had  penetrated  the 
entire  wall  of  the  urinary  bladder  and  had  extended 
directly  into  the  peritoneum.  The  entire  peritoneum 
was  .studded  with  tumor  nodules  which  were  especial- 
ly frequent  on  the  surface  of  the  intestines  in  the 
region  of  the  ileocecal  valve,  on  the  posterior  wall 
of  the  sigmoid  and  in  the  pouch  of  Douglas.  Ob- 
viously this  peritoneal  carcinomatosis  was  responsible 
for  the  ascites.  On  microscopic  examination,  the 
tumor  proved  to  be  a very  anaplastic,  primitive  car- 
cinoma arising  in  the  urinary  bladder. 

We  are  dealing  here  with  two  separate  and  distinct 
disease  processes.  One  has  been  a urinary  tract  lesion 
of  long  duration  which  has  been  responsible  for  the 
rhronic  pyelonephritis  and  the  low  grade  hydroneph- 
rosis. Superimposed  upon  this  lesion  has  been  a fair- 
ly recent  carcinoma  of  the  urinary  bladder.  Carcino- 
mas of  the  urinary  bladder  rarely  metastasize.  If 
they  do  so,  it  is  usually  because  they  invade  the  pros- 
tate, and  then  the  spread  is  identical  with  the  spread 
found  in  primary  prostatic  carcinomas.  The  other 
mode  of  spread,  an  even  less  common  form  of  metas- 
tases,  is  present  in  our  case  where  the  carcinoma  has 
directly  invaded  the  peritoneum  and  then  produced 
a generalized  peritoneal  carcinomatosis. 

We  are  presenting  again,  as  last  month,  a case 
where  an  organ  system  has  been  involved  in  a chronic 
disease.  Last  month  it  was  the  respiratory  system.  In 
both  cases  the  disease  had  become  complicated  by  a 
carcinoma  developing  in  the  same  organ  system. 

A Fliysician : 

Was  the  carcinoma  responsible  for  the  hydroneph- 
rosis and  urinary  symptoms  of  the  patient? 

Dr.  F.  F.  Bortisteiii: 

No  the  carcinoma  was  located  in  the  vertex  of 
the  urinary  bladder  and  as  we  demonstrated  before, 
both  urethral  openings  were  free  of  carcinoma. 


Clinical  Notes 

Weakness  is  a common  complaint  in  patients  with 
aortic  stenosis,  because  of  the  inability  of  the  heart 
to  increase  its  output  in  response  to  the  needs  of 
exertion. 


Southwestern  Radiologists 
Form  Regional  Society 

Southwestern  radiologists  have  formed  The  South- 
western Radiological  Society  to  meet  periodically  for 
dinner  and  review  and  discussion  of  interesting  cases 
met  in  their  practice.  Next  meeting  will  be  at  6:30 
p.  m.,  Monday,  September  12,  for  dinner  at  Hotel 
Paso  del  Norte  in  Fd  Paso.  I’he  first  meeting  was 
held  July  8,  1955,  and  the  second  was  held  on 
August  8,  1955. 

Each  radiologist  brings  x-ray  films  concerning 
one  or  more  of  his  cases.  All  present  are  invited 
to  discuss  the  films  and  present  their  own  conclu- 
sions. When  discussion  is  finished  the  physician 
presenting  the  films  informs  the  group  as  to  the 
surgical  or  pathological  findings.  Only  proved  cases 
arc  acceptable  for  presentation. 

.Memhers  Lisled 

The  following  physicians  have  attended  sessions: 
Col.  Fred  W.  Seymour  and  Maj.  John  M.  Higgason, 
both  of  William  Beaumont  Army  Hospital;  Drs. 
Juan  Asomoza,  E.  Contreras  Zamora,  Abraham  Gon- 
zales Vargas,  all  of  C.  Juarez,  Chihuahua,  Mexico; 
Dr.  E.  K.  Neidich,  Las  Cruces,  New  Mexico;  Drs. 
Charles  MeVaugh,  Ralph  S.  Clayton,  Gordon  L. 
Black,  Nathan  Kleban,  Vincent  M.  Ravel,  and 
Delphin  von  Briesen,  all  of  El  Paso. 

Any  Southwestern  physician  interested  in  attend- 
ing these  meetings  can  obtain  details  from  Dr. 
Gordon  L.  Black,  Medical  Center,  1501  Arizona 
Street,  El  Paso,  Texas.  No  officers  have  been  elected, 
but  Dr.  Black  is  acting  as  secretary. 


The  Newest.... 

(Continued  From  Page  407) 

The  principal  fact  remains,  namely,  that  the  ad- 
ministration of  quinacrine  hydrochloride  and  chloro- 
cjuine  diphosphate  has  been  more  effective  than  any 
other  previously-employed  medication  in  the  treat- 
ment of  chronic  discoid  lupus  erythematosus  and, 
at  the  same  time,  has  produced  less  difficulty  in  the 
management.  Moreover,  the  utilization  of  these  com- 
pounds during  the  subacute  phase  offers  much  hope 
for  preventing  progression  to  the  acute  phase.  What- 
ever the  mode  of  action  proves  to  be,  the  most  im- 
portant consideration  to  the  physician  is  the  good 
result  obtained. 


San  Dieo;o  Postpjradiite  Assembly 
Scheduled  September  21-22 

The  ninth  annual  postgraduate  assembly  of  the 
San  Diego  County  Hospital  will  be  held  at  the 
hospital  on  Sept.  21  and  22.  Reservations  should 
be  made  with  Dr.  Howard  B.  Kirtland,  Jr.,  3505 
I'ourth  Avenue,  San  Diego  3,  California. 
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Leukoplakia  of  the  Renal  Pelvis^' 

By  Robert  F.  Thompson.  M.  D.,  F.  A.  C.  S.,  El  Paso 


Leukoplakia  of  the  renal  pelvis  or  squamous  met- 
aplasia, as  some  pathologists  prefer  to  call  it,  is  a 
rare  and  interesting  condition.  When  it  is  realized 
that  the  normal  transitional  epithelium  of  the  pelvis 
undergoes  a radical  change  and  become  squamous  in 
type  with  cornification — that  in  effect  ectodermal 
skin  replaces  entodermal  mucosa  of  the  inner  lining 
of  the  kidney — this  histological  paradox  is  very 
thought-provoking.  The  lesion  is  considered  definite- 
ly pre-cancerous. 

Historical  Note  and  Incidence 

Squamous  metaplasia  of  the  mucous  membrane  was 
first  described  by  Rokitansky  in  1861.  He  called  it 
cholesteatoma.  Ebstein  in  1882  first  described  leuko- 
plakia of  the  renal  pelvis.  Beer  recognized  the  first 
case  in  this  country  in  1914.  McCrea  discovered  that 
it  was  not  found  in  46,928  autopsies  at  the  Philadel- 
phia General  Hospital  in  a twelve-year  period;  nor 
was  the  diagnosis  made  in  251,578  patients  who  were 
discharged  from  the  institution  during  the  same 
period  of  time. 

Outstanding  contributions  on  the  subject  were 
made  by  Kretschmer  in  1920  and  by  Hinman,  Kutz- 
mann  and  Gibson  in  1924,  followed  by  Kutzmann's 
admirable  report  in  1929  at  which  time  he  col- 
lected 67  cases  from  the  literature  to  which  he 
added  one  more.  In  1936  Taylor  reported  a 
total  of  72  cases  including  the  one  he  described. 
Since  then  single  instances  have  been  reported  by 
Landes  and  Hamlin  (1954);  Falk  (1954);  Senger, 
Bottone  and  Kelleher  (1951);  McCrea  (1950); 
Keesal  and  Rosner  (1950);  Low  and  Coakley 
(1948);  Armstrong,  Harlin  and  Fort  (1950);  and 
Scholl  (1940).  From  the  foreign  literature,  since 
1936,  there  have  been  15  references  to  the  condition 
under  consideration  making  a total  of  95  cases  in  the 
literature  at  the  present  time.  The  case  to  be  reported 
is  presumably  the  ninety-sixth  case. 

Etiology 

The  exact  cause  of  leukoplakia  of  the  renal  pelvis 
is  not  known.  It  has  been  of  great  interest  to  patho- 
logists for  many  years.  This  is  because  of  its  obscure 
etiology  and  pathogenesis.  The  urinary  tract  em- 
bryologically  is  of  mesodermal  and  entodermal  origin. 
However,  a leukoplakial  process  produces  a structure 
resembling  skin,  which  is  an  ectodermal  derivative. 

* Presented  at  South  Central  Section.  American  Urological  As- 
sociation. Colorado  Siirings,  Colorado. 


There  are  three  theories  concerning  the  etiology 
of  leukoplakia  of  the  renal  pelvis. 

1)  Haythorn’s  theory  considers  the  process  of 
metaplasia  and  cornification  to  be  produced  by  long- 
standing irritation  and  infection. 

2)  The  theory  of  Lecene  is  based  on  embryology. 
It  considers  the  leukoplakial  process  to  be  produced 
by  misplaced  embryonal  rests  of  the  primitive  ecto- 
derm. 

3)  The  theory  of  Vitamin  A deficiency  which 
has  not  received  enthusiastic  support  from  most 
authors.  However,  it  is  noteworthy  that  Wolbach 
and  Howe,  working  with  rats,  produced  lesions  in 
the  urinary  tract,  similar  to  leukoplakia,  by  employing 
diets  deficient  in  vitamin  A.  Further,  these  lesions 
were  made  to  disappear  when  vitamin  A was  re- 
stored to  the  diet. 

Pathology 

The  basic  pathology  is  a squamous  metaplasia  of 
the  epithelium  of  the  renal  pelvis  and  calyces  with 
keratinization.  It  becomes  thickened  as  cornification 
takes  place.  Upon  sectioning  the  kidney,  a definite 
membrane  will  be  found.  When  this  is  removed  the 
underlying  tissues  will  display  a papillary  surface. 
This  membrane  may  cover  the  entire  interior  of  the 
renal  pelvis  (this  was  true  in  tlie  case  to  be  reported) 
or  in  some  instances  it  may  be  present  in  scattered 
patches.  Microscopically,  these  patches  have  the  ap- 
pearance of  normal  skin,  with  an  area  of  leukocytic 
infiltration  beneath. 

Leukoplakia  of  the  renal  pelvis  is  definitely  con- 
sidered as  a precancerous  lesion.  Squamous  cell  carci- 
noma has  been  observed  to  develop  on  the  site  of  leu- 
koplakia in  the  urinary  tract  on  numerous  occasions. 
Patch,  Taylor  and  Potts  have  each  studied  this  aspect 
of  the  condition  and  have  commented  on  the  associa- 
tion of  the  two  conditions.  In  1932  Potts  reported 
a case  associated  with  squamous  cell  carcinoma  and 
calculus. 

Diagnosis 

The  diagnosis  is  seldom  made  preoperatively.  Most 
cases  have  been  found  after  the  removed  kidney  was 
sectioned,  or  at  autopsy.  Tuberculosis  of  the  kidney 
may  be  suspected.  This  is  the  condition  which  most 
often  lends  confusion  to  the  differential  diagnosis 
despite  the  fact  that  leukoplakia  of  the  renal  pelvis 
usually  occurs  in  a group,  middle-aged  to  elderly, 
while  renal  tuberculosis  usually  is  seen  in  adolescents. 
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Severe  pain  and  colic  may  be  produced  by  obstruc- 
tion in  the  ureter  by  desquamated  epithelium  and 
clinically  this  may  suggest  calculus  or  stricture. 

The  usual  clinical  picture  is  that  of  long-standing 
urinary  infection  with  frequent  exacerbations,  pain 
in  the  kidney  area,  chills,  fever,  pyuria,  dysuria  and 
urgency.  The  retrograde  pyelogram  gives  a very 
characteristic  picture.  It  is  a mottled,  radiolucent  fil- 
ling defect  with  peculiar  linear  markings,  entirely 
different  from  the  appearance  of  other  types  of 
pyelogram.  Although  the  outline  of  the  pelvis  is 
fairly  regular,  it  has  a "moth-eaten,”  "fractured”  ap- 
pearance, produced  by  the  presence  of  dark  shadows 
and  the  strange  linear  markings. 

Upon  cystoscopy,  the  drippings  from  the  ureteral 
catheter  suggest  the  presence  of  leukoplakia  of  the 
renal  pelvis  by  extreme  purulence  and  the  presence 
of  much  debris  or  "grity  flakes.”  The  demonstration 
of  cornified  squamous  epithelium  plaques  in  the 
urine  is  definite  evidence  of  the  presence  of  the 
condition. 

Few  cases  are  recognized  before  surgery,  as  pre- 
viously stated.  However,  this  is  possible  if  the  case 
at  hand  presents  the  following: 

1 ) History  of  long-standing  urinary  infection  with 
exacerbations. 

2)  Characteristic  mottled,  radiolucent  filling  defect 
of  renal  pelvis  as  seen  in  the  pyelogram,  revealing 
"moth-eaten”  or  "fractured”  appearance. 


F/g.  1.  A.  excretory  i/rogran/  shoicing  good  func- 
tion of  both  kidneys  but  with  filling  defect  of  left 
pelvis  similar  to  that  found  o.n  retograde  pyelo- 
graphy. B,  retrograde  pyelogram  showing  mottled 
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3)  Passage  of  purulent  urine  with  flaky  debris 
or  "gritty  flakes.” 

4)  Demonstration  of  cornified  squamous  epithe- 
lium in  the  urine. 

TrealmeiiS 

The  diagnosis  is  made  in  only  a few  cases  before 
operation.  However,  if  this  can  be  done,  anci  the 
condition  is  unilateral  and  since  there  is  a definite 
inherent  tendency  of  leukoplakia  of  the  renal  pelvis 
to  undergo  malignant  changes,  the  treatment  is 
nephrectomy. 

Case  Keport 

P.  M.,  a woman  aged  40,  was  first  seen  on  October 
1 5,  1952,  with  the  symptoms  of  a severe  urinary  in- 
fection characterized  by  dysuria,  frequency,  chills, 
and  fever  and  pain  in  the  left  kidney.  There  was  a 
history  of  severe  pyelitis  during  both  of  her  recent 
pregnancies,  18  months  and  2 months  previously. 

Cystoscopy  and  pyelography  revealed  marked  infec- 
tion of  the  left  kiclney.  The  pyelogram  of  the  left 
kidney  was  not  particularly  remarkable  at  this  time. 
A mixed  bacterial  flora  was  found  in  the  urine  with 
the  colon  group  predominating. 

Upon  the  lavage  of  the  left  kidney  and  the  institu- 
tion of  antibiotic  therapy,  she  was  greatly  benefited 
and  was  not  seen  again  for  almost  a year.  Then  she 
came  to  us  again  with  a severe  urinary  infection,  and 
on  August  10,  1953,  cystoscopy  and  pyelography  were 


radiolucejit  filling  defect  of  left  pelvis  and  calyces 
with  "fractured"  and  "moth-eaten"  appearance  and 
strange  linear  markings,  yet  with  distinct  outline. 


Page  415 


performed.  Once  more,  severe  infection  of  the  left 
kidney  was  found,  and  a very  bizarre  pyelogram  of 
the  left  kidney  was  obtained  with  a mottled,  radiolu- 
cent  filling  defect  and  a peculiar  "moth-eaten  ’ ap- 
pearance with  strange  shadows  and  linear  markings. 
This  most  unusual  pyelogram  was  entirely  different 
from  anything  ever  observed  before  (fig.  1,  B). 

An  excretory  urogram  made  August  13,  1953  gave 
essentially  the  same  bizarre  findings  concerning  the 
left  kidney  with  evidence  of  good  function.  The 
right  kidney  was  essentially  normal  in  appearance 
and  with  excellent  function  (fig.  1,  A).  On  August 
20  a No.  10  catheter  was  passed  to  the  left  kidney. 
The  drippings  were  purulent  and  contained  a whitish, 
flaky  debris. 

She  was  materially  benefited  by  the  two  lavage 
treatments  and  the  institution  of  antibiotics  and  she 
insisted  on  leaving  the  hospital  due  to  the  illness 
of  her  two  small  children.  She  was  not  seen  until  a 
month  later  when  she  visited  the  office  very  sick, 
with  high  fever,  chills  and  marked  pyuria.  There 
was  exquisite  tenderness  over  the  left  kidney.  She 
was  sent  immediately  to  the  hospital  and  the  kidney 
was  drained  again,  cystoscopically. 

Another  retrograde  pyelogram  disclosed  the  same 
unusual  filling  defect  of  the  left  kidney.  The  drip- 
prings  from  the  left  side  were  again  very  purulent 
and  contained  flaky  debris.  A mixed  group  of 
organisms  was  found,  as  before.  Tubercle  bacilli 
could  not  be  identified.  This  time  she  failed  to 
respond  to  the  renal  lavage  and  medication,  and  the 
septic  type  of  fever  persisted.  It  was  decided  to  ex- 
plore the  left  kidney. 

On  September  16,  1953,  under  spinal  anesthesia, 
the  usual  lumbar  incision  was  made  and  the  left 
kidney  was  exposed  and  separated  from  very  dense 
inflammatory  adhesions.  Multiple  abscesses  were 
observed  and  the  general  appearance  of  the  kidney 
was  poor.  Nephrectomy  was  performed. 

Following  the  operation,  the  very  high  septic 
course  of  temperature  continued  for  two  days  and 
then  it  returned  to  normal  and  remained  normal 
henceforth.  The  wound  headed  speedily  and  she  left 
the  hospital  on  the  thirteenth  post-operative  day. 

She  reported  for  periodic  examination  regularly 
and  has  remained  well  and  without  complaint  to 
date. 

Pathological  report:  The  gross  specimen  is  a left 
kidney  measuring  1 2 cm.  by  8 cm.  by  6 cm.  The 
kidney  is  of  soft  consistency.  The  capsule  strips 
with  ease  leaving  a pinkish-gray  nodular  surface. 
Tiny  yellow  abscesses  are  seen  in  the  renal  paren- 
chyma. The  pelvis  and  calyces  are  covered  with  a 
thick,  grayish,  wrinkled,  parchment-like  membrane. 
This  membrane  can  be  lifted  completely  from  the 
inner  surface  of  the  kidney  (fig.  2). 

Microscopic:  The  section  from  the  kidney  shows 
numerous,  irregular  abscesses  in  the  renal  cortex. 
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F/’g.  2.  Section  of  kidney  showing  membrane  and 
mnltiple  abscesses. 

The  abscesses  are  composed  of  necrotic  material  and 
are  surrounded  by  a zone  of  tissue  which  is  densely 
infiltrated  with  inflammatory  cells  mostly  lympho- 
cytes and  plasma  cells.  A section  taken  from  the 
renal  pelvis  again  reveals  a severe  inflammatory 
process  and  shows  evidence  of  marked  squamous 
metaplasia.  There  is  extensive  keratinization,  and 
this  keratinization  has  produced  the  inflammatory 
membrane  mentioned  in  the  gross  description  (fig. 
3).  Diagnosis:  Squamous  metaplasia  marked,  with 
extensive  keratinization  (leukoplakia  of  renal  pel- 
vis) ; multiple  abscesses;  chronic  pyelitis. 

Summary 

Leukoplakia  of  the  renal  pelvis  is  a rare  condition, 
but  very  probably  many  cases  are  overlooked  and 
treated  as  severe  infections. 

The  etiology  is  obscure,  but  as  severe  prolonged 
infection,  with  exacerbations,  usually  precedes  leuko- 
plakia of  the  renal  pelvis,  this  is  presumed  to  be  the 
cause,  yet  the  theory  of  misplaced  embryonal  rests 
of  primitive  ectoderm,  and  the  theory  of  vitamin  A 
deficiency  must  be  considered. 

The  diagnosis  of  leukoplakia  of  the  renal  pelvis 
is  seldom  made  preoperatively,  yet  this  is  possible 
with  the  history  of  long-standing  infection,  the  pre- 
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Fig.  3.  Photomicrograph,  low  power,  showing 
renal  pelvis  covered  hy  squamous  epithelium  and 
fragments  of  amorphous  membrane.  Marked  kera- 
tinization  is  noted  in  squamous  epithelium.  It  has 
formed  numerous  filiform  projections. 

sence  of  the  typical  pyelogram,  and  the  passage  of 
desquamated,  cornified,  squamous  epithelial  flakes 
in  the  urine. 

Since  the  condition  has  an  inherent  tendency  to 
undergo  malignant  changes,  it  must  be  regarded  as 
precancerous. 

The  treatment  is  nephrectomy,  if  the  condition  is 
unilateral. 

A case  of  leukloplakia  of  the  renal  pelvis  is  pre- 
sented which  is  presumably  the  ninety-sixth  recorded 
instance  of  this  lesion. 
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Southwest  Oh-Gyn  Speakers  Announced 
for  El  Paso  Meet 

Speakers  have  been  announced  for  the  annual 
meeting  of  the  Southwest  Obstetrical  and  Gyne- 
cological Society,  which  will  be  held  in  El  Paso, 
Texas,  October  28  and  29. 

On  the  agenda  are  Dr.  Arthur  Hertig,  Professor 
of  Pathology  in  the  Boston  Lying  In  Hospital  and 
in  the  Department  of  Pathology  at  the  Harvard 
University  School  of  Medicine;  Dr.  Carl  Javert, 
Professor  of  Obstetrics  and  Gynecology  at  the  Cor- 
nell University  School  of  Medicine;  and  Dr.  Richard 
Torpin,  Chairman  of  the  Department  of  Obstetrics 
and  Gynecology  at  the  Medical  College  of  Georgia. 

Physicians  from  Southern  California,  Nevada. 
Arizona,  New  Mexico  and  El  Paso  County  are 
members  of  the  Society.  Dr.  Celso  C.  Stapp  of 
El  Paso  is  President. 


Clinical  Notes 

Aplastic  anemia  is  becoming  more  and  more  com- 
mon. Some  cases  are  due  to  exposure  to  toxic  chemi- 
cals such  as  benzol,  or  drugs  such  as  chloramphenicol 
(Chloromycetin),  gold,  arsenic,  sulfonamides,  and 
nitrogen  mustards,  or  to  excessive  contact  with  x-ray 
or  radioactive  chemicals.  In  many  cases,  however,  no 
cause  can  be  ascertained,  and,  in  general,  these  are  the 
most  serious  types.  Therapy  with  bone  marrow  stimu- 
lants such  as  cortisone,  corticotropin,  cobaltous  chlo- 
ride. testosterone  and  bone  marrow  transfusions  is 
usually  ineffectual.  Repeated  transfusions  may  be 
given  but  these  usually  eventuate  in  .hemosiderosis 
(excessive  iron  deposition  in  the  tissues)  with  its 
accompanying  cirrhosis  of  the  liver. 
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Accident  Prevention  in  Childhood 

By  E.  W.  Lander,  M.  D.,  Roswell,  New  Mexico 


A fairly  large  percentage  of  medical  practice  today 
is  concerned  with  the  element  of  prevention,  and  this 
applies  even  more  so  to  accidents,  especially  in  child- 
hood. But,  you  say,  "What  can  I do  about  it.^” 
or  "Accidents  are  accidents  — they  just  happen.” 
Actually  there  is  great  deal  that  can  be  done  about 
this  complex  but  not  insurmountable  problem.  Let 
us  first  define  the  problem  and  present  some  factual 
material,  then  try  to  suggest  some  ways  and  means 
of  solution.  The  facts  of  childhood  accidents  are 
as  follows: 

Over  12,000  children  are  killed  by  accident  in 
the  U.  S.  each  year. 

Approximately  50,000  is  a conservative  number 
of  children  permanently  injured  each  year  by  accident. 
(Two  and  one-half  times  the  number  crippled  by 
poliomyelitis) . 

One  million  is  certainly  the  minimal  number  who 
seek  medical  care  each  year  because  of  accidents. 

Accident  rates  are  higher  for  boys  than  for  girls. 
Boys  are  more  daring  and  reckless,  more  aggressive 
and  age  for  age  less  mature  than  girls.  Also,  the 
biologic  inferiority  of  the  male  is  well  established. 
Fifty  three  per  cent  of  hospital  admissions  are  males 
in  spite  of  the  fact  that  many  women  are  admitted 
for  childbirth  only. 

During;  First  Five  Years 

Approximately  one-half  of  all  fatal  childhood 
accidents  occur  during  the  first  five  years  of  life. 
In  fact,  accidents  are  the  leading  cause  of  death  at 
every  age  of  childhood  except  the  first  year.  There- 
fore, our  first  major  effort  should  be  to  prevent 
accidents  in  the  pre-school  child.  It  is  obvious  that 
the  young  defenseless  infant  must  be  given  one 
hundred  per  cent  protection  from  falling,  choking, 
drowning,  poisoning  and  burning.  This  is  not  so 
simple  as  it  may  sound.  The  child  of  six  starting  to 
school  is  exposed  to  every  accident  hazard.  Is  it  a 
slogan  in  icing  on  his  fifth  birthday  cake  that  sud- 
denly gave  him  safe  behavior.^  It  must  be  apparent 
that  the  safety  of  the  six  year  old  depends  primarily 
on  what  he  knows  and  he  cannot  be  educated  over 
night.  Like  all  education,  it  is  the  fruit  of  step  by 
step  learning.  Like  all  behavior,  it  is  the  result  of 
hero  (parent)  example,  supervised  experience  and, 
to  a lesser  degree,  of  orthodox  instruction.  Instincts 
can  not  be  trusted  in  so  far  as  the  safety  and  survival 
of  the  child  is  concerned. 

Primarily,  there  are  two  factors  in  the  causation 
of  accidents; 

1.  The  hazards  of  environment,  and 

2.  The  behavior  of  the  child. 

Full  Protection 

Accident  prevention  under  one  year  of  age  re- 
cjuires  one  hundred  per  cent  protection ; by  six  years 


of  age  we  must  rely  principally  on  what  the  child 
knows  and  how  he  will  behave.  The  years  from  one 
to  six  must  be  occupied  by  diminishing  protection 
and  increasing  educational  experience.  The  pattern 
for  safe  conduct  is  thus  cast  during  those  first  five 
years ! 

This  important  phase  of  protection  and  training 
must  be  managed  by  the  parent.  The  physician  can 
and  should  assist  by  training  of  the  parent  in  anti- 
cipation of  accident  situations.  *(See  chart  last  page). 
Secondly,  the  parent  must  take  the  time  to  teach  the 
child  on  the  spot  as  danger  situations  arise  and, 
thirdly,  discipline  must  be  enforced  when  reason  and 
other  methods  fail. 

What  do  we  mean  by  disclipine?  Basically,  it  is 
the  child’s  knowledge,  born  of  experience,  that  his 
own  interests  are  best  served  by  following  the  course 
directed  by  the  obviously  loving  parent.  Deviation 
from  that  course  might  reasonably  be  expected  to 
result  in  parental  disapproval,  injury  to  himself,  de- 
privation of  privilege  or  even  a spanking.  In  any 
event  discipline  should  be  mild,  logical,  consistent, 
related  to  the  offense,  if  possible,  and  understandable 
by  the  child.  If,  during  the  first  three  years  of  life, 
discipline  concerns  itself  chiefly  with  the  things  that 
threaten  the  child's  safety  it  will  be  proper  in  amount, 
vital  in  results  and  acceptable  by  the  child.  Every 
child  needs  to  know  that  his  parents  will  not  will- 
fully permit  him  to  be  injured  or  embarrassed.  Dis- 
cipline is  as  necessary  to  a child's  sense  of  security 
as  it  is  to  his  safety. 

Hazards  of  Enviroiimenl 

Hazards  of  environment:  . 

1.  What  protection  is  necessary.’ 

2.  What  education  is  practical  ? 

Let  us  consider  briefly  the  infant.  The  parent 
must  offer  complete  protection  most  of  the  first 
year.  The  baby  must  not  be  left  alone  except  when 
safely  placed  in  crib  or  pen.  The  few  moments 
necessary  to  answer  the  doorbell  or  telephone  can  be 
disastrous  for  the  infant  left  in  the  tub  or  on  an 
unguarded  table  or  bed. 

The  introduction  of  early  education  and  discipline 
is  indicated  as  the  infant  approaches  one  year  of 
age.  The  incidence  of  accidents  is  tremendous  in 
this  toddler  age  of  one  to  two  years  because  of  a 
combination  of  curiosity,  lack  of  judgment  and  knowl- 
edge and  the  newly  acquired  ability  to  walk.  It  is 
at  this  age  that  the  play-pen  reaches  its  maximal  use- 
fullness.  But  how  about  the  mother  who  says  "He 
won’t  stay  in  it”?  I don’t  believe  the  infant  of 
eighteen  months  can  physically  climb  out  nor  is 
there  any  valid  psychological  reason  why  the  play- 
pen, gated  room  or  similar  enclosure  should  not  be 
used  until  almost  two  years  of  age. 
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L<*1  ('hild  Learn 

One  important  eiiucational  technique  is  to  let 
the  child  learn  from  his  minor  accidental  injuries. 
"That's  hot  — it  will  burn  your  fingers.’’  The 
child  is  not  forbidden  to  touch  the  stove,  but  .he 
IS  warned  of  tlie  consequences  if  he  does.  He  learns 
two  things:  First,  the  concept  of  "hot”  and  Second, 
that  the  parent  tried  to  warn  him  of  the  unpleasant 
results  of  his  action.  The  parent  thereby  gains 
stature  as  a prophet  and  protector.  Also,  one  should 
refrain  from  rewarding  minor  injuries  with  an  ex- 
cess of  emotion  — matter-of-fact  sympathy  and  care 
are  better.  Burns  are  twice  as  common  in  girls  as 
in  boys.  They  spend  more  time  in  the  home  and 
kitchen ; dresses  and  gowns  are  more  vulnerable 
to  open  flames  than  pants  and  pajamas.  The  child's 
world  should  be  simplified  as  much  as  possible  and 
unneces.sary  temptation  should  be  removed  from 
reach  if  not  from  view.  The  two  to  three  year  old 
is  much  more  interested  in  testing  people  than  objects. 

The  toddler  must  not  have  unsupervised  access  to 
any  body  of  water  larger  than  a cupful.  Unfor- 
tunately, the  first  two  years  of  an  infant's  life  are 
spent  giving  him  daily  lessons  to  convince  him  that 
he  is  unsinkable.  '"Watch  baby  swim"  and  "Isn’t 
the  water  wonderful?”  Never  a word  or  a thought 
about  the  unpleasant  effects  of  water  in  the  respira- 
tory passages.  Yet,  adequate  education,  even  at  this 
age,  might  well  provide  controlled  experiences  with 
the  unpleasantness  of  aspirated  water.  They  can  even 
be  taught  to  "duck”  and  learn  to  hold  their  breath. 

Explorinfi  ToiIdSer 

The  exploring  toddler  must  be  protected  from 
falls  from  heights  or  onto  injurious  surfaces,  espe- 
cially with  dangerous  objects  in  his  hands  or  mouth. 
The  two  year  old  leans  forward  when  he  runs,  thus 
falls  most  often  affect  the  forehead.  Later  he  stands 
more  erect  and  the  nose  becomes  the  favorite  site  of 
injury.  At  three  to  four  the  teeth  get  knocked  loose 
or  out  and  at  five  to  six  the  chin  and  collar  bone 
receive  the  impact.  The  six  year  old  breaks  his  fall 
with  his  arms  and  thus  fractures  them.  The  ages  of 
six  to  eight  are  notoriously  careless  years;  years  of 
great  activity,  unfortunately,  not  tempered  by  much 
forethought.  Parental  admonitions,  improperly  ad- 
ministered may  instill  fear  or  defiance  instead  of 
caution.  And  let's  not  forget  that  most  accidents 
occur  late  in  the  afternoon  when  children  are  apt 
to  be  hungry  and  tired.  Children  should  be  per- 
mitted climbing  adventures  within  their  capabilities 
and  simultaneously  taught  the  dangers  involved. 

Accidental  poisoning  deserves  especial  emphasis 
both  because  it  is  so  common  during  the  second  and 
third  years  and  because  it  is  largely  preventable. 
The  infant  by  nature  and  training  considers  the  mouth 
as  a cavity  into  which  any  and  everything  should  be 
put.  The  infant  has  little  or  no  discrimination  for 
good  and  bad;  therefore  it  is  criminal  to  leave  any 


toxic  substances  within  his  reach  and  curiosity.  This 
is  the  age  of  the  sugar-coated  pill;  medicine  is  no 
longer  nasty.  Aspirin,  sleeping  pills  and  mother’s 
iron  tablets  are  useful  in  prescribed  dosage,  but 
lethal  when  taken  by  the  handful.  Fducation  against 
poisons  can  begin  even  at  18  months  by  teaching 
the  child  that  not  everything  tastes  good.  Let  him 
sample  a bit  of  kerosene,  vinegar,  mustard  or  alum 
— just  for  effect.  Experience  of  this  sort  will  teach 
the  child  to  bring  strange  substances  to  the  parent 
to  inquire,  in  effect  "Does  this  taste  good?”  Acci- 
dental poisoning  is  three  times  as  common  among 
the  racial  groups  in  the  United  States  as  among  the 
white  population  and  the  death  rate  in  the  United 
States  is  four  times  that  in  Britain.  It  is  also  much 
more  frequent  in  families  of  low  economic  status 
due  in  no  small  part  to  poor  heating  facilities  and 
the  ever  present  kerosene. 

Two  Facts 

Two  facts  are  noteworthy:  First,  the  high  incidence 
of  fatal  accidents  in  the  one  to  two  year  age  group 
impresses  the  necessity  for  concern  with  increased 
protection;  and  Second,  the  declining  incidence  of 
those  serious  accidents  from  the  ages  of  two  to  five 
suggests  that  children  DO  begin  to  learn  safe 
behavior. 

Let  us  mention  briefly  some  characteristics  of  the 
five  to  nine  age  group.  Bicycles  for  the  first  time 
become  a hazard,  and  the  dangers  of  firearms  enter 
the  picture.  The  child  begins  to  play  group  games 
such  as  "follow  the  leader"  and  is  by  nature  more 
daring  and  adventurous. 

The  ten  to  fourteen  age  group  has  the  added 
interest  of  the  automobile  in  that  they  envision 
themselves  as  drivers-to-be  of  the  powerful  and 
speedy  vehicles.  It  behooves  all  of  us  as  parents  and 
drivers  to  set  a good  example  in  this  regard.  Let  us 
always  drive  safely  with  obvious  respect  for  speed 
limits,  slow  signs  and  school  zones.  The  child  you 
run  down  may  well  be  your  own!  That  green  light 
ahead  CAN  mean  life  or  death  if  you  drive  hurriedly 
and,  too  late,  discover  that  it  is  suddenly  red.  The 
high  school  group  have  their  share  of  the  car  acci- 
dents, but  the  college  age  group  prove  to  be  the 
most  dangerous  drivers.  This  is  primarily  due  to 
youthful  exuberance  and  lack  of  a sense  of  responsi- 
bility or  danger.  Here  again  we  note  a sex  difference 
with  regard  to  auto  accidents  — the  girls  are  safer 
drivers  than  the  boys. 

Beliavior  of  Child 

We  have  discussed  at  some  length  the  HAZARDS 
OF  ENVIRONMENT.  Let  us  now  say  a few  words 
about  the  BEHAVIOR  OF  THE  CHILD.  ACCI- 
DENT PRONENESS  IS  a fairly  w'dl  established 
concept  among  adults,  but  this  tendency  can  not  be 
necessarily  applied  to  children.  There  is  no  doubt 
that  immaturity,  lack  of  judgment,  short  attention 
span,  impulsiveness  and  incoordination  of  movement 
are  factors  common  to  most  children.  However,  some 
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small  percentage  of  children  have  more  than  an 
average  number  of  accidents.  The  same  may  be  said 
for  some  families.  These  so-called  accident-prone 
children  seem  to  have  a characteristic  personality 
pattern.  They  usually  show  a strong  tendency  to 
impulsive  behavior,  a distinct  hostility  to  discipline 
and  authority,  a lack  of  awareness  to  hazards  and 
even  a casual  attitude  toward  injuries.  Often,  there 
is  an  apparently  poor  parent-child  relationship.  It 
does  not  necessarily  follow  that  such  a child  is  going 
to  develop  into  a so-called  "juvenile  delinquent.” 
It  seems  logical  to  conclude  that  the  accident-prone 
child  has  not  been  identified  as  a type  or  psychologic 
entity  nor  has  he  been  distinctly  separated  from  the 
"child-accident-prone-parent  or  household.” 

Summary 

1 . Accidents  are  the  number  one  problem 
in  child  health  today. 

2.  The  great  majority  of  accidents  among 
children  are  certainly  preventable. 

3.  Effective  prevention  depends  on  two 
things,  PROTECTION  and  EDUCA- 
TION, with  relation  to  age.  This,  in  turn, 
should  be  promoted  by  good  physician- 
parent-child  relationship. 

The  physician  should  teach  safety  to  parent  and 
child  at  every  opportunity. 

He  should  help  parents  to  anticipate  accident 
situations. 

The  parents  should  discipline  themselves 

a.  to  protect  young  children  from  accidental 
injury; 

I),  to  conduct  an  expanding  program  of 
educating  their  children  to  personal  re- 
sponsibility for  safety; 

e.  to  be  certain  that  their  own  attitudes 
toward  safety  and  their  own  behavior  and 
practices  are  above  reproach,  so  that  their 
children  are  properly  taught  by  precept 
and  example. 

ACCIDENT  PREVENTION 

Typical  Normal  Behavior 

Accidents  Characteristics  Precautions 


First  Year 


Second  Year 


Fails 
Drowning 
Motor  Vehicles 
Poisons 

Foreign  Objects 
Burns 


Is  able  to  roam  about. 

Can  go  up  and  down 
stairs. 

Is  helpless  in  water. 

Puts  almost  every- 
thing in  mouth. 

Has  tremendous  curi- 
osity, especially 
for  things  higher 
than  eye  level. 
They  poke  and 
probe  with  their 
index  finger  to 
explore  things. 


Keep  locked  screens  on 
windows. 

Keep  in  enclosed  space 
when  not  in  com- 
pany of  an  adult. 

Protect  from  water  in 
tub  and  yard. 

Drive  even  more  care- 
fully with  children 
in  the  car. 

Keep  medicines,  house- 
hold poisons  and 
small  sharp  objects 
out  of  sight  and 
reach. 

Avoid  use  of  breakable 
glasses. 

Teach  hazards  of  open 
fires. 

Avoid  open  electric  out- 
lets and  keep  elec- 
tric cords  and  appli- 
ances out  of  reach. 

Fence  in  floor  furnaces. 

Keep  handles  of  pots  and 
pans  on  the  stove 
out  of  reach  and  con- 
tainers of  hot  food 
or  drink  away  from 
edge  of  table.  Avoid 
overhanging  table 
cloths. 


Two  - Four  Years 


Falls 
Drowning 
Motor  Vehicles 
Poisons 
Burns 


Is  able  to  open  doors. 

Can  climb  and  run. 

Can  ride  tricycle. 

Investigates  every- 
thing. 

Plays  with  mechani- 
cal gadgets. 

Can  throw  ball  and 
other  objects. 

Still  puts  things  in> 
mouth. 

They  like  to  play  in 
water. 

They  can  take  verbal 
direction. 


Keep  in  safe  surround- 
ings when  activity  is 
not  supervised. 

Gate  stairways  — leave 
no  ladders  up. 

Supervise  all  water  ac- 
tivities. 

Teach  about  traffic  in 
street-driveways. 

Keep  poisons  and  medi- 
cines out  of  reach. 

Hide  matches,  lighters 
and  fluids. 

Keep  knives  and  electri- 
cal equipment  out  of 
reach.  Avoid  glasses 
and  bottles. 

Teach  risks  of  handling 
and  throwing  sharp 
objects  — no  run- 
ning with  glass  in 
hand  or  stick  in 
mouth. 


Five  - Nine  Years 


Falls 

Inhalation  and 
Ingestion  of 
Foreign  Objects 
Poisoning 
Burns 
Drowning 


After  several  months 
of  age  can  roll 
and  squirm;  later 
in  year  creeps, 
pulls  self  erect 
and  begins  to 
walk. 

Places  anything  and 
everything  in 
mouth. 

Is  helpless  in  water. 


Do  not  leave  alone  on 
table  or  bed. 

Keep  crib  sides  up. 

Utilize  the  play-pen  in 
latter  months. 

Keep  anything  small 
enough  to  put  in 
mouth  and  harmful 
substances  out  of 
reach. 

Avoid  possibility  of  burns 
and  scalds. 

Do  not  leave  alone  in 
tub. 


Motor  Vehicles 

Bicycles 

Drowning 

Burns 

Firearms 

Falls 


Is  daring  and  adven- 
turous. Control 
over  large  mus- 
cles is  more  ad- 
vanced than  that 
over  small  mus- 
cles. 

Has  increased  inter- 
est in  group  play. 
Loyalty  to  group 
makes  him  willing 
to  play  "Follow 
the  Leader." 


Teach  traffic  rules  for 
cycling. 

Further  instructions  in 
pedestrian  traffic. 

Teach  the  proper  use 
of  knives. 

Teach  dangers  of  water 
and  boats. 

Encourage  skill  in  swim- 
ming. 

Instruct  in  proper  use  of 
matches  and  fires. 

Keep  firearms  locked  up. 

Teach  girls  safe  use  of 
pins  and  needles. 
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Clinical  Note  on  Therapy  for  Nausea  and 
Vomiting  of  Pregnancy 

Bv  Josi:ph  B.  Raddin,  M.  D.,  Phoenix 


The  current  exploitation  ol'  new  remedies  to 
relieve  nausea  and  vomiting  of  early  pregnancy  leads 
many  physicians  to  try  one  or  several  worthless 
medications. 

The  one  indicated  remedy  which  regularly  gives 
relief  with  no  side  or  ill  effects  is  progesterone  in 
oil.  Twenty-five  or  50  mg.  are  given  by  injection  as 
the  first  dose  depending  on  .■severity  of  the  symptoms. 
Five  to  seven  days  later  a 25  mg.  dose  must  usually 
be  given.  Subsec|uent  injections  of  25  mg.  are  re- 
peated at  one  or  two  week  intervals  until  satisfactory 
relief  is  obtained.  After  the  third  month  of  preg- 
nancy has  passed,  the  complaint  commonly  subsides 
and  no  further  therapy  is  needed. 

If  desired,  an  oily  estrogen  preparation  may  be 
combined  with  the  progesterone  in  the  same  syringe 
but  it  appears  clinically  to  be  of  little  added  benefit. 

Many  Keasoiis 

There  are  many  reasons  to  suggest  lack  of  adequate 
corpus  luteum  of  pregnancy  as  the  etiology  of  nausea 
and  vomiting  of  pregnancy.  The  same  reasons  sug- 
gest progesterone  as  the  physiological  remedy.  Early 
therapy  is  more  promptly  effective  and  appears  to 
prevent  progression  to  pernicious  vomiting  and  all 
too  frequent  abortion  or  miscarriage  as  a late  sequela. 


Ten  - Fourteen 
Years 

Motor  Vehicles 

There  is  an  organic 

Further  instruction  in  ah 

Drowning 

need  for  strenu- 

kinds  traffic. 

Burns 

ous  physical  ac- 

Prepare  for  auto  driving 

Firearms 

tion. 

by  good  example  on 

Falls 

May  play  in  hazard- 

part  of  adult  and 

ous  places  unless 

closely  supervised  in- 

facilities  for  ade- 

struction  — ■ obey  all 

quate  and/or  su- 

traffic  laws. 

pervised  recrea- 

Promote  respect  for 

tion  are  provided. 

water. 

Need  for  approval  of 

Teach  handling  and  dan- 

playmates  leads  to 

gers  of  fireworks. 

daring  or  hazard- 

Teach  kitchen  safety  to 

ous  activity. 

the  girls  — forbid 

Pre-adolescents  are 

these  children  to  fry. 

often  physically 

Instruct  in  safe  use  or 

clumsy  and  emo- 

firearms. 

tionaliy  erratic. 

Provide  safe  and  ac- 
ceptable facilities  for 
recreation  and  so- 
cial activities. 

♦Compiled  from  data  furnished  by  Committee  on  Accident 
Prevention  of  The  American  Academy  of  Pediatrics. 
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Progesterone  in  oil  in  adequate  dosage  should  cer- 
tainly be  the  first  remedy  tried. 

Failure  to  give  prompt  relief  should  alert  the 
physician  to  possibility  of  organic  disease,  particularly 
liver  and  gallbladder  disorders.  Diagnostic  and  other 
therapeutic  procedures  should  not  then  be  delayed. 

Clinical  Notes 

The  neurologic  signs  caused  by  metastases  to  the 
central  nervous  system  may  be  the  first  clinical  mani- 
festations of  a cancer  of  the  lung.  Two  types  of 
neurologic  disorder  from  this  cause  are  encoun- 
tered fairly  frequently;  a)  Signs  of  a progressively 
expanding  lesion  within  the  brain;  b)  The  "multiple 
root"  syndrome  due  to  seeding  of  the  tumor  in  the 
spinal  subarachnoid  space;  in  this  condition  unusual 
sensory  disorders  in  areas  supplied  by  various  spinal 
nerves  may  be  present.  Certainly  before  a diagnosis 
of  primary  neurologic  disease  is  made  in  cases  of 
this  type,  a chest  x-ray  should  be  performed. 

Nor-Epinephrine  Treatment 
of  Shock 

Intravenous  nor-epinephrine  was  administered  as 
treatment  in  forty-four  cases  of  shock  not  responding 
to  adequate  treatment  with  other  measures.  A 
satisfactory  and  immediate  pressor  response  with 
maintenance  of  the  blood  pressure  at  desired  levels 
was  obtained  in  all  but  two  patients  ...  It  is  particu- 
larly helpful  in  the  p>atient  in  whom  blood  volume 
is  normal  or  increased,  in  whom  the  further  admins- 
istration  of  intravenous  fluids  is  contraindicated  or 
ineffective.  However,  the  underlying  cause  of  shock, 
whether  it  be  medical  or  surgical,  must  be  corrected 
in  order  for  patient  to  recover. 

. . . Fourteen  patients  with  myocardial  infarction 
were  treated,  all  with  grave  prognosis  because  of 
severe  shock  and  other  associated  complications.  Six 
of  the  fourteen  patients  recovered  when  the  blood 
pressure  was  adequately  maintained  with  nor- 
epinephrine. 

. . . Nor-ephinephrine  is  of  limited  value  in  the 
treatment  of  shock  associated  with  severe  infection 
unless  the  underlying  infection  can  be  rapidly  treated 
with  a specific  therapeutic  agent. 

. . . So-called  postoperative  "irreversible  shock” 
is  frequently  not  irreversible  if  the  blood  pressure 
is  maintained  long  enough  for  physiologic  recovery 
of  the  medullary  centers  provided  the  underlying 
cause  of  the  shock  is  corrected  and  the  paf'ents  are 
given  adequate  but  not  excessive  amounts  of  intra- 
venous fluid. 

Reference 

Moyer,  J.  H..  Skelton,  J.  M.,  ami  Mills,  L.  C.,  Am.  J.  Med. 
15:330,  September,  1953. 


SEPTEMBER,  1955 


Page  421 


Chronic  Benign  Suppurative  Pulmonary  Disease  ^ 

By  F.  J,  Kelly,  M.  D.,  F.A.C.S.,  Amarillo 


Pulmonary  suppurative  disease  provides  one  of  the 
largest  fields  for  which  pulmonary  resection  may  be 
indicated.  During  the  past  ten  years  accumulated 
knowledge  of  the  subject  has  shown  that  a high 
percentage  of  these  patients  will  recover  just  as  in- 
fections in  other  parts  of  the  body  have  responded 
to  the  rapid  advancements  we  have  all  been  privileged 
to  witness.  These  diseases  include  bronchiectasis, 
lung  abscess  and  the  "middle  lobe  syndrome’’.  Suc- 
cessful treatment  in  this  group  of  diseases  is  especially 
dependent  upon  an  early  appreciation  of  the  serious- 
ness involved  in  order  that  treatment  can  be  carried 
out  before  the  patient  becomes  an  irreversible  pul- 
monary cripple. 

In  studying  the  pathogenesis  of  bronchiectasis  and 
lung  abscess  it  becomes  immediately  apparent  that  the 
two  main  features  of  bronchiectasis,  infection  and 
obstruction,  are  also  present  in  lung  abscess.  We  can 
therefore  discuss  both  these  diseases  together.  Ad- 
vanced bronchiectasis  will  often  develop  into  lung 
abscesses  and  adjacent  bronchi  will  frequently  reveal 
more  or  less  bronchiectasis  in  cases  of  lung  abscess. 

Five  Factors 

Laennec  (1)  first  described  and  named  bronchiec- 
tasis in  1819-  Mallory  (2)  found  five  factors  — 
chronic  bronchial  infection,  congenital  abnormalities 
of  the  bronchial  tree,  bronchostenosis,  pulmonary 
atelectasis  and  pneumonitis  or  its  sequel,  pulmonary 
fibrosis,  to  be  potential  factors  in  the  etiology  of 
bronchiectasis.  It  is  therefore  a disease  characterized 
by  localized  dilation  of  the  bronchi  with  infection 
involving  the  bronchi  and  surrounding  lung. 

The  more  common  causes  of  lung  abscess  and 
bronchiectasis  include,  pneumonia,  chronic  pulmona- 
ry infections  secondary  to  sinusitis  or  bad  teeth, 
aspirated  foreign  body  followed  by  infection  and 
bronchial  obstructing  tumors. 

Tannenberg  and  Pinner  (3)  in  1942  found  with 
their  experiments  on  rabbits  that  lung  suppuration 
occurred  following  partial  obstruction  in  the  presence 
of  infection  but  only  an  uncomplicated  atelectasis 
developed  in  the  presence  of  a total  bronchial  obstr- 
uction alone. 

Clinical  Features 

Males  and  females  are  equally  affected.  Though 
these  diseases  can  occur  at  any  age,  they  are  character- 
istically a disease  of  youth.  Infants  and  children  are 
particularly  prone  to  obstructive  atelectasis  and  seven- 
ty per  cent  of  patients  with  bronchiectasis  will  dev- 
elop the  disease  before  the  age  of  twenty.  Lung 
abscesses  more  commonly  occur  in  the  upper  lobes 
while  bronchiectasis  is  more  frequent  in  the  lower 
lobes.  There  is  ordinarily  a chronic  productive  cough 
with  a characteristic  purulent,  abundant,  foul  sputum. 


*Presented  before  the  Howard.  Martin  and  Glasscock  Counties 
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These  patients  become  chronically  ill  and  socially 
objectionable  due  to  their  foul  breath.  The  majority 
with  bronchiectasis  succumb  to  some  form  of  respira- 
tory illness  or  complication  by  the  fifth  decade. 
Pulmonary  osteoarthropathy  frequently  occurs  with 
bronchiectasis  which  is  characterized  by  clubbed  fin- 
gers and  painful  joints. 

Roentgenograms  of  the  chest  may  be  normal  in 
bronchiectasis  and  in  some  instances  it  is  not  possible 
to  differentiate  this  condition  from  lung  abscess.  Peri- 
bronchial markings  are  frequently  present  and  are 
suggestive  but  confirmation  can  only  be  obtained  by 
bronchography.  Bronchoscopy  must  also  be  part  of 
the  diagnostic  approach  as  the  presence  of  a growth, 
bronchostenosis  or  foreign  body  must  be  known  prior 
to  operation. 

IVIiddle  LoS)e  Syndrome 

The  "middle  lobe  syndrome"  is  essentially  that  of 
supperative  disease  in  any  other  portion  of  the  lung 
but  is  described  as  a separate  condition  only  because 
if  the  right  middle  lobe  is  involved  it  is  frequently 
the  only  location  of  the  disease  process.  The  course 
of  this  disease  is  generally  mild  and  for  this  reason 
is  often  found  during  routine  office  x-rays.  The 
middle  lobe  bronchus  is  most  susceptible  to  compres- 
sion (4)  by  peribronchial  lymph  nodes.  The  shrunken 
lobe  appears  as  a roughly  triangular  dense  area  and 
this  finding  must  be  followed  by  bronchoscopy  be- 
cause of  the  possibility  of  bronchiogenic  carcinoma. 

Treatment 

The  prevention  of  suppuratiye  lung  disease  in- 
cludes the  early  recognition  and  correction  of  post- 
operative atelectasis  of  childhood  complicating  pneu- 
monitis and  aspiration  of  foreign  matter  during  and 
following  surgery.  General  medical  measures  includ- 
ing a high  protein  diet,  antibiotics  and  vitamin  sup- 
plements may  be  of  value  in  palliation.  Postural 
drainage  and  x-ray  treatment  are  of  benefit. 

Most  lung  abscesses  can  be  successfully  treated  by 
conservative  measures.  Extensive  or  multiple  absces- 
ses and  those  present  for  over  ten  or  twelve  weeks 
are  best  treated  by  lung  resection. 

Though  bronchiectasis  is  only  slowly  progressive 
it  is  irreversible  and  surgical  resection  of  the  involved 
lobe  or  lobes  is  the  only  effective  therapy.  Resection 
will  return  these  handicapped  patients  to  a normal 
life  with  increased  work  capacity  in  many  instances. 
Patients  in  good  general  condition  up  to  the  age  of 
fifty  can  generally  be  permanently  cured  by  removal 
of  all  of  the  diseased  lung  with  a mortality  of  about 
two  per  cent. 

Summary 

Chronic  benign  suppurative  disease  of  the  lung 
can  and  must  be  diagnosed  accurately  and  early  if 
(Continued  on  Page  426) 
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Uterine  Lipoma 

Report  of  a Case  and  Review  of  the  Literature 

William  T,  Hill,  M.D.,-  and  C.  E.  Murdock,  M.D.,  Little  Rock,  Arkansas* ** 


We  first  became  interested  in  lipomas  of  the  uterus 
when  a specimen  of  intramural  lipoma  of  the  uterus 
was  submitted  to  this  department.  Intramural  lipomas 
of  the  uterus  are  rare  and  only  four  cases  have  been 
reported  in  the  English  literature.  We  would  like 
to  report  a case  and  speculate  concerning  the  genesis. 

Case  Keporl 

Mrs.  M.  T.,  a 65  year  old  white  female,  was  lirst 
seen  on  October  5,  1952,  with  a chief  complaint  of, 

I have  a tumor  in  the  lower  part  of  my  stomach." 
— duration  16  months. 

Preseiil  Illness: 

She  stated  that  she  first  felt  a knot  ( indicated 
about  5 cm.  in  diameter)  in  the  lower  part  of  her 
abdomen  in  July,  1950.  In  February,  1951,  when 
she  began  to  notice  a rather  constant  "feeling  ofj 
pressure  or  weight.”  This  symptom  had  persisted 
and  in  June,  1951,  she  noted  about  "...  a table- 
spoonful of  pinkish  discharge  . . .”  from  the  vagina. 
"My  daughter  noticed  the  protuberance  in  the  lower 
part  of  my  stomach  while  I was  changing  garments 
and  insisted  that  I consult  a physician."  On  direct 
questioning,  the  patient  indicated  the  tumor  was 
about  20  cms.  in  diameter  and  tender. 

I'ast  History: 

Menses:  Began  at  the  age  of  16  years  and  occurred 
every  twenty-eight  days  with  flow  of  five  days'  dura- 
tion. No  difficulties.  L.  M.  P.  about  age  50.  Para  X, 
Gravida  VIII.  Two  miscarriages  at  three  months 
(pregnancies  one  and  three.)  All  other  pregnancies 
were  full  term  and  no  history  of  post  partum  com- 
plication was  elicited.  No  major  illness  nor  opera- 
tion. 

Physical  Examination: 

Height  five  feet  four  inches.  Weight  154  pounds. 
Blood  pressure  170/96.  Pulse  78.  Respiration  l6. 
Tempierature  98.6.  Patient  is  a moderately  obese 
white  female  who  does  not  appear  in  any  distress. 
There  is  a marked  graying  effect  of  the  hair.  BENT: 
Non-contributory.  Chest:  Lungs  and  heart  showed  no 
significant  finding.  Abdomen:  There  is  a freely 
movable  tumor  approximately  18  cms.  in  diameter, 
moderately  firm,  non-tender  and  located  in  the  mid- 
line below  the  umbilicus.  No  fetal  heart  tones  are 
heard.  Pelvic:  A mass  is  present  in  the  usual  ana- 
tomical position  of  the  uterus.  It  is  well  circum- 
scribed, filling  almost  the  entire  pelvis,  but  not  at- 
tached to  the  bladder  or  rectum. 

* Trainee,  National  Cancer  Institute,  now  at  Barnes.  St.  Louis, 

Missouri. 

**  From  the  University  of  Arkansas  School  of  Merlicine,  Little 

Rock,  Arkansas. 
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Lahoriitory  Data: 

All  tests  were  within  normal  limits. 

Diagnosis  ami  Course  in  Hospital: 

Because  of  the  patient’s  age,  a malignant  neoplasm 
of  the  uterus  was  given  primary  consideration.  Other 
diagnoses  were;  hypertension,  essential,  without  cli- 
nical cardiomegaly ; and  obesity. 

An  exploratory  laparotomy  was  performed  October 
2,  1951.  The  surgical  procedure  consisted  of  supra- 
vaginal hysterectomy,  right  salpingectomy,  and  a pro- 
phylactic appendectomy.  The  patient  withstood  the 
procedure  well  and  experienced  an  uneventful  con- 
valescence. 

Pathology:  Report:  Gross: 

"The  specimen  consisted  of  a supsracervically  am- 
putated uterus,  right  tube  and  appendix.”  (The  latter 
two  specimens  showed  no  unusual  gross  or  micros- 
copic changes.)  "The  uterus  measures  23  x 12  x 15 
cms.  It  Is  ovoid,  soft,  and  covered  with  a smooth 
glistening  serosa,  multiple  sagittal  sections  revealing 
a large,  soft,  well-demarcated,  yellow,  fatty  tumor 
having  completely  replaced  the  endometrium  and  all 
of  the  myometrium  except  the  peripheral  I cm.  Fat 
droplets  exude  from  the  cut  surface.  The  mass  is 
uniform  in  structure,  color,  and  consistency. 

Micro : 

"The  sections  reveal  large  areas  of  adult  fat  cells 
with  relatively  tew  fibers  of  connective  tissue  scat- 
tered throughout.  The  fat  cells  are  sharply  demarcated 
from  the  myometrium.  The  remaining  myometrial 
fibers  appear  to  be  compressed.  There  is  no  micros- 
copic evidence  of  fatty  degeneration  of  the  smooth 
muscle  fibers.  It  is  of  interest  to  note  the  close 
proximity  of  a large  vessel  to  the  border  of  the  tu- 
mor.” 

Special  fat  stains  with  Sudan  IV  and  osmic  acid 
were  positive. 

Discussion 

We  have  found  27  cases  which  have  been  reported 
in  the  literature  as  uterine  lipoma.  Three  of  these 
cases  (reported  by  Lobstein,  Seegar,  and  Orth)  had 
no  microscopic  examination.  While  there  exists  little 
doubt  as  to  the  true  nature  of  these  neoplasms,  they 
have  been  omitted  from  this  review  for  the  sake  of 
authenticity.  We  encountered  considerable  difficulty 
in  distinguishing  between  the  true  lipoma  of  this 
series  and  other  cases  recorded  in  the  literature  as 
fibrollpomata,  lipofibromyomata,  myolipomata,  lip- 
omata,  and  fatty  tumors  of  the  uterus.  The  cases  of 
Hicks,^^  Starry,-^  and  Elkin®  and  Haythorn  would 
best  be  termed  "equivocal.”  We  have  attempted  to 
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eliminate  the  confusion  which  exists  in  the  literature 
as  to  the  classification  of  these  neoplasms,  by  select- 
ing only  those  which  were  composed  entirely  of  fat 
cells.  There  are  21  authentic  cases  reported  in  the 
literature  with  adequate  gross  and  microscopic  ex- 
amination which  we  feel  should  justly  be  classified 
as  uterine  lipomata. 

Histogenesis 

In  the  normal  embryological  process  the  fat  tissue 
is  restricted  to  the  perimetrium  in  the  region  of  the 
Fallopian  tubes  and  to  the  parametrium.  It  is  found 
only  in  very  small  quantities  in  these  areas. 

Hence  the  fundamental  question:  "What  is  the 
origin  of  the  fat  cell  in  the  uterus?”  Fat  occurs  in 
skeletal  muscle,  smooth  muscle  (Beri  Beri,)  and  as 
a result  of  certain  pathological  processes.  Usually 
this  fat  replaces  muscle  fibers  and,  when  such  is  the 
case,  it  is  referred  to  as  fatty  degeneration.  This  has 
led  a host  of  followers  to  propound  the  theory  of 
metaplasia  (and  degeneration.)  The  chief  supporters 
are:  Branning,  Chiari,  and  Bence.  They  support  the 
argument  by  the  observations  of  Branning  who  saw 
myometrial  cells  vacuolize  and  gradually  become  "fat 
cells”  (metaplasia.) 

Another  means  by  which  fat  may  appear  in  ab- 
normal locations  is  by  congenital  displacement  or 
heterotopia.  This  led  Sydel  to  the  belief  that  a 
congenital  displacement  of  "lipoblasts,”  occurred  at 
the  time  of  fusion  of  the  Mullerian  ducts  and  refer- 
red to  this  as  the  dysembryoplastic  theory.  He  fur- 
ther suggested  that  "lipoblasts”  may  be  introduced 
along  the  ingrowing  vascular  channels  and  in  support 
of  the  latter  he  offers  the  fact  that  the  first  evidence 
of  a lipoma  is  usually  peri-vascular. 

Third  Theory 

A third  theory,  which  could  well  be  considered  the 
theory  of  metaplasia  was  suggested  by  Franque  and 
Jacobson.  The  latter  found  that  the  cells  immediately 
adjacent  to  the  lipoid  tissue  stained  lighter  and  had 
the  appearance  of  fibroblasts  while  the  more  remote 
myofibrils  retained  the  usual  amount  of  stain.  They 
attributed  the  development  of  the  fat  cells  in  the 
uterus  to  the  infiltration  of  connective  tissue  by  fat 
particles. 

These  theories  fall  into  one  of  three  groups: 

(1)  fatty  degeneration  of  the  smooth  muscle  fiber, 

(2)  congenitally  displaced  "lipoblast,”  and  (3)  meta- 
plasia of  fibroblast  to  fat  cell.  The  primary  problem 
is:  are  the  tumor  cells  true  fat  cells  or  are  these 
tumor  cells  another  type  of  cell  which  has  taken  up 
fat  and  become  a lipoblast  or  fat  cell. 

Frequent  Fat 

In  favor  of  fatty  degeneration  is  the  frequent  pre- 
sence of  fat  in  the  adjacent  surrounding  myometrium 
in  the  cases  of  lipoma  recorded  and  the  observations 
of  Branning,  Bence  and  Chiari.  But  the  rare  fre- 
quency of  fat  ever  being  recorded  in  uterine  muscle 
with  the  many  thousands  examined  each  year  raises 
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considerable  doubt  as  to  the  verity  of  this  theory. 
Likewise  we  know  that  highly  specialized  smooth 
muscle  cells  of  the  heart  and  striped  muscle  take  up 
fat  in  globular  form.  We  were  unable  to  find  a 
proven  case  of  lipoma  of  the  heart  recorded  in  the 
literature  and  there  are  too  few  cases  of  lipoma  of 
the  skeletal  muscle  to  be  of  much  significance.  We 
identified  many  smooth  muscle  cells  in  the  myo- 
metrium but  were  unable  to  find  one  containing 
globular  fat.  This  has  apparently  been  the  experience 
of  Elkins  and  Haythorn*  and  others.  We  are  of  the 
opinion  that  the  true  histogenesis  of  this  tumor  rests 
on  the  true  lipoblast  or  connective  tissue  (histocytes, 
fibroblasts,  wandering  macrophages,  etc.)  cells  which 
have  acquired  fat  and  become  fat  cells. 

In  favor  of  the  dysembryoplastic  theory  or  con- 
genital displacement  theory  are:  (a)  The  relative 
high  frequency  with  which  congenital  remains  are 
found  in  the  adult  female  genital  tract,  (b)  The 
principal  cell  is  the  typical  fat  cell  which  cannot  be 
distinguished  from  adult  fat  cells  in  other  parts  of 
the  body.  This  is  support  only  if  one  considers  that 
the  fetal  fat  cell  would  have  lost  its  characteristics 
and  changed  to  an  adult  fat  cell  in  the  process  of 
hyperplastic  formation  of  the  tumor  cell,  (c)  In  the 
true  lipoma  a few  strands  of  connective  tissue  are 
frequently  identified  and  there  is  no  shading  off  of 
fat  tissue.  The  line  of  demarcation  in  the  case 
studied  is  abrupt,  (d)  Mallory^*  states  "that  fat  cells 
are  definite  cells  formed  by  differentation  from 
mesenchymal  cells  and  are  not  fibroblasts  nor  are 
they  derived  from  fibroblasts.”  Other  cytologists  and 
pathologists  who  are  in  essential  agreement  with  this 
theory  are  Stout,  MurrayT  and  Wells®^. 

Chief  Support 

The  chief  support  of  the  connective  tissue  origin 
(A)  is  the  almost  indisputable  evidence  of  Clark  and 
Clark",  who  showed  by  direct  observation  and  camera 
lucida  drawings  at  hourly  intervals,  transformation 
of  the  fibroblast  (tissue  histocyte  and  wandering 
macrophage)  into  a fat  cell  by  the  ear  chamber  tech- 
nique in  rabbits.  Latta  and  Rutledge^®  observed  that 
certain  adipose  cells  of  the  omentum  lost  their  fat 
and  engulfed  trypan  blue  injected  intraperitoneally ; 
thus  acting  as  macrophages.  Fleming^®,  BelF,  Ham- 
mer^^,  Inglis^®,  Chang®,  and  McCullough^®  are  in 
essential  agreement  with  both  Clark’s  and  Latta’s 
work.  (No  agreement  exists  as  to  the  name  of  the 
cell.)  Each  of  the  men  in  agreement  have  note- 
worthy experimentation  on  which  to  base  their  opin- 
ions. (B)  We  are  all  familiar  with  the  process  of 
other  cells  in  the  body  taking  up  fat  — namely,  liver, 
kidney,  adrenal  and  heart  muscle.  Are  the  connective 
tissue  cells  immune?  (C)  The  kidney  accumulates 
fat  to  such  a degree  that  the  disease  is  recognized 
as  renal  lipomatosis.  (D)  The  age  incidence  of 
lipomas  is  generally  considered  to  be  beyond  the 
time  in  which  congenital  tumors  usually  appear. 
(E)  The  work  of  Schoenheimer-®,  Rittenberg-®,  and 
Stettin^"  with  isotope  tagging  of  fat  demonstrated 
conclusively  that  the  body  fat  is  not  a sessile  inert 
tissue;  but,  is  in  a continous  dynamic  flux  with  pos- 
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sibly  half  of  the  body  fat  changing  its  site  and 
physical  state  every  twenty-four  hours.  (F)  Ander- 
son and  Mendel-^  have  shown  that  deposits  ot  fat 
in  animals  depends  to  some  extent  upon  the  nature 
of  the  dietary  fat;  and  Schoenheimer  and  Rittenberg 
have  shown  that  a small  part  of  the  absorbed  fat 

goes  directly  to  the  organs  and  that  a large  part  of 

dietary  fat  is  deposited  in  the  fat  tissue  before  it  is 
utilized.  These  investigators  have  also  shown  that 
there  is  a selective  deposition  of  fat  in  certain  organs. 
This  is  well  shown  by  the  skin  grafts  from  the  an- 
terior abdominal  wall  to  cover  other  parts  of  the 

body;  as  the  fat  in  the  abdominal  wall  increases  or 
diminishes  these  grafts  exhibit  proportionate  thick- 
ening and  thinning.  Schoenheimer  and  Stettin-''  have 
likewise  proven  that  a selective  deposition  of  high 
molecular  weight  fatty  acids  occur  in  the  fat  depots. 
Once  the  primary  far  deposition  has  occurred  would 
the  work  of  Schoenheimer  and  others  explain  the 
continuous  deposition  in  the  initial  depot?  What 
catalyst  or  stimulus  initiates  and  controls  the  tat  de- 
position in  these  depots?  Would  there  be  a greater 
incidence  of  visceral  lipomata  in  the  obese? 

Summary 

There  are  twenty-one  cases  of  true  uterine  lipomas 
in  the  literature  and  the  addition  of  our  case  brings 
the  total  to  twenty-two. 

Lipoma  of  the  uterus  appears  to  be  a relatively 
rare  tumor  of  the  uterus.  There  have  not  been  a 
sufficient  number  reported  to  give  any  accurate 
statistical  incidence.  It  appears  to  us  that  they  occur 
with  about  equal  frequency  as  mixed  tumors  of  the 
uterus.  Lipomas  of  the  uterus  occur  most  commonly 
in  the  intramural  portion  and  near  the  cornu  of  the 
uterus.  There  is  only  one  lipoma  and  one  lipoid 
polyp  of  the  cervix  recorded.  F'our  cases  of  liposar- 
coma  are  recorded.  These  are  believed  to  have  had 
their  origin  in  benign  lipomas. 

The  average  age  at  which  the  diagnosis  was  made 
was  fifty-seven  years.  Only  two  cases  are  recorded 
before  the  age  of  forty  and  two  after  the  age  of  sixty- 
five.  They  are  most  commonly  diagnosed  after  ces- 
sation of  menses.  Due  to  insufficient  data  recorded 
with  each  case  of  lipoma  of  uterus  we  were  unable 
to  demonstrate  any  definite  relationship  to  the  num- 
ber of  uterine  pregnancies  and  abortions;  to  obesity; 
or  to  state  that  a definite  predominating  symptom  or 
sign  occurs.  The  following  were  commonly  recorded: 
tumor,  metrorrhagia  and  post  menopausal  bleeding. 
Metrorrhagia  being  the  usual  symptoms  in  the  child 
bearing  age  group  and  tumor  in  the  post  menopausal 
group. 

Clinically,  it  was  frequently  confused  with  uterine 
pregnancy  because  of  the  softness  of  the  tumor  and 
the  increase  in  size  of  the  uterus.  Extra-uterine 
pregnancies  were  also  considered  in  those  cases  where 
lipoma  occurred  near  the  cornu  and  were  associated 
with  vaginal  bleeding.  Malignant  neoplasms  and 
degenerated  fibroids  were  considered  in  the  post 
childbearing  age  groups.  It  was  interesting  to  note  in 
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this  group,  as  well  as  in  the  former  group,  that  in 
an  attempt  to  currette  these  patients,  the  physician 
usually  pushed  his  currette  through  the  lipoma  with 
ease  producing  some  consternation  in  many  instances. 
For  example.  Burger  reports  that  on  curretting  his 
patient,  he  felt  that  he  had  penetrated  the  myomet- 
rium and  hastened  to  perform  a coeliotomy;  only  to 
find  that  he  had  nenetrated  a lipoma. 

C«>IU‘lll8i4»II 

We  have  reported  a case  of  uterine  lipoma  and 
reviewed  twenty-seven  other  cases  in  the  literature; 
in  twenty-one  of  which  there  is  adequate  gross  and 
microscopic  description  to  classify  the  tumors  as  true 
lipomas  of  the  uterus.  To  our  knowledge  this  brings 
the  total  number  of  uterine  lipomas,  reported  in  the 
world's  literature,  to  twenty-two  cases. 

We  have  attempted  to  emphasize  the  more  impor- 
tant clinical  signs  and  symptoms  of  the  disease  and 
point  out  the  more  common  diagnostic  errors.  It 
would  be  unwise  to  draw  more  definite  clinical  and 
pathological  conclusions  until  a larger  number  ol 
cases  are  reported  and  analyzed.  We  have  briefly 
discussed  the  theories  of  histogenesis  and  added  a 
few  factors  to  the  fibroblastic  origin  of  fat  cells  which 
we  believe  are  of  some  importance.  We  do  not  claim 
to  have  settled  the  origin  of  the  "fat  cell,"  but  believe 
there  is  increasing  evidence  to  support  the  fibro- 
blastic origin. 
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Dr.  Coventry’s  Valedictory  Address  * 


Much  comment  has  been  aroused  by  the  Tufts 
Medical  Journal's  attempt  to  bring  to  its  readers  an 
integrated  program  of  non-scientific  as  well  as  scienti- 
fic supplements  to  medical  education.  This  stand  on 
the  "Chiropractic  Problem,”  so  ably  performed  by 
D.  C.  "White,  is  not  only  being  studied  for  its  own 
merit,  but  is  bringing  the  name  of  Tufts  to  a wider 
acquaintanceship.  We  are  proud  of  the  fact  that  this 
article  has  been  reprinted  in  the  Richmond  County 
Medical  Society  Bulletin  of  New  York  for  purposes 
of  fighting  legislation,  and  is  also  shortly  to  be  re- 
printed in  the  journal  of  Soulhivestern  Medicine.** 

We  would  like  to  add,  however,  that  criticism  is 
not  the  whole  answer  in  combating  the  pseudo- 
sciences. Constructive  efforts,  if  proposed  by  us, 
would  be  somewhat  pretentious  as  well  as  unneces- 
sary; for  this  is  not  a new  problem.  Over  one  hun- 
dred years  ago  some  excellent  advice  was  given  which 
we  would  like  to  call  your  attention  to. 

Experience  and  Kefleetion 

"Some  experience  and  much  reflection  on  the 
subject  has  long  since  produced  the  conviction  that 
this  is  an  evil  which  can  neither  be  combated  by 
reason  nor  suppressed  by  legislative  enactments.  We 
would  suppose  that  education  and  the  diffusion  of 
general  intelligence  would  correct  it,  but  past  ex- 
perience contradicts  the  supposition ; our  papers  are 
filled  with  the  names  of  men  of  education  and  talents 
attached  to  recommendations  of  nostrums,  of  the 
composition  and  effects  of  which  they  are  perfectly 
ignorant.  One  mode,  and  only  one,  remains  for 
correcting  the  evil;  if  this  fails,  it  is  remediless.  Let 
medical  men  divest  the  profession  of  all  the  mystery 
in  which  it  has  unfortunately  been  enveloped — too 
long  has  the  physician  been  considered  the  rival  of 
the  juggler.  Let  them  demonstrate,  that  like  every 
other  science,  it  is  founded  on  careful  observation; 
that,  it  consists  of  the  accumulated  and  recorded 
observations  of  successive  ages;  that  no  man  is  born 
a physician,  but  to  acquire  this  knowledge  is  the 
labour  of  years  of  unremitting  toil.  Teach  men  the 
functions  of  their  own  system,  how  admirable  in 
design,  how  complicated  in  structure,  and  yet  how 
beautifully  adapted  in  every  part  to  the  performance 
of  its  own  appropriate  functions.  Then  ask  them 

*Ad(lress  to  tlie  graduates  of  the  Medical  Institution  of  Geneva 
College,  delivered  January  25,  1842.  By  C.  B.  Coventry.  M.D. 
Dean  of  the  Faculty,  and  Professor  of  Obstetrics  and  Medical 
.Furisprudence.  (Published  by  request  of  the  Class.)  8vo.  pp.  16. 
Utica,  1862. 

**“Tlie  Chiropractic  Pi’oblem”  by  D.  C.  White  appeared  in  Suuth- 
ivestern  jMecJicine  of  November  1J>54.  This  article  reprinted 
from  the  Tufts  Medical  Journal  of  March  1954. 


if  they  are  willing  to  trust  the  correction  of  derange- 
ments of  this  beautiful  machine  to  persons  entirely 
ignorant  of  its  several  parts,  when  a single  error  may 
cost  them  their  lives. 

Quackery  and  Empiricism 

"To  guard  against  quackery  and  empiricism  out 
of  the  profession  would  not  be  the  only  good  ac- 
complished by  the  general  diffusion  of  this  know- 
ledge. It  would  qualify  community  to  judge  as  to 
the  actual  and  comparative  merits  of  members  of  the 
profession.  The  modest  and  unassuming  physician 
would  be  elevated  to  his  proper  station,  whilst  pre- 
sumptuous ignorance,  whether  with  or  without  a 
diploma,  would  be  consigned  to  deserved  contempt. 
A knowledge  of  their  own  system  would  enable 
mankind  to  guard  against  many  causes  of  disease 
to  which  they  have  been  continually  subject.  To 
accomplish  this  as  far  as  possible  has  ever  been  a 
favourite  object  with  the  founders  of  this  institution. 
It  has  been  urged  upon  her  graduates  to  improve 
every  opportunity  of  giving  popular  lectures  on  ana- 
tomy, physiology  and  hygiene.  There  are  few  places 
where  an  audience  could  not  be  collected  to  listen  to 
a lecture  on  those  interesting  subjects,  and  few 
physicians  are  so  fully  occupied  during  the  first  years 
of  their  practice  but  they  could  find  ample  time  for 
their  preparation  and  delivery.'  Permit  me  to  repeat 
to  you,  young  gentlemen,  the  recommendation;  your 
leisure  hours  could  not  be  more  profitably  employed 
either  for  yourselves  or  the  public;  and  we  ask  for 
our  institution  no  prouder  distinction  than  that  her 
graduates  should  be  everywhere  known  as  the  pio- 
neers in  the  great  work  of  reform.” 


Chronic  Benign 

(Continued  From  Page  422) 

serious  complications  are  to  be  avoided  and  resection 
at  the  optimal  time  is  to  be  carried  out.  The  effective 
collaboration  of  the  general  practitioner,  radiologist, 
internist  and  thoracic  surgeon  is  essential  in  the 
management  of  these  patients. 
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Ageing  — General  Aspects;  a Book 
Review  of  the  Cil)a  Foundation 
Colloquia  on  Ageing 

. Bv  Jack  C.  Postlkwaite,  M.  D.,  El  Paso 

Ageing  is  the  most  serious  unprobed  and  misun- 
derstood problem  presented  to  the  medical  profession 
at  this  time.  Authorities  of  the  medical  profession 
and  associated  sciences  present  research  and  back- 
ground material  from  all  corners  of  the  scientific 
world.  The  first  pitfall  in  the  study  of  ageing  is 
the  difficulty  of  definition  of  senescence.  For  exam- 
ple: "Senescence  is  a change  which  accompanies  age- 
ing and  makes  an  individual  progressively  more  liable 
to  die.”  FFowever,  philosophically  one  believes  with 
the  authors  as  quoted  from  Montaigne  that  "death 
is  but  an  end  to  dying". 

Two  particularly  interesting  chapters  are  to  be 
found.  "Research  Areas  in  Gerontology  Nutrition 
That  Are  Now  Neglected",  is  presented  by  C.  M. 
McCay,  Ph.  D.  Theoretically  the  insect  world  is 
our  ideal  research  laboratory.  Problems  of  longevity 
may  be  completed  within  the  insect  life  span  with 
excellent  human  correlation,  minimal  expense,  and 
repeated  under  controlled  conditions  for  conforma- 
tion. Laboratory  animals  may  survive  longer  than  the 
experimenter  and  are  subject  to  epidemic  diseases. 
Statistical  testing  and  reporting  without  basic  data 
have  been  the  "vulgar  error"  of  medical  research. 
Human  biological  research  is  negligible  when  one 
realizes  that  there  are  1 3,0h0>000  older  people  in 
the  United  States  of  which  only  a fraction  are  con- 
tributing to  studies  of  their  own  welfare. 

An  unusually  interesting  chapter,  "A  Fantasy  of 
Ageing  and  The  Bearing  of  Nutrition  Upon  It",  by 
R.  A.  McCance,  M.  D.,  E.  R.  S.  and  E.  M.  Eiddow- 
son,  D.  Sc.,  deserves  special  comment.  It  is  here  that 
one  sees  the  possibility  that  rapid  maturation  of  cells 
in  ageing  could  be  a factor  of  over-nutrition  rather 
than  deprivation.  The  hormone,  electrolite,  and 
enzyme  systems  of  the  body  appear  to  age  more 
rapidly  with  over-nutrition. 

One  can  feel  that  this  introductory  volume  on  the 
subject  of  "Ageing"  has  much  to  contribute  to  the 
practicing  physician  in  terms  of  background  informa- 
tion and  should  prove  to  be  elemental  for  the  follow- 
ing of  other  symposia  on  the  international  level. 
The  technical  material  is  not  over-burdening;  how- 
ever, basic  definitions  are  somewhat  tiresome.  These 
new  concepts  of  cause  and  effect  in  senescence  on  a 
1955  level  are  available  to  all  readers. 


General  Jesus  Lozoya  Solis, 
M.  D.,  F.  A.  C.  S., 
is  New  Governor  of  Chihualiua 


Dr.  Jes//j  Lozoya  Solis 

In  somewhat  of  a sensational  development  last 
month.  Dr.  Jesus  Lozoya  Solis,  a general  in  the 
Mexican  Army  Medical  Corps  and  a Fellow  in  the 
American  College  of  Surgeons,  became  the  new 
Governor  of  the  State  of  Chihuahua  in  Mexico. 

Dr.  Lozoya  Solis  replaced  Oscar  Soto-Maynes, 
who  was  forced  to  ask  for  an  indefinite  leave  of 
absence  by  pressure  from  the  central  government  in 
Mexico  City.  Dr.  Lozoya  Solis  will  serve  the  remain- 
ing 14  month  term  of  Soto-Maynes. 

A native  of  Parral,  Mexico,  the  new  governor  is 
45  years  old.  He  is  director  of  the  military  hospital 
in  Mexico  City  and  is  a dose  personal  friend  of 
President  Adolfo  Ruiz  Cortines.  He  has  appeared 
as  a lecturer  in  the  United  States,  Cuba,  Peru, 
Argentina,  Spain  and  Holland. 

Dr.  Lozoya  Solis  was  sworn  into  office  on  August 
10.  Fly  accepting  and  serving  Soto-Maynes'  unex- 
pired term,  he  automatically  killed  his  chances  of 
seeking  the  regular  six-year  gubernatorial  term.  He 
had  been  rumored  as  President  Cortines’  choice  for 
governor  of  the  state  in  the  1956  elections. 
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Arterial  Oligemia  of  the  Lung  in  Severe  Mitral  Stenosis 

By  Felix  G.  Fleischner,  M.D.,  and  Elliot  L.  Sagall,  M.D.,  Beth  Israel  Hospital,  Boston 


Taussig  and  others  have  observed  that  the  pulmon- 
ary vessels  are  scanty  in  some  instances  of  congenital 
heart  disease  and  quite  abundant  in  others.  Maurice 
Campbell  proposed  the  terms  "oligemia”  for  dimin- 
ished flow  and  "pleonemia”  for  increased  flow  to 
the  lung.  Campbell  and  Bing  found  this  roent- 
genologic observation  important  enough  as  to  serve 
as  a main  criterion  in  the  classification  of  congenital 
heart  diseases.  These  considerations  in  the  field  of 
congenital  heart  disease,  concerning  both  the  under- 
standing of  the  morbid  condition  and  the  roentgeno- 
logic recognition,  appear  to  be  applicable  to  acquired 
circulatory  disturbances  as  well.  Going  a step  fur- 
ther, we  have  learned  to  distinguish,  with  fair  ac- 
curacy, between  increased  pulmonary  pressure  and 
increased  pulmonary  flow.  The  increased  transparen- 
cy of  the  lung  fields  accompanied  by  enlarged  hilar 
shadows  in  advanced  pulmonary  emphysema  has  been 
known  for  a long  time.  The  oligemic  condition  of 
the  lung  in  pulmonary  embolism  is  of  more  recent 
recognition. 

Atherosclerotic  changes  in  the  pulmonary  arteries 
in  mitral  stenosis  have  been  thoroughly  studied  by 
Parker  and  Weiss  and  others.  The  emphasis  has  been 
on  the  changes  in  the  arterioles  and  small  arteries, 
but  very  little  attention  has  been  paid  to  the  bigger 
arteries. 

Arteriolar  Constriction 

In  addition  to  these  fixed  anatomic  changes,  Dexter 
and  others  have  suggested  that  a part  of  the  dispro- 
portionately high  pulmonary  artery  resistance  in 
mitral  stenosis  might  be  due  to  arteriolar  constric- 
tion, thus  permitting  change  and  reversibility.  Recent 
angiographic  observations,  however,  have  presented 
new  information.  Goodwin,  Steiner  and  Lowe  of 
London,  and  Actis-Dato,  Angelino  and  Zambelli 
of  Turin,  Italy,  have  demonstrated  marked  dilatation 
of  the  large  hilar  branches  accompanied  by  narrowing 
of  the  pulmonary  arteries  of  the  third  and  fourth 
order  in  severe  mitral  stenosis  (slides  demonstrating 
the  findings  of  the  London  and  Turin  groups). 
There  is  apparently  good  agreement  of  the  degree 
of  these  angiographic  changes  of  the  pulmonary  ar- 
teries and  the  clinical  severity  of  mitral  valve  disease, 
including  also  the  pulmonary  artery  pressure. 

We  asked  ourselves  whether  it  was  possible  to 
establish  these  changes  on  the  plain  clrest  roent- 
genogram without  opacification  of  the  arteries.  At 
first  this  seemed  to  be  hopeless,  for  two  reasons.  In 
all  other  known  instances  of  oligemia,  both  con- 

These  condensed  articles  published  by  permission  of  the  New 
lOngland  Cardiovascular  Society. 


genital  and  acquired,  the  diminished  flow  of  blood 
to  the  lung  results  in  a reduced  blood  content  of  the 
entire  organ  because  there  is  no  further  barrier,  and 
the  lung  appears  bright  on  the  roentgenogram.  In 
mitral  stenosis,  however,  the  oligemia  on  the  arterial 
side  is  associated  with  stasis  and  congestion  in  the 
capillary  area  and  on  the  venous  side,  because  of  the 
impaired  drainage  into  the  overfilled  left  auricle. 
Thus,  the  partial  arterial  oligemia  would  not  be 
immediately  recognizable  against  the  background  of 
capillary  and  venous  pleonemia. 

Other  Difficulty 

The  other  difficulty  consists  in  the  generally  par- 
allel arrangement  of  the  arteries  and  veins  in  the 
peripheral  lung  field.  Fortunately,  however,  the 
course  of  the  larger  vessels  close  to  the  hilum  is  en- 
tirely different  for  each  of  the  arteries  and  veins.  Al- 
ready Assman  has  recognized  the  venous  trunks  con- 
vergent from  the  right  and  left  toward  the  left 
atrium  and  crossing  the  tail  of  the  arterial  hilar 
shadow  in  their  more  or  less  horizontal  course.  The 
different  arrangement  of  arteries  and  veins  was 
brought  into  better  relief  by  laminography,  post- 
mortem opacification  of  the  vessels,  and  eventually, 
by  the  arterial  and  venous  phase  of  angiocardio- 
graphy. The  hilar  shadows,  particularly  the  more 
exposed  right  hilar  shadow,  are  often  compared  with 
a comma.  The  tail  of  this  comma  is  practically  ex- 
clusively made  up  of  arteries. 

We  have  also  seen  during  cardiotomies  for  mitral 
stenosis  (watching  Drs.  Dwight  Harken  and  Howard 
Frank)  the  almost  aneurysmal  dilatation  of  the  pul- 
monary artery  trunk  and  main  branches,  a dilatation, 
of  which  so  little  trace  is  usually  recognizable  in  the 
pathological  specimen. 

Closed  Circle 

This  closes  the  circle.  In  symptomatic  cases  of 
mitral  stenosis,  particularly  those  of  grade  3 and  4 
severity,  one  may  observe  on  the  plain  roentgenogram 
plump,  wide  hilar  arteries  forming  a tumor-like  mas- 
sive shadow.  Their  continuation  downward,  how- 
ever, is  completely  absent,  or  one  may  find  just  a few 
indistinct  string-like  irregular  shadows  entirely  out  of 
proportion  with  their  parent  vessels.  In  addition, 
there  is  diffuse  haziness  of  the  lung  fields  with  scat- 
tered minute  or  slightly  larger  ill-defined  flecky 
densities.  In  the  right  paracardial  region  and  in  the 
upper  left  hilar  region  dilated  pulmonary  veins  may 
be  recognized  as  such. 

The  aneurysmal  dilatation  of  the  big  hilar  arteries 
and  the  withering  away  of  the  arteries  of  the  third. 
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fourth  and  fifth  order,  sometimes  with  complete 
"amputation  of  the  tail  of  the  hilar  shadow"  become 
very  impressive  if  one  reviews  the  roentgenologic 
development  over  many  years  in  patients  with  severe 
mitral  stenosis.  Demonstration  of  roentgenographic 
series  covering  6,  12  and  15  years,  respectively. 

These  changes  are  not  limited  to  rheumatic  heart 
disease.  Identical  pulmonary  arterial  changes  have 
been  observed  in  chronic  congestive  failure  secondary 
to  hypertensive  heart  disease  and  in  a patient  with 
myxoma  of  the  left  atrium  simulating  the  hemody- 
namics of  mitral  stenosis. 

In  some  instances  this  constriction  of  the  medium 
sized  arteries  has  been  observed  to  revert  after  mitral 
valvuloplasty.  Demonstration  of  series  of  preoper- 
ative and  postoperative  roentgenograms. 

Up  to  a few  years  ago  the  findings  of  marked 
organic  narrowing,  fibro-elastic-muscular  hypertrophy 
of  the  arterioles  in  severe  mitral  stenosis,  made  it 
doubtful  how  much  restoration  might  be  obtained 
from  opening  up  of  the  stenosed  mitral  valve.  The 
grandiose  success  of  the  operation  in  many  instances 
has  vindicated  it.  Lowering  of  the  pulmonary  artery 
pressure  and  pressure  gradient  have  been  observed 
after  valvuloplasty,  along  with  clinical  improvement. 


This  points  to  the  probability  that  a part  of  that 
unproportionately  high  pulmonary  arterial  pressure 
has  been  due  to  reversible  vaso-constriction  (and 
this  seems  to  support  Dexter's  concept  of  a pro- 
tective mechanism) . This  would  also  explain  why 
severe  changes  in  the  bigger  arteries  have  been  found 
by  the  pathologist  only  exceptionally. 

Our  observations  suggest  that  these  changes  can  be 
read  — with  a good  degree  of  accuracy  — even  from 
the  plain  roentgenograms.  In  obvious  analogy  to 
systemic  hypertension  one  may  expect  irreversible 
hypertension  is  allowed  to  persist  for  a longer  period 
of  time. 

If  the  apparent  parallelism  between  pulmonary 
arterial  pressure,  roentgenologic  vascular  pattern  and 
(to  some  degree)  clinical  conditit>ns,  is  corroborated 
by  further  studies  the  careful  analysis  of  the  vascular 
pattern  in  the  plain  roentgenogram,  particularly  the 
ballooned  hilar  vessels  and  the  amputation  of  the 
right  hilar  shadow,  may  become  a simply  observable 
sign  of  some  clinical  significance,  possibly  an  ad- 
ditional signal,  that  the  valvuloplasty  should  not  be 
postponed  too  long,  in  order  to  preve>it  the  develop- 
ment of  irreversible  vasc/dar  alterations . 


An  Improved  Method  for  the  Intravenous  Administration  of  Heparin 

By  Stanford  Wessler,  M.D.,  and  Jerome  'W.  Fischbein,  M.D.,  Beth  Israee  Hospital,  Boston 


This  report  describes  a method  whereby  the  prob- 
lem of  intermittent  intravenous  heparin  administra- 
tion has  been  resolved  through  the  use  of  indwelling 
polyethylene  catheters  attached  to  rubber-capped 
Tuohyadapters. 

In  the  method  employed,  a thin-walled,  18  gauge 
needle  was  inserted  under  sterile  precautions  into  a 
superficial  forearm  vein.  After  the  withdrawal  of 
blood  for  the  initial  clotting  time  determination, 
four  inches  of  sterile  polyethylene  tubing  was  thread- 
ed through  the  needle  into  the  vein.  Holding  the 
catheter  in  place  by  counter  pressure  proximal  to  the 
needle,  the  latter  was  withdrawn  from  the  vein,  the 
free  end  of  the  tubing  secured  to  a sterile  adapter 
and  the  open  end  covered  with  a sterile  rubber  stop- 
per. The  catheter  and  adapter  were  secured  in  posi- 
tion in  a superficial  forearm  vein  and  the  catheter 
covered  with  an  ace  bandage  leaving  only  the  rub- 
ber cap  exposed.  After  insertion  of  the  catheter,  the 
patient  was  permitted  unrestricted  use  of  the  ex- 
tremity. Prophylactic  chemotherapy  was  not  em- 
ployed. Blood  samples  for  daily  clotting  times  were 
not  obtained  from  the  catheter. 

Heparin  was  administered  by  catheter  to  38  pa- 
tients. The  drug  was  given  therapeutically  for  throm- 
boembolism complicating  various  disease  states  as 
well  as  prophylactically  to  a group  of  patients  with 
acute  myocardial  infarction.  In  three-quarters  of  the 
patients  the  catheter  was  in  place  for  more  than  one 
week;  in  nine  patients  it  was  in  place  for  two  weeks, 
in  eight  patients  for  three  and  in  two  patients  for 
four  weeks. 

Since  the  catheters  were  placed  in  superficial  fore- 


arm veins,  they  could  be  readily  inspected  at  the  first 
indication  of  discomfort.  Catheters  were  inserted  in 
some  instances  into  previously  traumatized  vessels 
without  inducing  any  local  reaction.  Cultures  ob- 
tained from  the  catheter  tip  or  interior  of  the  rubber 
cap  in  22  patients  were  all  sterile.  In  none  of  the 
38  patients  was  ascending  superficial  or  deep  throm- 
bophlebitis, embolism,  fever  or  septicemia  from  the 
catheter  encountered.  Although  one-quarter  of  the 
patients  experienced  a slight  localized  reaction  to  the 
polyethylene  tubing,  in  no  instance  did  these  symp- 
toms actually  preclude  the  use  of  heparin  by  catheter. 

The  success  of  the  technique  has  been  dependent 
on  (1)  the  availability  of  a flexible  non-reactive 
small  bore  catheter,  (2)  the  avoidance  of  a surgical 
incision  with  the  maintenance  of  asepsis  in  the  in- 
sertion of  the  catheter  and  (3)  the  ability  repeatedly 
to  introduce  heparin  into  the  system  through  a rub- 
ber cap  without  causing  infection.  Thus,  catheters 
have  remained  in  veins  for  as  long  as  4 weeks  with- 
out the  development  of  ascending  thrombophlebitis 
or  systemic  reactions.  Patients  with  acute  myocardial 
infarction  were  treated  with  heparin  as  easily  as  with 
dicumarol  controlled  by  a daily  prothrombin  time. 

The  fact  that  intravenous  therapy  other  than 
heparin  can  be  readily  administered  through  the 
catheter  sugge,sts  that  the  technique  may  find  further 
uses  in  critically  ill  patients.  Recently  a patient  with 
pneumococcal  meningitis  received  repeated  injections 
of  penicillin  via  the  catheter  for  several  days.  The 
method  should  also  prove  of  value  in  the  adminis- 
tration of  massive  doses  of  antibiotics  in  the  treat- 
ment of  bacterial  endocarditis. 
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Sublingual  Erythrol  Tetranitrate  in  Angina  Pectoris 

By  J.  E.  F.  Riseman,  M.D.,  George  E.  Altman,  M.D.,  Lester  A.  Steinberg,  M.D., 
AND  Elliot  Sagall,  M.D.,  Beth  Israel  Hospital,  Boston 


The  comparative  value  of  nitroglycerin,  erythrol 
tetranitrate,  and  sodium  nitrite  in  preventing  attacks 
of  angina  pectoris  was  measured  by  determining  the 
amount  of  exercise  under  standardized  conditions 
which  could  be  performed  before  pain  was  induced. 
Eight  patients  with  angina  pectoris  were  studied.  The 
drugs  were  given  by  three  different  routes,  sub  lin- 
gual, subcutaneous,  and  oral  and  the  effect  was  com- 
pared to  that  observed  while  the  patient  was  taking 
placebos. 

When  the  three  nitrites  were  given  sublingually, 
or  subcutaneously,  five  out  of  the  eight  patients  were 
able  to  do  a significantly  greater  amount  of  work 
before  developing  angina  than  was  possible  while 
taking  placebos.  When  these  drugs  were  given  oral- 
ly, this  increase  in  exercise  tolerance  did  not  occur. 
The  implications  of  these  results  are: 


1.  The  nitroglycerin,  erythrol  tetranitrate,  and  so- 
dium nitrite,  when  absorbed  from  the  G.  I.  tract,  are 
much  less  effective  than  when  absorbed  directly  into 
the  systemic  circulation  as  occurs  following  sub  lin- 
gual or  sub-cutaneous  administration. 

2.  This  probably  explains  why  the  results  of 
animal  experiments  (where  drugs  are  given  paren- 
terally)  show  these  drugs  to  be  efficient  vaso-dilators 
whereas  clinical  studies  (where  erythrol  tetranitrate 
and  sodium  nitrite  are  administered  by  mouth)  show 
these  drugs  to  be  of  limited  value  in  preventing  at- 
tacks of  angina. 

3.  There  is  a possibility  that  the  use  of  erythrol 
tetranitrate  sublingually  might  be  of  value  in  the 
clinical  management  of  patients  with  angina  pectoris. 


Further  Observations  on  Treatmen  of  Stokes-Adams  Disease 
with  External  Electric  Stimulation  of  the  Heart 


By  Paul  M.  Zoll,  M.D.,  Arthur  J.  Linenthal,  M.D.,  and  Leona  R.  Norman,  M.D., 

Beth  Israel  Hospital,  Boston 


We  have  now  used  a new  method  of  external  elec- 
tric stimulation  of  the  heart  in  16  patients  with 
Stokes-Adams  disease.  With  it  ventricular  stand-still 
may  be  terminated  and  regular  externally-paced  ven- 
tricular beats  may  be  maintained  for  long  periods. 

External  stimulation  was  demonstrated  to  be  ef- 
fective in  15  patients ; its  efficacy  in  one  patient  was 
not  determined,  because  of  difficulty  with  the  elec- 
trocardiogram. 

After  an  initial  trial  the  electric  cardiac  pacemaker 
was  not  used  in  3 patients  because  syncope  did  not 
recur.  The  remaining  12  patients  were  all  desperately 
ill  or  moribund,  and  Stokes-Adams  attacks  recurred 
repeatedly,  despite  the  use  of  cardio-active  drugs. 

Tliree  Patients 

Three  patients  were  stimulated  for  short  intervals 
only,  for  resuscitation  from  individual  attacks.  Nine 
patients  were  stimulated  for  prolonged  periods,  from 
25  minutes  to  108  hours  because  of  frequently  recur- 
rent, severe  attacks;  an  adequate,  stable  ventricular 
rhythm  failed  to  appear  promptly  after  resuscitation 
with  the  external  pacemaker.  Attacks  due  to  ven- 
tricular standstill  or  slow  idioventriailar  rate  were 
terminated  repeatedly  by  stimulation.  Although  stim- 
ulation did  not  stop  ventricular  tachycardia  or  fibril- 
lation, its  continued  application  maintained  a regular, 
externally-paced  rhythm  for  long  periods  and  pre- 


vented the  appearance  of  rapid,  irregular  ventricular 
rhythms. 

Six  patients  died  during  treatment  because  of  car- 
diac tamponade  from  needle  punctures,  because  of 
irreversible  cerebral  damage  from  previous  Stokes- 
Adams  attacks,  and  because  of  recurrent  attacks  that 
were  treated  too  late,  or  did  not  respond  to  the  pace- 
maker because  they  were  due  to  ventricular  tachy- 
cardia or  fibrillation. 

Six  Patients 

Six  patients  survived  treatment  for  intervals  of  9 
days,  9 days,  2 weeks,  6 months,  10  months  and  1 
year.  Three  died  subsequently  of  recurrent  Stokes- 
Adams  attacks,  but  three  are  still  alive.  Such  long 
survivals  suggest  that  the  cardiac  disturbance  pro- 
ducing frequent  attacks  may  subside  if  the  patient  is 
kept  alive  during  the  crucial  period. 

The  external  cardiac  pacemaker  should  be  used  for 
patients  with  active  Stokes-Adams  disease  in  com- 
bination with  other  agents  that  affect  atrioventricular 
conduction,  intrinsic  ventriailar  pacemakers  and  the 
blood  pressure,  in  a coordinated  program  of  emer- 
gency resuscitation  from  attacks  and  of  prevention. 
If  the  patient  can  be  kept  alive  over  crucial  periods 
of  instability,  the  disease  may  become  quiescent  and 
prolonged  survival  without  attacks  may  ensue. 
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Allen  C.  Service,  M.  D.  Karl  L.  Bergener,  M.  D. 

American  Board  of  Pediatrics 

Suite  3B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-1426  El  Paso,  Texas 

MANLEY  B.  COHEN,  M.  D. 

Practice  Limited  to: 

THORACIC  SURGERY 
CARDIOVASCULAR  SURGERY 
BRONCHOSCOPY-ESOPHAGOSCOPY 

415  East  Yandell  Boulevard  3-3353  El  Paso,  Texas 

HAROLD  D.  DOW,  M.  D. 
FREDERICK  J.  KOBERG,  M.  D. 
STEVE  E.  HOOD,  Jr.,  M.  D. 

General  Practice  - Surgery 

Box  546 

702  Hobbs  Road  Phone  3641  Seminole,  Texas 

WILLIAM  1.  COLDWELL,  M.  D. 

Certified  by  the  American  Board  of  Internal  Medicine 

RICHARD  E.  H.  DUISBERG,  M.  D. 

Dipiomate,  American  Board  of  Neurology  and  Psychiatry 

— INTERNAL  MEDICINE  — 

T.  RICHARD  GREGORY,  M.  D. 

Neurology  and  Psychiatry 

800  Montana  St.  3-8373  El  Paso,  Texas 

AL  3-6701  1313  No.  2nd  St. 

AL  2-4542  Phoenix,  Arizona 

W.  0.  CONNOR,  JR.,  M.  D.,  F.  A.  C.  S, 

L.  0.  DUTTON,  M.  D. 

Practice  Limited  to  Obstetrics  and  Gynecology 

ALLERGY 

Medical  Arts  Square  7-8661  Albuquerque,  N.  M. 

1 616  Mills  Bldg.  2-3671  El  Paso,  Texas 
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ORVILLE  EGBERT,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Internal  Medicine 
ALLERGY 

DISEASES  OF  THE  CHEST 

H.  M.  GIBSON,  M.  D.,  F.  A.  C.  S. 

(Certified  by  American  Board  of  Urology) 

EDWARD  EGBERT,  M.  D. 

PRACTICE  LIMITED  TO  UROLOGY 

INTERNAL  MEDICINE 

Building  3 1501  Arizona  Street 

El  Paso  Medical  Center  2-1645  El  Paso,  Texas 

209  Medical  Arts  Bldg.  2-8130  El  Paso,  Texas 

HAROLD  EIDINOFF,  M.  D. 

PRACTICE  LIMITED  TO  PROCTOLOGY 

JAMES  J.  GORMAN,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  of  Internal  Medicine 

DIAGNOSIS  — GASTROENTEROLOGY 

Suite  4B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-3305  El  Paso,  Texas 

701  First  National  Building  2-6221  El  Paso,  Texas 

JOHN  A.  EISENBEISS,  M.  D.,  F.  A.  C.  S. 
E.  THORNTON  PFEIL,  M.  D.,  F.  A.  C.  S. 

J.  LEIGHTON  GREEN,  M.  D.,  F.  A.  C.  S. 

Diplomates  of  the  American  Board  of  Neurological  Surgery 

labNtKAL  dnu  (a  f N bCULU(3lCAL  oUKvabKY 

Lois  Grunow  Memorial  Clinic 

926  East  McDowell  Road  AL  4-3151  Phoenix,  Arizona 

Suite  3A  El  Paso  Medical  Center  1501  Arizona  Street 

Phorre  2-9032  El  Paso,  Texas 

LESTER  C.  FEENER,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  Internal  Medicine 

MARVIN  E.  GRICE,  M.  D. 

INTERNAL  MEDICINE 
CARDIOVASCULAR  DISEASES 

Practice  Limited  To  Neuro-Psychiatry 

404  Banner  Bldg.  2-5771  El  Paso,  Texas 

3130  North  Alleghaney  St.  6-5281  Odessa,  Texas 

JOE  R.  FLOYD,  M.  D.,  F.  A.  C.  S. 

HERMAN  J.  HARVIS,  M.  D. 

GENERAL  SURGERY 

GENERAL  PRACTICE 

Suite  9E  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-5881  El  Paso,  Texas 

708  Denver  St.  4-2844  Plainview,  Tex. 

1130  N.  Central  Ave,  Memorial  Hospital 

DOUGLAS  D.  GAIN,  M.  D. 

HASKELL  D.  HATFIELD,  M.  D.,  F.  A.  C.  S. 

(Diplomate  American  Board  of  Otolaryngology) 

ERNEST  H.  PRICE,  M.  D. 

Diplomates  of  American  Board  of  Radiology 

PRACTICE  LIMITED  TO  OTOLARYNGOLOGY 
LARYNGEAL  SURGERY  and  BRONCHO-ESOPHAGOSCOPY 

X-RAY  THERAPY  and  DIAGNOSIS 
RADIUM  THERAPY  — RADIOACTIVE  ISOTOPES 

AL  8-8436  Phoenix,  Arizona  AL  8-7531 

Suite  4E  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-3201  El  Paso,  Texas 

CHARLES  E.  GALT,  JR.,  M.  D. 

MALONE  V.  HILL,  M.  D.,  F.  A.  C.  S. 

Practice  limited  to  Obstetrics  and  Gynecology 

GENERAL  SURGERY 

513  West  Fox  St.  Phone  5-5015  Carlsbad,  N.  M. 

123  North  Sixth  Street  600  Alpine,  Texas 

2500  Physicians  Read 

HERBERT  E.  HIPPS,  M.  D. 

South  western  Medieine 

ORTHOPEDIC  SURGERY 

1612  Columbus  Ave.  4-4701  Waco,  Tex. 
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DRS.  HOGSETT  and  HARGAN 

G.  C.  Hogsett,  M.  D.  J.  L.  Hargan,  M.  D. 

HERMAN  A.  KLING,  M.  D. 

Associate  Fellow  American  Proctologic  Society 

OBSTETRICS  and  PEDIATRICS 

Diseases  of  the  Colon  and  Rectum 

Medical  Arts  Bldg.  5-4156  Carlsbad,  N.  M. 

107  Girard  Blvd.,  5.  E.  2-9313  Albuquerque,  l\l.  M. 

RUSSELL  HOLT,  M D. 

B.  LYNN  GOODLOE,  M.  D. 
JACK  T.  RUSH,  M.  D. 

2500  Physicians  Read 

GENERAL  and  GYNECOLOGICAL  SURGERY 
MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blvd  3-3443  El  Paso,  Texas 

South  iveste  rn  Medici n e 

RALPH  H.  HOMAN,  M.  D.,  F.  A.  C.  P. 

CARDIOLOGY 

ROBERT  B.  HOMAN,  JR,,  M.D.,  F.A.C.S. 

HOWARD  C.  LAWRENCE,  M.  D. 

Diplomats  American  Board  of  Plastic  Surgery 

DISEASES  OF  THE  CHEST  — THORACIC  SURGERY 

SuIte7D  El  Paso  Medical  Center  1501  Arizona  Street 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

Phone  3-1409  El  Paso,  Texas 

709  Professional  Building  ALpine  8-4101  Phoenix,  Arizona 

GEORGE  W.  HORTON,  M.  D. 

CHARLES  P.  C.  LOGSDON,  M.  D. 

PRACTICE  LIMITED  TO  ORTHOPEDICS 

CARDIOLOGY 

413  N.  Lincoln  7-6641  Odessa,  Texas 

415  E.  Yandell  Blvd.  3-7916  El  Paso,  Texas 

W.  A.  JONES,  M.  D. 

Diplomate  American  Board  of  Neurological  Surgery 

JOSEPH  H.  McAlister,  m.  d.,  d.  a.  b.  r. 

NEUROLOGICAL  SURGERY 

Radiology  - Radioisotopes 

Suite  IC  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-9927  El  Paso,  Texas 

313-B  N.  Alleghaney  6-9221  Odessa,  Texas 

G.  H.  Jordan,  M.D  , F.A.C.S.  C.  E.  Webb,  M.D.,  F.A.C.S. 

DRS.  JORDAN  AND  WEBB 

Diplomates  American  Board  of  Surgery 

TRUETT  L MADDOX,  D.  D.  S. 

GENERAL  and  GYNECOLOGICAL  SURGERY 

ORAL  SURGERY 

Suite  7B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-1693  El  Paso,  Texas 

Suite  9A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-3659  El  Paso,  Texas 

LINDELL  M.  KINMAN,  M.  D. 

Diplomate  American  Board  of  Urology 

MARSHALL  CLINIC 

UROLOGY 

1.  J.  Marshall,  M.D. 

300  West  Alameoa  Phone  4559  Roswell,  N.  M. 

Steve  Marshall,  M.D. 

Earl  A.  Latimer,  Jr.,  M.D. 

NATHAN  KLEBAN,  M.  D, 

D.  H.  Cahoon,  M.D. 

INTERNAL  MEDICINE 

H.  D.  Johnson,  D.D.S. 

304  Medical  Arts  Bldg. 

415  East  Yandell  Blvd.  El  Paso,  Texas 

ROSWELL  NEW  MEXICO 
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2500  Physicians  Read 
Southwestern  Medicine 


— RADIOLOGY  — PATHOLOGY  — RADIOISOTOPES  — 

C.  H.  MASON,  M.D. 

M.  S.  HART,  M.D. 

R.  F.  BOVERIE,  M.D. 

G.  L.  BLACK,  M.D. 

R.  S.  CLAYTON,  M.D. 

El  Paso  Medical  Center  Medical  Arts  Building 

1501  Arizona,  Suite  2-A  415  E.  Yandell,  Suite  105 

3-4478  3-7092 

El  Paso,  Texas 


BERNARD  L.  MELTON,  M.  D. 

F.  A.  C.  S.,  F.  I.  C.  S. 

EYE,  EAR,  NOSE  and  THROAT 

Certified  by  American  Board  of  Ophthalmology 
Certified  by  American  Board  of  Otolaryngology 
Certifred  by  International  College  of  Surgeons 

GORDON  J.  McCURDY,  M.  D. 

Certified  by  American  Board  of  Otolaryngology 
Fellow  of  American  College  of  Allergists 
Eye,  Ear,  Nose,  Throat,  Fenestration  and  Allergy 

605  Professional  Bldg.  Phone:  Alpine  3-8209 

PHOENIX,  ARIZONA 


LEROY  J.  MILLER,  M.  D. 

M.  ROBERT  KLEBANOFF,  M.  D. 

NEUROLOGICAL  SURGERY 

106  S.  Girard  Ave.  5-4831  Albuquerque,  N.  M 


CLINTON  W.  MORGAN,  M.  D. 

NEUROLOGICAL  SURGERY 

215  Oak  N.  E.  3-6195  Albuquerque,  N.  M. 


J.  H.  MULLEN,  D.  D.  S. 

GENERAL  DENTISTRY 
(Special  Consideration  Given  Children) 

1533  Pint  National  Bldg.  3-8687  El  Paso,  Texas 


A.  WILLIAM  MULTHAUF,  M.D.,  F.A.C.S. 

UROLOGICAL  DIAGNOSIS  AND  SURGERY 

1315  First  National  Bldg.  3-8986  El  Paso,  Texas 


WALLACE  E.  NISSEN,  M.  D.,  F.  A.  C.  S. 
W.  W.  KRIDELBAUGH,  M.  D.,  F.  A.  C.  S. 

GENERAL  SURGERY 

Medical  Arts  Square 

801  Encino  Place,  Suite  35  3-2251  Albuquerque,  N.  M. 

THE  ORTHOPEDIC  CLINIC 

Orthqpedic  Surgery 

W.  A.  BISHOP,  JR.,  M.  D.,  F.  A.  C.  S. 

ALVIN  L.  SWENSON,  M.  D. 

RAY  FIFE,  M.  D. 

SIDNEY  L.  STOVALL,  M.  D.,  F.  A.  C.  S. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
DE  WITT  W.  ENGLUND,  M.  D.,  ARTHRITIS 
1313  North  Second  Street  — Phone  ALpIne  8-1586  — Phoenix,  Ariz 


JAMES  M.  OVENS,  M.  D. 

F.  A.  C.  S.,  F.  I.  C.  S. 

Diplomate  American  Board  of  Surgery 

CANCER  AND  TUMOR  SURGERY  X-RAY  AND 
RADIUM  THERAPY 

608  Professional  Building  AL  4-1973  Phoenix,  Ariz. 


2500  Physicians  Read 
Southwestern  Medicine 


ROBERT  E.  PARKINS,  D.  D.  S. 

GENERAL  DENTISTRY 
(Special  Consideration  Given  to  Chiidren) 

Suite  IE  1501  Arizona  Street 

Phone  3-1245  El  Paso  Medical  Center  El  Paso,  Texas 


JACK  C.  POSTLEWAITE,  M.  D. 

Diplomate  American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 

Suite  5 D 1501  Arizona  St. 

El  Paso  Medical  Center  2-1385  El  Paso,  Texas 


VINCENT  M.  RAVEL,  M.  D. 
CHARLES  C.  McVAUGH,  M.  D. 

— RADIOLOGY  -— 

Mills  Building  and 

800  Montana  Street  2-3459 El  Paso,  Texas 
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RISSLER-WOLLMANN  CLINIC 
ROSS  W.  RISSLER,  M.  D. 

(Certified  by  the  American  Board  of  Internal  Medicine) 
INTERNAL  MEDICINE— CARDIOLOGY 

WALTER  W.  WOLLMANN,  M.D.,  F.A.C.S. 

(Certified  by  the  American  Board  of  Surgery) 

GENERAL  SURGERY 

2001  Grant  Ave.  3-1601  El  Paso^  Texas 

ROY  R.  ROBERTSON,  M.  D. 

INTERNAL  MEDICINE  AND  CARDIOVASCULAR  DISEASES 
Medical  Arts  Square 

801  Encino  Place,  Suite  20  2-9619  Albuquerque,  N.  M. 


CECIL  A.  ROBINSON,  M.  D. 

Practice  Limited  to  Orthopedics 

111  Pine  St.  2541  Kermit,  Texas 

J.  S.  RODEN,  M.  D. 

GYNECOLOGY 

W.  S.  PARKS,  Jr.,  M.  D. 

OBSTETRICS  AND  GYNECOLOGY 

G.  H,  LANG,  M.  D. 

OBSTETRICS 

108  N.  Garfield  St.  4-6592  Midland,  Texas 


S.  PERRY  ROGERS,  M.  D. 

ORTHOPEDIC  SURGERY 

Suite  2B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-4433  EJ  Paso,  Texas 


GEORGE  M.  SCHLENKER,  M.  D. 

Practice  Limited  To  Neuro-Psychiatry 

Medical  Arts  Building 

415  E.  Yandell  Blvd.  3-7366  El  Paso,  Texas 


WILLARD  W.  SCHUESSLER,  M.  D. 

DIplomate  American  Board  of  Plastic  Surgery 

DONALD  H.  EWALT,  M.  D. 

Plastic,  Reconstructive  Surgery  and 
Maxillo-facial  Surgery 

1501  Arizona  St.  Medical  Center,  Suite  4-C  El  Paso,  Texas 

F.  P.  SCHUSTER,  M.  D. 

S.  A.  SCHUSTER,  M.  D. 
NEWTON  F WALKER,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT-BRONCHOSCOPY 

First  National  Bldg.  2-1495  El  Paso,  Texas 

O.  J.  SHAFFER,  D.  D.  S.,  F.  A.  C.  D, 

(DIplomate  American  Board  of  Oral  Surgery) 

ROY  G.  SLACK,  D.  M.  D. 

ORAL  SURGERY 

Suite  ID  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-6742  El  Paso,  Texas 

W.  G.  SHULTZ,  M.D.,  F.A.C.S. 

E.  R.  UPDEGRAFF,  M.D. 

Diplomates  of  The  American  Board  of  Urology 
1010  N.  Country  Club  Road 

Telephone  5-2609  Tucson,  Arizona 


D.  J.  SIBLEY,  JR.,  M.  D. 

GENERAL  PRACTICE 

Box  367  Phone  584  Ft.  Stockton,  Texas 


2500  Physicians  Read 
Southwestern  Medicine 


EUGENE  P.  SIMMS,  M.  D. 

— GENERAL  PRACTICE  — 

Medical  Arts  Center 

1213  Tenth  Street  Phone  8 Alamogordo,  N.  M. 


GERALD  A.  SLUSSER,  M.  D.,  A.  1.  C.  S. 

SURGERY  AND  OBSTETRICS 

100  Booker  Bldg.  Phone  670  Artesla,  N.  M. 
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LESLIE  M.  SMITH,  M.  D.  H.  D.  GARRETT,  M.  D. 

DRS.  SMITH  AND  GARRETT 

DIplomates  American  Board  of  Dermatology  and  Syphilology 

DISEASES  OF  THE  SKIN 

X>Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 
Suite  30  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-6172  El  Paso,  Texas 

2500  Physicians  Read 
Southwestern  Medicine 

M.  P.  SPEARMAN,  M.  D.,  F.  A.  C.  S. 

DIplomate  American  Board  of  Otolaryngology 

ROBERT  F.  THOMPSON,  M.  D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

EYE  - EAR  - NOSE  - THROAT 

UROLOGY 

Suite  5C  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-6011  El  Paso,  Texas 

816-818  Mills  Bldg.  2-4321  El  Paso,  Texas 

C.  M.  STANFILL,  M.  D. 

Diplomate  American  Board  of  Otolaryngology 

TUCSON  TUMOR  CLINIC 

CANCER  & ALLIED  DISEASES 

EAR,  NOSE  and  THROAT 
Bronchoscopy  — Esophagoscopy 

LUDWIG  LINDBERG,  M.  D. 
U.  V.  PORTMANN,  M.  D. 

307  MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blvd.  2-9449  El  Paso.  Texas 

721  N.  4th  Ave.  3-2531  Tucson,  Arizona 

C.  S.  STONE,  M.  D.,  F.  A.  C.  S. 

TURNER'S  CLINICAL 
& X-RAY  LABORATORIES 

A.  J.  JENSON,  B.  A.,  M.  D. 

GEORGE  TURNER,  M.  0. 
DELPHIN  von  BRIESEN,  M.  D 

V.  M.  HOLLAND,  B.  S.,  M.  D. 

MEDICAL  CENTER 

PHONES:  3-5323  - 3-3033  - 3-4427 

1501  Arizona  St.  ^ Phone:  2-4689 

Building  No.  6 El  Paso,  Texas 

301  East  Cain  Street  Hobbs,  N M 

W.  E.  Vandevere,  M.D.,  F.A.C.S.  W.  G.  Morrow,  Jr.,  M.D. 

2500  Physicians  Read 

DRS.  VANDEVERE  and  MORROW 

DIplomates  American  Board  of  Ophthalmology 

Southwestern  Medicine 

OPHTHALMOLOGY 

1001-1007  First  National  Bldg.  2-5629  El  Paso,  Texas 

JESSON  L.  STOWE,  M.  D. 
GRAY  E.  CARPENTER,  M.  D. 

RICHARD  P.  WAGGONER,  M.  D. 

M.  S.  (SURG.),  F.A.C.S. 

GYNECOLOGY  AND  OBSTETRICS 

GENERAL  SURGERY 

2323  Montana  Street  2-4631  El  Paso,  Texas 

504  N.  Richardson  St.  Phone  208  Roswell,  N.  M. 

WINSLOW  P.  STRATEMEYER,  M.  D. 

Diplomate  American  Board  of  Neurological  Surgery 

L.  E.  WILCOX,  M.  D. 
RUSSELL  L.  DETER,  M.  D. 
HERMAN  RICE,  M.  D. 

NEUROLOGICAL  SURGERY 

GENERAL  AND  THORACIC  SURGERY 

101  Medical  Arts  Bldg.  Office  2-9167 

415  E.  Yandell  Blvd.  Home  4-0553  El  Paso,  Texas 

Suite  5E  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-6529  El  Paso,  Texas 
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HOTEL  DIEU, 
SISTERS^ 
HOSPITAL 

Operated  in  Conjunction  With 
San  Jose  Clinic  and 
St.  Joseph’s  Maternity  Unit. 

Fully  Approved  by  the 
Joint  Commission  on 
Accreditation  of  Hospitals. 

EL  PASO,  TEXAS 


HOTEL  DIEU 
SCHOOL  OF 
NURSING 

Fully  Approved  by  the  National 
Nursing  Accrediting  Service. 

For  Residencies;  Apply  to 
Sister  Roberta,  Administrator. 
For  School  of  Nursing;  Apply  to 
Sister  Mary  Bernadette,  Director. 

EL  PASO,  TEXAS 


HOTEL  DIEU 
SCHOOL  OF 
MEDICAL 
TECHNOLOGY 

Fully  Approved  by  the 
American  Medical  Association, 
American  Society  of  Clinical 
Pathologists,  and  Registry  of 
Medical  Technologists. 

EL  PASO,  TEXAS 


Providence  Memorial  Hospital 

The  Southwesfs  Most  Modern  Hospital 
APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OE  HOSPITALS 

COMPLETE  DIAGNOSTIC  and  TREATMENT  EACILITIES 
OUTSTANDING  CHEMISTRY  LABORATORY  ISOTOPE  THERAPY  AND  STUDIES 

FACILITIES  FOR  PSYCHIATRIC  THERAPY 

2001  North  Oregon  Street  • El  Paso,  Texas  

The  Della  Rose 
Maternity  Home 

1307  N.  Mesa  El  Paso,  Texas  Phone  2-8015 

Private,  Licensed,  Pre-Natal  Home  for  Unwed  Mothers. 
Staff  includes  leading  Southwestern  obstetricians. 
Delivery  in  a fully  accredited  El  Paso  hospital. 
Adoption  arranged  through  licensed  agency. 

Registered  nurses  on  duty  at  all  times. 

Correspondence  and  Interviews  Strictly  Confidential. 

(MRS.)  NETTIE  V.  BAIRD,  R.  N.,  Director 


SEPTEMBER,  1955 
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Southwestern  General  Hospital 


Approved  by  the  Joint  Commission  on  Accreditation  of  Hospitals 


Member  Hospital: 

American  Hospital  Association 
Blue  Cross  of  Texas 


Open  Staff 


At  Camelback  Road 
AM  6-7238 


Director 

OTTO  L.  BENDHEIM,  M.D. 


Phoenix,  Arizona 
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a rLew  perucuun 


na/Cdu'i 


With  high  resistance  to  degradation  in 
acid  media,  complete  solubility  in  alkahne 

With  minimal  destruction  in  the  stomach, 
maximal  absorption  in  the  duodenum 

With  greater  activity  than  potassium  peni- 
cillin G against  certain  microorganisms 

That  produces  assured  and  higher  blood 
levels  than  any  other  oral  penicillin  (uri- 
nary excretion  is  twice  that  of  penicillin  G) 

That  is  well  tolerated  and  virtually  nontoxic 

That  needs  no  bulky  dose-limiting  buffer 

Supplied  in  Tablets,  125  mg.  (200,000 
units)  each,  bottles  of  36.  Also  available: 
BiciLLiN®-Vee  Tablets,  100  mg.  (100,000 
units)  benzathine  penicillin  G and  62.5  mg. 
(100,000  units)  penicillin  V;  bottles  of  36. 


These  are  the  blood  levels  ...  p 

Dose:  125  mg.  (200,000  units) 
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Hours  after  Administration 
1 meg.  penicillin  V = 1.695  penicillin  V units 
1 Hicg.  penicillin  G = 1.667  penicillin  G units 


Penicillin  V,  Wyeth 
Phenoxymethyl  Penicillin 


Trademark 


PHILADELPHIA,  PA. 
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METANDREN  LINGUETS 


the  most  potent  oral  androgen 

® ® 

FEMANDREN  LINGUETS 

the  most  potent  oral  estrogen  with  the  most  potent  oral  androgen 

Buccallyor  sublingually  absorbed  linguets  by-pass  liver 

Inactivation  or  gastric  destruction— are  virtually  as  potent  as  parenteral 

steroids— provide  effective,  convenient,  low-cost  hormone  therapy. 

Supply:  Metandren  Linguets,  5 mg.  (white,  scored)  and  10  mg. 

(yellow,  scored).  Femandren  Linguets  (green,  scored),  each  containing 
0.02  mg.  ethinyl  estradiol  and  5 mg.  methyltestosterone. 

Metandren®  (methyltestosterone  U.S.P.  ciba) 

Femandren®  (methyltestosterone  with  ethinyl  estradiol  ciba) 

Linguets®  (tablets  for  mucosal  absorption  ciba) 

CIBA  Summit,  N.  J.  2/ 2079H 
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WELL  TOLERATED  BROAD  SPECTRUM  ANTIBACTERIAL  THERAPY  PLUS  ANTIFUNGAL  PROPHYLAXIS 


BROAD  SPECTRUM  ANTIBIOTIC  THERAPY,, 
EFFECTIVE  IN  MANY  COMMON  INFECTIONS 


Because  it  contains  Steclin  (Squibb  Tetracycline),  mysteclin  is 
an  effective  therapeutic  agent  for  most  bacterial  infections. 
When  caused  by  tetracycline-susceptible  organisms,  the  follow- 
ing infections  are  a few  of  those  which  can  be  expected  to  re- 
spond to  MYSTECLIN  therapy: 

bronchitis  gonorrhea  osteomyelitis  pyelonephritis 

colitis  lymphadenitis  otitis  media  sinusitis 

furunculosis  meningitis  pneumonia  tonsillitis 

MYSTECLIN  is  also  indicated  in  certain  viral  infections  and  in  amebic 
dysentery. 


BROAD  SPECTRUM  ANTIBIOTIC  THERAPY, 
WITH  A MINIMUM  OF  SIDE  EFFECTS 


In  clinical  use,  Steclin  has  produced  an  extremely  low  incidence 
of  the  gastrointestinal  distress  sometimes  observed  with  other 
broad  spectrum  antibiotics.  Mycostatin  (Squibb  Nystatin),  as 
contained  in  mysteclin,  is  also  a particularly  well  tolerated 
antibiotic  and  has  produced  no  allergic  reactions,  even  after 
prolonged  administration. 


BROAD  SPECTRUM  ANTIBIOTIC  THERAPY, 

WITHOUT  THE  DANGER  OF  MONlLIAL  OVERGROWTH 


Because  it  contains  Mycostatin,  the  first  safe  antifungal 
antibiotic,  mysteclin  effectively  prevents  the  overgrowth  of 
Candida  albicans  (monilia)  frequently  associated  with  the 
administration  of  ordinary  broad  spectrum  antibiotics.  This 
overgrowth  may  sometimes  cause  gastrointestinal  distress,  anal 
pruritus,  vaginitis,  and  thrush;  on  occasion,  it  may  have  serious 
and  even  fatal  consequences. 


Sqijibb 


Each  MYSTECLIN  capsule  contains  250  mg.  Steclin 
Hydrochloride  and  250,000  units  Mycostatin. 

Minimum  adult  dose:  1 capsule  q.i.d. 

Supply:  Bottles  of  12  and  100. 


•mysteclin’,  ’steclin’  and  ’MYCOSTAriN'©  ARE  SQUIBB  TRADEMARKS 


OCTOBER,  1955 


Page  449 


"tjiti: 


is  as  important  to  the  yoiing  patient  as 


effectiveness  is  to  you.  In  antibacterial 
therapy  Gantrisin  (acetyl)  Pediatric  Suspension 
is  useful  on  both  counts  because  of  its 
delicious  raspberry  flavor  without 
’’medicine"  aftertaste,  its  wide 
antibacterial  spectrum  and 
notable  freedom  from  gastro-intestinal 
upsets  and  other  sid 


acetyl  sulfisoxazole 


Hoffmann  - La  Roche 


Gantrisin®  acetyl  — bran 


I 
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-.1-  -■^4.  ■ _ .L,',,: 


o the  relajced  patient. 


Noludar  relaxes  the  patient  and  usually  induces 
sleep  vithin  one -half  to  one  hour,  lasting  for  6 to 
7 hours.  Clinical  studies  in  over  3^000  patients 
have  confirmed  the  usefulness  of  Noludar  in 
the  relief  of  nervous  insomnia  and  daytime  tension. 
Noludar  'Roche'  is  not  a harhlturate.  Available 


OCTOBER,  1955 
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Non-narcotic,  non-opiate,  highly  palatable.  Without  constipa- 
tion, depression  and  other  undesirable  side  effects  associated 
with  opiates. 

Cherry-flavored,  sugar-free  Toclase  Expectorant  Compound  (amber 
color)  for  productive  cough. 

Toclase  Tablets  for  convenience  and  portability. 

Also  available  as  cherry-flavored  Toclase  Syrup  (red  color)  for  dry,  irri- 
tative cough. 


Tyzine® 


brand  of  fetrahydrozoline  hydrochloride 


a new  standard  for  nasal  decongestion 


Highly  effective  topical  vasoconstrictor;  produces  nasal  pa- 
tency in  minutes,  lasting  for  hours.  No  taste  or  odor,  sting  or 
insomnia ; rebound  congestion  is  rare  in  recommended  dosage. 

0.1%  aqueous  solution  in  1 oz.  and  1 pt.  bottles;  0.1%  nasal  spray  in  1 oz. 
plastic  bottle,  and  new  pediatric  nasal  drops,  0.05%,  in  % oz.  dropper  bottle. 


antibiotic  Candetf  es'^ 


Bacitracin  Polymyxin  B-Benzocaine  Troches 


S 


oothing  relief  for  minor  throat  and  mouth  infections 


Delicious,  orange-flavored  hard-candy  medication  for  symp- 
tomatic and  anti-infective  relief  of  superficial  infections  of 
mouth  and  throat.  Couples  soothing  anesthetic  effect  of  benzo- 
caine  with  dual  local  antibacterial  action  of  bacitracin  and 
polymyxin  B. 


Boxes  of  10  individually  wrapped  Antibiotic  Candettes. 

PFIZER  LABORATORIES,  Brooklyn  6,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 


Page  452 


SOUTHWESTERN  MEDICINE 


Fat  intolerance  dyspepsia 


FOR  YOUR  PATIENTS  WITH  Irritable  bowel  syndrome 

Gallbladder  dysfunction 


OXSORBIL  Capsules  will  permit  the  inclusion  of  suitable 
dairy  and  vegetable  fats  in  the  patient’s  diet. 

POLYSORBATE  80  MAKES  THE  DIFEERENCE 


This  well  balanced  choleretic,  cholagogic  formula  comes  in  two  forms. 


OXSORBIL*  PB.  I OXSORBIL* 


IVES-CAMERON 

COMPANY 

Philadelphia  2,  Pa. 


(contains  phenobarbital  and 
belladonna 
for  patients  also 
requiring  spasmolysis 
and  sedation) 

Bottles  of  100  capsules 
Literature  on  request 


Plain 


A ^ 

DIETARY  INl^KE  OI 

WA\TER»S|D^yeLE  VITA|yilNS  INADEQUATE? 

\ 

/ \.  X 

ALLBEE%.iH^  C c^sules 

/ J 

supply  . , . /.  . satUvafion  dosa^  of 

Q5  / 0s/ential  B vitqmins 

marked  deficiency  states 

restricted  diets  / Xic/n  r 5 • ^ i 

t , ■ / ...  mg.  0/ ascorbic  acid 

conditions  of  increased  requirements  / / i X..  «v 

conditions  of  impaired  absorption  / ^ content  of  any 

v^ater-^luble  vit0min  capsule) 

Sack  capsule  contains: 

/Thiamine  Hydrochloride  ....  15  mg. 
‘ ' Riboflovin  10  mg. 

POTENT-YET\ECONOMICAL  1/  / Pon+othenate  10  mg. 

Nicotinamide 50  mg. 

Ascorbic  Acid  250  mg. 

A.  H.  ROBINS  CO.,  • Richnux»d-io7  Virginia  ^Ethkal  Pharmaceuticals  of  Merit  since  1878 


Headache  is  typical  of  the  many 
distressing  but  ill- defined  symptoms  of 
estrogen  deficiency  which  may  occur  long  before 
or  after  cessation  of  menstruation. 

"Premarin”®  (conjugated  estrogens,  equine)  is  an  excellent 
preparation  for  effective  replacement  therapy. 


Ayerst  Laboratories 
New  York,  N.  Y.  • Montreal,  Canada 
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Constantly  improved , . . 
to  meet  latest  standards 
A balanced 
multivitamin 
formula 
including 

natural  B Complex 
factors  and  minerals 


VITAMINS 
A D B,  B,  E 

Niacin  Niacinamide 
Panthenol 

including  entire 

B COMPLEX 

Minerals  — Malt 

(ice  bock  pond) 


Niacin  Niocinomide 
Ponfhenol 

including  entira 

B COMPLEX 

bnd  Minarals 

(lee  back  pond) 


IIST  NO, 


3S0 

TABLETS 


Available  in  pleasant  tasting  liquid  or  small  white  tablets  ^ 

Liquid:  pints  ...  Tablets:  bottles  of  100  and  250 


makes  life 

easier 

for  you, too 


II 


GERIPLEX® 

Kapseals® 

geriatric  vitamin-mineral  combination 


(Geriatric  patient!)  whose  nutritional  status  is 
maintained  at  optimal  levels  do  better,  teel  better,, 
and  eooperate  more  cheerfulb  . The\'  make  life  easier 
and  more  pleasant  for  themselves... and  for  you! 


Administration  of  a single  GERIPLEX  Kapseal  daily  is  generally  all 
that  is  required  as  a comprehensive  vitamin-mineral  supplement  since  it 
contains  eight  important  vitamins,  valuable  mineral  nutrients,  and  the 
starch-digestant  Taka-Diastase.®  Dosage  may  be  increased  to  meet  therapeutic 
needs  during  febrile  illnesses,  during  preoperative  or  postoperative  periods, 
or  whenever  the  possibilitv  of  vitamin-mineral  deficiency  is  increased. 

GERIPLEX  Kapseals  are  supplied  in  bottles  of  100  and  500. 


NEW!  ACHROMYCIN  OPHTHALMIC  OINTMENT  HYDROCORTISONE 

(Tetracycline  1%,  Hydrocortisone  1.5%) 


Package:  14  oz. 
collapsible  tube. 


Lederle’s  versatile  broad-spectrum  antibiotic  and  hydrocortisone, 
an  established  anti-inflammatory  agent,  are  now  combined  in 
a lanolin-petrolatum  base.  This  dual-action  ointment  is  useful 
in  treating  a wide  variety  of  ocular  infections,  and  many 
noninfectious  eye  conditions,  including  corneal  injuries. 


Other  forms  of 
Achromycin  for 
ophthalmic  use: 

Ophthalmic  Ointment 
1%:  Ml  oz.  tube. 

Ophthalmic  Solution: 
vial  of  25  mg.  with 
sterilized  dropper  vial. 


* 


TETRACYCLINE  LEDERLE 


LEDERLE  LABORATORIES  DIV'ISION  American  CfonamiJ cnutPANy  PEARL  RIVER,  NEW  YORK 


REG.  U.S.  PAT.  OFF4 


vj:n:fAiik 


R H i N A L L.  " 

^05iE  lilUH’S 

Apf$rasimatc  C0n(tnU 
'***'"^«Mim**  IJifdrocfciotwSe  / , jf' 

’^W.ulai.ol  ..... 

■ (Chlorai  .ft. 

'*•  W l»oI«»Ee  SoUlie 


NOSE  DROPS 

and  for 

Convenience 


Propadrine’  Hydrochloride  . 

.3% 

1 Phenylpropanolamine  Hydrochl 

oride) 

Phenylephrine  Hydrochloride 

.15% 

Chlorobutanol  . 

.15% 

[Chloral  derivative) 

Sodium  Bisulfite 

.03  % 

In  an  Isotonic  Saline  Menstruum 
☆ 

★ No  Bad  Taste  ★ No  Sting  or  Burn 
No  risk  of  Sensitization 

^ Especially  Useful  in  Children 


'/2-0Z.  Plastic  Spray  Bottle 

I -oz.  Rhinall  Nose  Drop  Bottle 
with  Dropper 

Same  Proven  Formula 

Samples  on  Request 


R H I N O P T O 
COMPANY 
Dallas,  Texas 


RHINALL  RHINAMIN  CAPSULES  PYROCAIN 
Cold  Capsules  in  Allergic  Colds  in  Acute  Otitis  Media 

ETHICAL  SPECIALTIES  FOR  THE  PROFESSION 


Now  Available  --  Fresh  From  The  Farm 


For  infants,  the  elderly, 
the  treatment  of  stomach 
disorders  and  allergies — 
GOAT’S  Milk  is  often 
the  right  answer.  Now 
in  plentiful  supply,  /res/i 
from  the  farm. 

Certified  Milk 

is  produced  under  the 
supervision  of  the 
El  Paso  County  Medical 
Milk  Commission 


Write  or  call  Price’s  for  detailed  literature  on  Certified  Goat’s  Milk 


Price’s  Creameries,  Inc.  600  N.  Piedras  Street,  El  Paso  Phone  5-2711 
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and  Theragran  gives 

therapeutic  results 


THERAGRAN 

THERAPEUTIC  FORMULA  VITAMIN  CAPSULES  SQUIBB 


Each  Theragran  Capsule  supplies: 
Vitamin  A ...  25,000  U.S.P.  Units 

(synthetic) 

Vitamin  D ....  1,000  U.S.P.  Units 
Thiamine  Mononitrate....  10  mg. 

Riboflavin 10  mg. 

Niacinamide  150  mg. 

Ascorbic  Acid 150  mg. 

1 or  more  capsules  daily 
bottles  of  30, 100  and  1000. 


Squibb 

'THCRACRAN*  IS  A SQUISS  TRADEMARK 


OCTOBER,  1955 
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Literature  available. 

1.  Albert,  A.,  and  Albert,  M.:  Texas  State  J.  Med. 
50:8H  (Dec.)  195U- 

2,  Sherber,  D.A.,  and  Leviies,  M.M.:  J.A.M.A. 
152:682  {June  20)  1958. 


Reduces  elevated  blood  cholesterol  levels.'  ® 

Improves  hypercholesteremic  patients  with  cardiovascular 
disease  and  angina  and  those  with  postoperative  biliary 
dyskinesia,  both  subjectively  and  symptomatically.' 

monichol* 

Polysorbafe  80,  Choline,  Inositol — the  new  physio-chemical  complex) 

normalizes  cholesterol  metabolism 

IVES-CAMERON  COMPANY 

Philadelphia  2,  Pa. 


’Trademark 
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Monday  RM.  ^ 

Sponsored  by  CIBA 


Trasentine®-  Plienobarbita.1 


■ Inhibits  Parasympathetic  Activity 

■ Relaxes  Smooth  Muscle  Directly 

■ Exerts  Local  Anesthetic  Effect 
on  G-I  Mucosa 

■ Sedates  the  Patient 

Without  Atropine  Side  Effects 

Each  tablet  contains  50  mg. 

Trasentine  hydrochloride  and  20  mg. 
phenobarbital. 

Also  available:  Trasentine 
hydrochloride  Tablets,  75  mg. 

Trasentine®  hydrochloride 

(adiphenine  hydrochloride  CIBA) 


S/2061M 


CIBA 


Summit,  N.  J. 


OCTOBER,  1955 
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NEW  METABOLIC  HORMONE  FORMULATION 

DEliASUBIOlVE 

(combination  of  Squibb  Testosterone  Enanthate,  Squibb  Estradiol  Valerate) 


a single  injection  every  3 to  4 weeks  provides  an  enhanced  therapeutic  potential  for 

M imparting  a sense  of  well-being  in  the  menopausal  syndrome  (with 
minimal  likelihood  of  estrogenic  or  androgenic  effects) 

■ correcting  depletion  of  protein  and  osseous  tissues  in  osteoporosis 
in  males  and  females 

Supplied  in  vials  of  1 and  5 ml.,  each  ml.  containing  90  mg.  of  testosterone  enanthate 
and  4 mg.  of  estradiol  valerate. 

Also  available: 

DELESTROGEN  (Squibb  Estradiol  Valerate)  for  timed  action  that  ideally  matches 
the  estrogenic  phase  of  the  normal  menstrual  cycle. 

DELATESTRYL  (Squibb  Testosterone  Enanthate)  depot  preparation  for  prolonged 
anabolic  and  androgenic  effects. 


for  pernicious  anemia 
and  all  treatable  anemias 


Hematinic  LEDERLE 


a new  and  potent  oral  hematinic  • one  capsule  daily  meets  the  needs  of  the  average  patient 
Formula  contains  all  known  essential  hemopoietic  factors: 

Each  capsule  contains:  Powdered  Stomach 200  mg. 

Vitamin  Bn  with  Intrinsic  Ferrous  Sulfate  Exsiccated 400  mg. 

Factor  Concentrate 1 U.S.P.  Oral  Unit  Ascorbic  Acid  (C) 150  mg. 

Vitamin  Bn  (additional) 15  mcgm.  Folic  Acid 4 mg. 

LEDERLE  LABORATORIES  DIVISION  American Gforuunid company  Pearl  River,  N.Y. 
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They're  ALL  Instant! 


Instant  S-M-A  Powder  means  instant 
convenience  for  busy  mothers  . . . just 
as  it  means  dependable  nutrition  for 
their  babies. 

It’s  1,  2,  3,  4 — empty,  measure,  shake, 
and  pour.  That’s  all  there  is  to  it. 


And  Instant  S-M-A  Powder  is  the 
same  distinguished  formula  that  physi- 
cians everywhere  have  long  prescribed. 

Supplied:  Glass  jars  of  3.54  oz.  Each 
jar  makes  26  oz.  of  S-M-A  formula. 


INSTANT  S-IVI-A° 


® 

Philadelphia  2,  Pa. 


Modern  Infant  Formula 


POWDER 


HERE’S  HOW 

POLYSAL® 

HELPS  YOUR  PATIENTS 

1 

POLYS AL  prevents  and  corrects  hypo- 
potassemia  without  danger  of  toxicity' 

2 

POLYSAL  corrects  moderate  acidosis 
without  inducing  alkalosis' 

3 

POLYSAL  replaces  the  electrolytes 
in  extracellular  fluid' 

4 

POLYSAL  induces  copious  excretion 
of  urine  and  salt' 


Polysal,  a single  I.V.  solution  to  build  electrolyte  balance, 
is  recommended  for  electrolyte  and  fluid  replacement  in 
all  medical,  surgical  and  pediatric  patients  where  saline  or 
other  electrolyte  solutions  would  ordinarily  be  given. 
Available  in  distilled  water — 250  cc.  and  1000  cc.  and  in 
5%  Dextrose — 500  cc.  and  1000  cc. 


INSTEAD  OF  U N PHYSI 0 LOG  ICAL 
“PHYSIOLOGICAL  SALINE”  MAKE 

POLYSAL 

YOUR  ROUTINE  PRESCRIPTION 


1.  Fox,  C.L.  Jr.,  et  al. 

An  Electrolyte  Solution  Approximat- 
ing Plasma  Concentrations  with 
Increased  Potassium  for  Routine 
Fluid  and  Electrolyte  Replacement.  CUTTER  LaboraUni 

J.A.M.A.,  March  8,  1952. 
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Knowing  About  Health  Insurance 

B5'  Joseph  Bank, 


I wonder  how  many  physicians  .have  had  the 
experience  of  listening  to  the  disappointment  of  a 
patient  who  discovered  too  late  that  his  health 
insurance  company  would  not  pay  the  hospital  or 

medical  expense  he  had 
just  incurred.  1 had  that 
experience  recently  in 
several  instances  in 
which  the  patient  was 
insured  by  firms  in- 
cluded in  the  list  of 
insurance  carriers  cited 
by  the  Government  some 
months  ago  for  unethi- 
cal practices  in  the 
nature  of  misleading 
promises  or  "small 
print"  exceptions.  The 
more  I thought  about 
the  patients’  plight,  the 
more  I realized  that 
many  people  are  unaware  of  the  basic  principles 
of  good  health  insurance.  This  lack  of  information 
has  not  gone  by  unnoticed.  Responsible  financial 
agencies  such  as  the  American  Bankers  Association, 
Kiplinger’s  Magazine,  and  other  advisory  services 
have  made  an  effort  to  educate  the  public  on  how 
to  distinguish  between  good  and  poor  health  insur- 
ance, giving  pointers  that  may  act  as  a guide  to  the 
prospective  premium  payor. 

liiiyer  Beware 

The  old  dictum  that  the  buyer  must  beware  still 
applies  in  the  sense  that  the  subscriber  must  look 
into  the  insurance  he  is  getting  and  get  the  best 
value  for  his  dollar.  He  should  know  that  there  are 
three  main  types  of  coverage:  service  benefit  con- 
tract, straight  indemnity  contract,  and  a combination 
of  the  two.  Group  policies  are  cheaper  than  indi- 
vidual policies  because  a group  is  more  likely  to  be 
"normal"  or  unloaded,  and  also  because  the  whole- 
sale operation  reduces  the  overhead,  making  the  cost 
about  30  per  cent  less  than  when  the  policy  is 
written  on  an  individual  basis.  One  should  not  try 
to  insure  against  routine  or  predictable  expense.  It  is 
more  practical  to  insure  against  possible  heavy  ex- 
pense. One  hundred  per  cent  coverage  is  uneconomi- 
cal. The  principle  of  coinsurance  by  making  a certain 
amount  deductible  effects  considerable  saving. 


M.  D.,  Phoenix 

Several  Aids 

There  are  a number  of  aids  in  picking  the  right 
insurance  company.  A reputable  agent  can  be  helpful. 
Or  one  might  ask  a broker  to  pick  the  company. 
Similarly,  a hospital  director  or  doctor  may  be  t]ues- 
tioned.  A reputation  for  prompt  and  honest  payment 
of  claims  established  with  friends  or  actjuaintances 
is  a good  index.  Reading  the  policy  carefully  and 
asking  questions  and  demanding  explanations  may 
save  regrets  at  a later  date. 

One  cannot  help  being  impressed  by  the  fact  that 
impartial  authorities  on  health  insurance  hold  up  the 
Blue  Cross  and  Blue  Shield  as  examples  of  good 
insurance  that  the  average  person  can  afford.  By 
being  familiar  with  details  of  these  plans  the  doctor 
can  help  the  patient,  and  indirectly  himself,  when 
it  comes  to  recommending  insurance.  Equally  im- 
portant to  the  patient  and  the  plans,  is  the  familiarity 
with  the  rules  of  the  plans  on  what  one  may  or  may 
not  expect  in  the  way  of  benefits 

Costs  Vary 

It  must  be  understood  that  the  premiums  depend 
upon  the  cost  of  hospital  operation  and  physicians 
charges  and  may  vary  according  to  localities.  Does 
the  Blue  Cross  always  pay  for  anesthesia?  Or  for 
X-rays  and  laboratory  work  in  or  out  of  a hospital? 
What  medications,  if  any,  are  considered  extra?  Can 
one  expect  the  Blue  Cross  to  pay  for  diagnostic 
studies?  Can  the  patient  expect  free  medication  to 
take  home  on  leaving  the  hospital?  Under  what  con- 
ditions will  the  Blue  Shield  pay  the  surgical  bill  in 
entirety?  These  are  simple  questions  for  which  the 
answers  are  readily  available.  Yet  it  is  surprising 
how  often  patients  are  disappointed  or  disgruntled 
because  they  did  not  know  the  answers. 

Doctor  Can  Aid 

The  doctor  in  whom  the  patient  places  confidence 
can  do  much  in  helping  the  patient  select  a good 
insurance  company,  and  spare  him  disappointment 
during  a critical  period.  If  he  is  asked  about  Blue 
Cross  and  Blue  Shield  he  can  honestly  endorse  them 
as  a good  investment.  By  helping  to  familiarize  the 
patient  with  what  may  or  may  not  be  expected  as 

((Continued  on  Page  481) 
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Anticonvulsant  Drugs 

By  Jack  A.  Bernard,  M.  D.,  El  Paso 


The  therapy  of  epilepsy  becomes  more  advanced 
yet  more  complex.  Certain  drugs  are  more  effective 
in  one  type  of  seizure  than  in  another  and  the  proper 
drug  or  combination  of  drugs  is  not  an  easy  problem. 
Also  the  ever  present  danger  of  serious  toxic  effects 
is  disturbing.  The  newer  drugs  are  not  urged  for  the 
patients  who  are  doing  well  on  the  standard  anticon- 
vulsants. But  for  the  rare  patient  who  may  be  uncon- 
trolled they  may  be  very  helpful. 

The  following  drugs  are  described: 

B.arhitiirates : Phenobarbital,  Mebaral. 

Hydaiitoin  Derivatives:  Dilantin,  Mesantoin, 
Thiantoin. 

Oxazolitline  Derivatives:  Tridione,  Paradione. 

Others:  Milontin,  Mysoline,  Phenurone. 

Epilepsy  may  occur  in  the  form  of  grand  mal, 
petit  mal,  psychic  equivalents,  or  combinations  of  rhe 
three.  A petit  mal  attack  is  a transit  loss  of  conscious- 
ness where  as  grand  mal  attacks  are  characterized  by 
convulsions  preceded  by  aura.  Psychic  equivalents  are 
characterized  by  amnesia. 

For  grand  mal  attacks,  the  barbiturates,  hydantoin 
derivatives,  and  Mysoline  are  effective.  For  petit  mal 
attacks,  the  oxazolidine  derivatives  or  Milontin  are 
effective,  the  latter  probably  could  be  tried  first 
because  of  its  low  toxicity.  For  psychomotor  attacks, 
Mysoline  and  the  other  grand  mal  drugs  may  be 
tried.  Phenurone  is  a toxic  drug  that  should  be  used 
only  with  the  utmost  caution. 

Grand  Mal  Atlarks 

For  grand  mal  attacks,  phenobarbital  and/or  dilan- 
tin  have  been  most  effective.  Phenobarbital  is  pre- 
scribed in  1/2  1^0  iV"’  grains  three  times  daily.  Toxic 
reactions  include  drowsiness,  dizziness,  dermatitis, 
staggering,  and  changes  in  behavior. 

Mebaral  is  said  to  be  less  toxic  and  may  be  used 
in  place  of  phenobarbital  in  a dosage  twice  that  of 
phenobarbital.  Drowsiness,  fatigability,  and  derma- 
titis may  occur. 

Dilantin  six  to  nine  grains  daily  is  also  effective 
in  grand  mal  attacks.  It  may  produce  nervousness, 
sleeplessness,  gastric  distress,  ataxia,  or  dermatitis. 
By  giving  the  drug  at  mealtime,  the  gastro-intestinal 
disturbances  may  be  controlled.  Gum  hypertrophy 
may  be  bothersome,  but  daily  massages  are  helpful, 
although  excision  by  the  dentist  may  be  necessary  in 
some  instances. 

Mesantoin  has  the  same  usage  and  same  toxic 
effects  as  dilantin,  except  that  it  does  not  produce 
gum  hypertrophy.  It  may  therefore  be  used  to  replace 
dilantin  in  such  instances  and  the  gums  will  recede. 


It  should  be  noted  that  a number  of  fatal  blood 
dyscrasias  have  been  noted.  Dosage  is  0.4  to  1 
gram  daily. 

Side  Effects 

Thiantoin  is  similar  to  dilantin  with  the  side  effects 
of  itching,  ataxia,  nystagmus,  dizziness,  nausea,  vomit- 
ing, gum  hypertrophy,  and  skin  rashes.  Dosage  0.52 
to  1.4  grams  daily. 

Petit  mal  attacks  may  be  controlled  by  Tridione 
0.3  to  2 grams  daily.  Toxic  effects  include  light 
sensitivity,  skin  rashes,  nephrosis,  and  pancytopenia. 
The  appearance  of  dermatitis,  signs  of  kidney  damage, 
or  changes  in  the  blood  picture  are  indications  to 
discontinue  the  drug.  Fatal  blood  dyscrasias  have 
been  reported. 

Paradione  may  be  substituted  for  Tridione.  It  is 
thought  to  be  less  toxic. 

Milontin  is  effective  for  petit  mal.  Toxic  re- 
actions are  virtually  absent.  Dosage  is  0.3  grams  tid, 
increased  0.3  or  0.6  gram  each  week  unbl  average 
dosage  of  2.4  grams  daily  reached.  Toxic  reaaions 
include  nausea,  dizziness,  an  occasional  skin  emotion, 
and  somnolence.  The  toxic  effects  occured  in  22 
per  cent  of  one  series  as  compared  to  toxicity  of  55 
per  cent  for  Tridione.  Blood  and  urine  examinations 
were  always  normal.  Milontin  therefore  seems  equal 
to.  if  not  superior  to  Tridione  and  has  the  advantage 
of  b'"i ng  relatively  nontoxic. 

Convulsion  Control 

Mysoline  has  also  shown  considerable  efficacy 
in  the  control  of  convulsions,  and  seems  to  be  of  some 
value  in  psychomotor  seizures.  Dosage  is  1 gram 
daily  to  (0.5  gram  to  2 grams  daily).  The  patient 
should  be  started  on  1/t  tablet  (125  mg.)  daily,  in- 
creased by  1/2  tablet  daily  until  he  is  taking  0.5  gram 
to  2 grams  daily.  Toxic  effects  include  nausea,  vomit- 
ing. dizziness,  somnolence,  ataxia,  and  in  some  in- 
stances psychiatric  disturbances.  "Idiosyncrasy”  has 
been  reported:  JA  to  1 hour  after  the  initial  whole 
or  1/2  tablet,  patient  may  develooe  an  acute  attack 
of  drowsiness,  weakness,  drunkenness,  headache,  nau- 
sea, vomiting,  and  diplopia. 

Phenurone  has  been  used  in  patients  who  have 
not  responded  to  other  anticonvulsant  drugs.  Some 
have  found  it  effective  in  controlling  psychomotor 
attacks.  However,  it  has  been  shown  to  be  extremely 
toxic,  causing  fatal  hepatitis  and  aplastic  anemia. 

Summary 

In  summary,  new  drugs  are  described  in  the 
rreatment  of  epilepsy  that  may  be  helpful  for  the  rare 
((Continued  on  Page  481) 
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APHORISMS  and  MEMORABILIA 


Truths  and  Concepts  Concerning  Prolonged  Fevers 

By  Andrew  M.  Babey.  M.  D.,  Las  Cruces,  N.  M. 


1.  "In  the  vast  majority  of  patients  with  psycho- 
genic fever  the  temperature  does  not  rise  above  100°." 
Chester  S.  Keefer  & Samuel  E.  heard;  "Prolonged 
and  Perplexing  Fevers;  ’ L/ttle  Browi?  A-  Co.,  1955, 
P.  17. 

2.  "In  hot  climates  some  men  are  known  to  ex- 
crete over  9-5  liters  of  sweat  during  a work  period. 
On  the  basis  of  5 liters  of  sweat  to  42.5  Gm.  of  salt, 
established  by  Hibbard,  this  means  a salt  loss  of 
nearly  81  Gm."  C.  S.  Keefer  & Samuel  E.  heard; 
loc.  at.,  P.  36. 

3.  "When  diarrhea  is  present,  clubbing  of  the 
fingers  may  suggest  ulcerative  colitis."  C.  S.  Keefer 
& S.  E.  heard;  loc.  at.,  P.  42. 

4.  "Splenomegaly  with  fever  and  leukopenia  sug- 
gests enteric  fever,  brucellosis,  malaria,  or  aleukemic 
leukemia  or  kala-azar."  C.  S.  Keefer  & S.  E.  heard; 
loc.  cit.,  P.  43. 

3.  "An  enlarged  liver  with  fever  should  suggest 
a liver  abscess  or  amebic  hepatitis."  C.  S.  Keefer  & 

S.  E.  heard;  loc.  cit.,  P.  43. 

6.  "The  umbilicus  should  be  examined  for  signs 
of  a metastatic  tumor  or  a fistula.  Intra-abdominal 
tumors  may  metatasize  to  the  umbilicus,  and  fistulae 
may  occur  in  chronic  peritonitis  due  to  tuberculosis 
or  pneumococcal  infection."  C.  S.  Keefer  & S.  E. 
heard;  loc.  cit.,  P.  43. 

7.  "A  high  diaphragm  with  restriction  of  move- 
ment may  give  the  clue  to  the  presence  of  a liver 
abscess.  When  the  diaphragm  fails  to  move  and 
is  high  the  diagnosis  of  subphrenic  abscess  is  sug- 
gested.” C.  S.  Keefer  & S.  E.  heard;  loc.  cit.,  P.  45. 

High  Glolmlin 

8.  A high  globulin  is  found  in  cirrhosis  of  the 
liver,  multiple  myeloma,  lupus  erythematosus,  Boeck’s 
sarcoid,  periarteritis  nodosa,  and  some  chronic  infec- 
tions.” C.  S.  Keefer  & S.  E.  heard;  loc.  cit.,  P.  46. 

9.  "An  increased  acid  or  alkaline  phosphatase  in 
the  absence  of  jaundice  may  suggest  a neoplasm,” 
C.  S.  Keefer  & S.  E.  heard ; loc.  cit.,  P.  46. 

10.  "Of  all  the  infections  which  may  cause  pro- 
longed fever  of  obscure  origin,  tuberculosis  is  by  far 
the  commonest.”  C.  S.  Keefer  & S.  E.  heard;  loc. 
cit.,  P.  51. 

♦It  will  be  noted  that  all  excerpts  in  this  month’s  contribution 
are  from  the  monograph  by  Keefer  S:  Leard,  “Prolonged  and 
Perplexing  Fevers,”  Little,  Brown  & Co.,  1955.  This  is  an  un- 
usually useful  book  with  numerous  well  documented  cases.  We 
recommend  it  for  careful  study  and  frequent  reference. 

OCTOBER,  1955 


11.  "The  most  likely  places  for  tuberculosis  to 
focalize  and  give  origin  to  prolonged  and  obscure 
fever  with  few  or  no  localizing  signs  are  the  lymph 
nodes  (bronchial  or  abdominal),  the  pericardium, 
and  the  bones."  C.  S.  Keefer  & S.  E.  Leard;  loc. 
c/t.,  P.  51. 

12.  "It  must  be  remembered  that  in  about  10 
per  cent  of  cases  tuberculosis  is  found  localized  below 
the  diaphragm,  which  makes  this  disease  difficult  to 
establish  by  the  usual  x-ray  or  physical  examination.” 
C.  S.  Keefer  & S.  E.  hearT  loc.  cit.,  P.  51. 

13.  "Of  the  local  septic  infections  causing  pro- 
longed fever,  bacterial  endocarditis  is  the  commonest. 
There  are  rare  cases  of  sepsis  in  which  the  patient  dies 
before  the  vegetations  on  the  valves  have  caused 
ulceration  or  in  which  they  are  localized  on  the  aortic 
wall  (endaortitis)  without  endocarditis.  The  latter 
localization  is  seen  occasionally  in  coarctation  of  the 
aorta.”  C.  S.  Keefer  & S.  E.  heard;  loc.  cit.,  P.  64. 

14.  "Other  cases  of  bacterial  endocarditis  causing 
fever  of  obscure  origin  are  those  without  bacteremia. 
This  situation  is  sometimes  encountered  when  the 
vegetations  are  located  on  the  valves  of  the  right  side 
of  the  heart  or  when  the  lesions  are  fibrosing  so  that 
only  a very  few  organisms  get  into  the  circulating 
blood.  The  latter  condition  is  occasionally  encoun- 
tered in  patients  with  fever  which  has  persisted 
despite  the  giving  of  large  amounts  of  penicillin,” 
C.  S.  Keefer  & S.  E.  Leard;  loc.  cit..  P.  65. 

Bacterial  Endocarditis 

1.5.  "It  may  be  said  that  whenever  a patient  has 
a persistent  low-grade  fever  and  constitutional  symp- 
toms of  an  infection  with  the  signs  of  valvular  heart 
disease  with  or  without  congestive  heart  failure,  pro- 
gressive renal  failure,  anemia  with  splenomegaly,  or 
embolic  phenomena,  a bacterial  endocarditis  must  be 
strongly  suspected.”  C.  S.  Keefer  & S.  E.  Leard; 
loc.  cit.,  P.  65. 

16.  "Rarely  one  encounteres  cases  of  bacterial 
endocarditis  in  which  there  are  no  signs  of  valvular 
disease  at  any  time  during  the  course  of  the  disease. 
In  most  cases,  however,  these  signs  appear  if  the 
patient  survives  six  weeks  or  longer.  The  cases  with- 
out heart  murmurs  arc  almost  invariably  those  of 
infection  of  previously  normal  heart  valves,  especially 
when  the  endocarditis  is  acute  and  the  infection  is  of 
relatively  short  duration,  so  that  the  heart  valves  do 
not  become  insufficient  through  destruction.  As  a 
general  rule  the  endocarditis  in  these  cases  is  only 
a part  of  a more  widespread  infection  with  many 
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metastases,  or  it  occurs  as  a complication  of  some 
chronic  disease,  such  as  cirrhosis  of  the  liver,  ulcerat- 
ing tumors  of  various  organs,  or  leukemia.”  C.  S. 
Keefer  & S.  E.  Leard;  loc.  cit.,  P.  65-66. 

17.  "Air  is  present  in  a subphrenic  abscess  in 
only  about  20  per  cent  of  cases.  Its  presence  is  diag- 
nostic but  its  absence  is  not.”  C.  S.  Keefer  & S.  E. 
Leard;  loc.  cit.,  P.  75. 

18.  The  commonest  causes  of  infection  in  the 
portal  area  producing  abscess  are  amebiasis  and  ap- 
pendicitis.” C.  S.  Keefer  & S.  E.  Leard;  loc.  cit., 
P.  74. 

19.  "Prolonged  fever  may  be  associated  with 
stones  in  the  common  bile  duct  without  jaundice  and 
with  no  attacks  of  biliary  colic.  It  is  well  to  consider 
this  possibility  in  patients  with  recurrent  chills  and 
fever  and  to  concentrate  attention  on  the  biliary  tract. 
Duodenal  drainage  and  a search  for  cholesterol  or 
bilirubin  crystals  may  aid  in  the  preoperative  diag- 
nosis.” C.  S.  Keefer  & S.  E.  Leard;  loc.  cit.,  P.  79- 

20.  90  per  cent  of  all  subphrenic  abscesses  are 
on  the  right  side.”  C.  S.  Keefer  & S.  E.  Leard;  loc. 
cit.,  P.  85. 

Empyema 

21.  "Abscesses  beginning  about  the  upper  pole 
of  the  kidney  frequently  extend  upward,  perforate 
the  diaphragm,  and  produce  empyema.  Empyema 
from  perinephric  abscesses  is  less  frequent  than  that 
from  intraperitoneal  subphrenic  abscesses.  Empyema 
of  obscure  origin,  especially  if  the  organisms  are 
staphylococci  or  colon  bacilli,  should  immediately 
arouse  suspicion  of  an  infection  below  the  diaphragm 
extending  into  the  pleural  cavity.”  C.  S.  Keefer  & 
S.  E.  Leard;  loc.  cit.,  P.  94. 

22.  "When  an  abscess  of  the  kidney  develops 
insidiously,  the  organ  may  become  enlarged  and  pro- 
duce a palpable  mass  that  suggests  a tumor.  This 
mass  may  move  freely  with  respiration  and  there  may 
be  very  little  tenderness  over  it.”  C.  S.  Keefer  & 
S.  S.  Leard ; loc.  cit.,  P.  94. 

2.3.  "When  an  abscess  develops  from  the  lower 
pole  of  the  kidney,  a mass  may  be  felt  in  the  region 
of  the  appendix  or  in  the  subhepatic  region,  and  it 
may  be  mistaken  for  an  appendiceal  abscess  or  an 
abscess  about  the  gallbladder.”  C.  S.  Keefer  & S.  E. 
Leard;  loc.  cit.,  P.  94. 

24.  "An  infrequent  cause  of  prolonged  fever 
often  associated  with  chills  and  having  few  local 
signs  is  thrombophlebitis  of  the  deep  tonsillar  veins. 
The  important  features  in  diagnosis  are  as  follows. 
During  or  following  an  attack  of  acute  tonsillitis 
there  is  an  abrupt  onset  of  chills,  fever,  and  sweats, 
and  tenderness  at  the  angle  of  the  jaw  with  moderate 
enlargement  of  the  lymph  nodes.  In  some  cases  the 
tenderness  extends  along  the  anterior  margin  of 
the  sternomastoid  muscle.  There  are  often  signs  of 
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metastases  in  the  lungs,  joints,  or  subcutaneous  tis- 
sues.” C.  S.  Keefer  & S.  E.  Leard;  loc.  cit.,  P.  109- 

25.  "Infections  of  bone  may  cause  fever  with  few 
other  symptoms  or  sepsis  of  local  bone  disease.  A 
variety  of  micro-organisms  may  be  implicated,  includ- 
ing staphylococci,  B.  melitensis,  tubercle  bacilli,  and 
typhoid,  paratyphoid,  and  colon  bacilli.  In  all  cases 
x-ray  examination  of  the  bones  is  essential.  The 
spine,  pelvis,  and  long  bones  are  involved  most 
often.”  C.  S.  Keefer  & S.  E.  Leard;  loc.  cit.,  P.  Il6. 

Ohscure  Fever 

26.  "In  any  case  of  obscure  fever,  the  mediasti- 
num should  be  examined  by  x-ray  for  enlarged  lymph 
nodes,  tumors,  or  infections.  The  diseases  of  the 
lymph  nodes  that  cause  fever  are  tuberculosis,  Hodg- 
kin’s disease,  and  occasionally  sarcoid.  The  infections 
are  usually  abscesses  in  the  posterior  mediastinum 
either  pyogenic  or  tuberculous  in  origin,  or  empyema 
of  the  mediastinal  pleura  secondary  to  pneumococcal 
or  streptococcal  infection  of  the  lungs.”  C.  S.  Keefer 
& S.  E.  Leard;  loc.  cit.,  P.  116. 

27.  "The  diagnosis  of  histoplasmosis  should  be 
suspected  in  any  patient  with  one  of  the  following 
clinical  combinations: 

(1.)  Acute  or  chronic  pulmonary  infection  with 
fever. 

(2.)  Fever,  hepatosplenomegaly,  lymphadenopa- 
thy,  anemia,  and  leukopenia. 

(3.)  Ulcerative  enteritis. 

(4.)  Local  abscesses  of  the  skin  with  or  without 
oronasal  cavity  ulceration. 

(5.)  Destructive  disease  of  the  adrenals  (Addi- 
son’s disease).”  C.  S.  Keefer  & S.  E. 
Leard;  loc.  cit.,  P.  143. 

28.  "Fever  is  a frequent  accompanying  feature 
of  malignant  tumors,  with  or  without  necrosis  or 
superimposed  infection.  It  may  be  low-grade  in  char- 
acter, and  it  may  be  remittent  or  intermittent,  with 
or  without  chills.”  C.  S.  Keefer  & S.  E.  Leard; 
loc.  cit.,  P.  157. 

29.  "For  some  reason  fever  seems  to  be  particu- 
larly common  in  five  groups  of  tumors;  Tumors  of 
the  kidney,  tumors  of  the  gastrointestinal  tract 
(stomach,  colon,  liver,  and  less  often,  pancreas), 
retroperitoneal  tumors  (especially  Hodgkin’s  disease 
and  sarcoma),  tumors  of  the  lungs,  and  tumors  of 
bones.”  C.  S.  Keefer  & S.  E.  Leard;  loc.  cit.,  P.  157. 

30.  "When  a patient  has  had  a tumor  removed 
and  later  develops  fever,  a recurrence  of  the  tumor 
or  metastatic  disease  must  be  considered.”  C.  S. 
Keefer  & S.  E.  Leard;  loc.  cit.,  P.  159- 

31.  It  is  well  to  remember  that  metastatic  tumors 
to  the  liver  originate  most  often  in  the  organs  drained 
by  the  portal  venous  system  (stomach,  colon,  and 
pancreas).”  C.  S.  Keefer  & S.  E.  Leard;  loc,  cit., 
P.  165. 
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32.  "In  the  extraportal  system,  primary  tumors 
metastasizing  to  the  liver  arise  most  often  in  the 
breast,  lung,  and  eye  (melanosarcoma) C.  S.  Keefer 
& S.  E.  Leard ; loc.  cit.,  P.  166. 

Tumors  of  IJone 

33.  "Tumors  of  bone,  either  primary  or  meta- 
static, not  infrequently  cause  fever,  and  in  many 
instances  it  is  periodic  or  relapsing.  The  two  primary 
tumors  causing  fever  most  frequently  are  Ewing’s 
sarcoma  and  multiple  myeloma."  C.  S.  Keefer  & 
S.  E.  Leard;  loc.  cit.,  P.  l68. 

34.  "The  type  of  Hodgkin’s  disease  that  causes 
obscure  fever  is  localized  in  the  medistinum  or  retro- 
peritoneal or  mesenteric  lymph  nodes,  with  or  without 
the  simultaneous  involvement  of  the  liver,  spleen, 
and  bone  marrow."  C.  S.  Keefer  & S.  E.  Leard;  loc. 
at.,  P.  177. 

35.  "There  is  nothing  characteristic  about  the 
pattern  of  the  temperature  in  patients  with  fever 
associated  with  tumors.  The  fever  may  be  con- 
tinuous, remittent,  relapsing,  or  intermittent."  C.  S. 
Keefer  & S.  E.  Leard;  loc.  cit.,  P.  179. 

.36.  'Eever  is  more  frequent  when  tumors  have 
metastasized  to  the  liver  or  to  the  bones.”  C.  S. 
Keefer  & S.  E.  Leard;  loc.  cit.,  P.  179. 

37.  "When  fever  recurs  some  weeks,  months,  or 
years  after  removal  of  a primary  tumor,  then  meta- 
stases  to  the  liver  or  bone  should  be  suspected ; also, 
if  fever  persists  after  removal  of  a primary  tumor, 
metastases  are  usually  present."  C.  S.  Keefer  & 
S.  E.  Leard;  loc.  cit.,  P.  179. 

38.  "Fever  is  a common  occurrence  during  the 
course  of  many  of  the  diseases  of  the  blood-forming 
organs.  In  most  cases  this  feature  is  well  recognized 
as  part  of  a progressive  illness,  together  with  the 
other  features  characteristic  of  the  disease.  In  other 
cases  fever  may  be  the  only  and  main  symptom  of 
the  disorder  for  many  weeks  or  several  months  before 
other  symptoms  or  signs  appear.  The  fever  may  be 
continuous,  remittent,  or  relapsing."  C.  S.  Keefer 
& S.  E.  Leard;  loc.  cit.,  P.  189. 

Carbon  Monoxide  Intoxication 

39.  "It  is  well  known  that  following  a period  of 
unconsciousness  from  carbon  monoxide  intoxication 
patients  frequently  run  low-grade  or  even  high  fevers 
for  several  weeks  as  a result  of  small  focal  brain 
hemorrhages."  C.  S.  Keefer  & S.  E.  Leard;  loc. 
cit.,  P.  200. 

40.  "The  suspicion  of  disseminated  lupus  erythe- 
matosus should  be  greatest  in  any  young  woman  with 
a consistent  leukopenia,  especially  if  occasional  red 
cells  are  found  in  the  urine  during  clinical  exacerba- 
tions in  a febrile  illness.  The  lymph  nodes  may  be 
enlarged."  C.  S.  Keefer  & S.  E.  Leard;  loc.  cit. 
P.  204. 


44.  "Periarteritis  nodosa,  more  recently  called 
panarteritis  nodosa,  also  may  first  present  itself  as  an 
obscure  fever.  It  is  commoner  in  males  than  in 
females  and  occurs  most  frequently  between  the  ages 
of  10  and  40.  Leukocytosis  is  the  condition  which 
helps  differentiate  periarteritis  nodosa  from  disse- 
minated lupus  erythematosus  where  the  bone  marrow 
is  depressed.”  C.  S.  Keefer  & S.  E.  Leard;  loc.  cit., 
P.  205. 

42.  "It  is  customary  to  assume  that  unless  there 
are  complications,  cirrhosis  of  the  liver  is  usually 
an  afebrile  disease.  Immediately  one  thinks  of  many 
exceptions  to  this  statement.  Indeed,  in  some  cases 
fever,  either  continuous  or  recurrent,  may  be  an 
outstanding  feature  of  the  illness.  Unless  it  is  recog- 
nized as  such,  it  may  lead  to  an  incorrect  diagnosis." 
C.  S.  Keefer  & S.  E.  Leard;  loc.  cit.,  P.  208. 

43.  "The  cases  of  liver  disease  in  which  fever  is 
an  outstanding  feature  and  in  which  the  diagnosis 
may  be  obscure  for  a long  period  of  time  are  those 
in  which  there  is  a splenomegaly  without  any  of  the 
other  accompanying  signs  of  cirrhosis  of  the  liver. 
These  cases  are  not  uncommon,  and  fever  in  recur- 
rent bouts  is  very  conspicuous  in  some  instances.  As 
a rule,  in  these  cases  the  fever  is  not  accompanied 
by  leukocytosis,  but  leukopenia  present  during  the 
afebrile  period  may  persist.”  C.  S.  Keefer  & S.  E. 
Leard;  loc.  cit.,  P.  209. 

Superimposed  Careimmia 

44.  "It  is  scarcely  necessary  to  recall  that  fever 
may  indicate  a superimposed  carcinoma  of  the  liver 
in  a patient  with  cirrhosis  or  some  intercurrent  com- 
plication.” C.  S.  Keefer  & S.  E.  Leard;  loc.  cit., 
P.  209. 

4.5.  "The  infections  that  may  occur  during  the 
course  of  cirrhosis  of  the  liver,  causing  fever  that  is 
difficult  to  interpret,  are  chronic  pyelonephritis,  bac- 
terial endocarditis  with  negative  blood  cultures  and 
without  murmurs,  and  chronic  cholangitis."  C.  S. 
Keefer  & S.  E.  Leard;  loc.  cit.,  P.  210. 

■16.  "Patients  with  liver  disease  may  have  recur- 
rent attacks  of  abdominal  pain  with  an  increase  in 
jaundice  simulating  cholelithiasis.  At  operation  no 
stones  are  found.  These  are  cases  of  so-called  Pseudo- 
gallenstein  colic  of  the  German  school.  Their  cause 
is  obscure.”  C.  S.  Keefer  & S.  E.  Leard;  loc.  cit., 
P.  210. 

47.  "When  there  are  signs  of  sepsis  without 
positive  blood  cultures  and  without  localized  signs 
of  infection,  the  tricuspid  or  pulmonic  valve  may  be 
suspected.  In  these  cases  embolic  phencmena  in  the 
lesser  circulation,  such  as  pulmonary  infarctions  or 
metastatic  bronchopneumonia,  may  aid  in  the  diag- 
nosis of  bacterial  endocarditis.  However,  without  the 
presence  of  a valvular  murmur  the  diagnosis  may 
not  be  possible,  inasmuch  as  the  primary  focus  for 
the  septic  infection  may  be  in  the  pelvic  or  other  veins 
and  give  rise  to  pulmonary  metastases  without  endo- 
carditis.” C.  S.  Keefer  & S.  E.  Leard;  loc.  cit.,  P.  64. 
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MEETINGS 


Oustanding  Speakers  Scheduled 
for  Southwestern  Medical  Meeting 


An  exceptional  response  to  announcement  of  plans 
for  the  37th  annual  meeting  of  the  Southwestern 
Medical  Association  in  Phoenix,  Arizona,  November 
16-18,  has  been  reported  by  Dr.  Joseph  Bank,  Presi- 
dent of  the  Association. 

Headquarters  for  the  meeting  will  be  in  the 
Westward  Ho  Hotel  in  Phoenix. 

Speakers 

Speakers  at  the  meeting  will  be; 

Dr.  H.  L.  Bockus,  Professor  of  Medicine  at  the 
University  of  Pennsylvania  School  of  Medicine. 

Dr.  L.  Kreer  Ferguson,  Professor  of  Surgery  at 
the  University  of  Pennsylvania  School  of  Medicine. 

Dr.  William  E.  Ehrich,  Professor  of  Pathology  at 
the  University  of  Pennsylvania  School  of  Medicine. 

Dr.  Edward  H.  Rynearson,  Chairman  of  Sections 
at  the  Mayo  Clinic. 

Dr.  Byrl  R.  Kirklin,  Assistant  Professor  of  Surgery 
at  the  Mayo  Foundation,  University  of  Minnesota. 

Dr.  E V.  Ponseti,  Associate  Professor  of  Ortho- 
pedic Surgery  in  the  University  of  Iowa  Department 
of  Orthopedic  Surgery,  University  Hospital,  Iowa 
City,  Iowa. 

Dr.  J.  Walter  Wilson,  Associate  Professor  of 
Dermatology  at  the  University  of  Southern  California 
School  of  Medicine. 

Dr.  John  Webb,  Professor  of  Pharmacology  and 
Toxicology  at  the  University  of  Southern  California 
School  of  Medicine. 

Dr.  Reginald  H.  Smart,  Associate  Professor  of 
Clinical  Medicine  at  the  University  of  Southern  Cali- 
fornia School  of  Medicine. 

Dr.  Hans  H.  Hecht,  Associate  Professor  of  Medi- 
cine at  the  University  of  Utah  College  of  Medicine. 

Dr.  Kenneth  Roeper  (Opthalmology)  at  the 
Northwestern  University  School  of  Medicine. 

Three  Subjects 

Drs.  Bockus,  Ferguson  and  Ehrich  will  each  speak 
on  the  following  three  subjects:  Regional  Enteritis 
and  Enterocolitis,  Medical  and  Surgical  Aspects; 
Orientation  of  Massive  Bleeding  from  the  Upper 
Alimentary  Tract,  Medical  and  Surgical  Aspects; 
Experience  with  Subtotal  Gastrectomy  in  the  Manage- 
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ment  of  Peptic  Ulcer  — Post-Gastrectomy  Sequelae, 
Medical  and  Surgical  Aspects. 

Dr.  Bockus  will  also  speak  on  Prevention  of  Malig- 
nant Neoplasm  of  the  Gastrointestinal  Tract.  Dr. 
Ferguson  will  present  a paper  on  Prophylaxis  and 
Treatment  of  Complications  Following  Biliary  Tract 
Surgery.  Dr.  Ehrich  will  also  speak  on  The  Adrenals. 

Other  Speakers 

Other  speakers  and  their  subjects,  in  addition  to 
those  announced  in  the  September  issue  of  South- 
western Medicine,  are  Dr.  Hecht,  Essential  Pul- 
monary Hypertension,  How  to  Evaluate  Polycythemia; 
Dr.  Webb,  The  Effect  of  Drugs  on  Pulmonary  Circu- 
lation and  on  the  Control  of  Respiration,  The  Newer 
Drugs  for  Anesthesia,  and  The  Action  of  Drugs  in 
Clinical  Use  for  Heart  Disease  other  than  Digitalis; 
Dr.  Smart,  Clinical  Observations  on  the  Value  of 
Pulmonary  Eunction  Studies,  The  Pneumoconioses 
and  Pulmonary  Function  — Industrial  Insurance 
Considerations. 

A complete  program  for  the  meeting  will  be 
carried  in  the  November  issue  of  Southwestern 
Medicine. 


Psychosomatic  Medicine  Meeting  in 
New  York 

The  Academy  of  Psychosomatic  Medicine  will 
hold  its  Second  Annual  Meeting  on  Oct.  6-8  at  the 
Plaza  Hotel  in  New  York  City.  The  subject  of  this 
year’s  Scientific  Program  is  "The  Psychosomatic 
Aspects  of  Drug  Administration.”  There  is  no  regis- 
tration fee.  Guests  may  attend  the  Banquet. 


Gastroenterological  Convention 
The  Annual  Convention  of  the  American  College 
of  Gastroenterology  will  be  held  at  The  Shoreland 
in  Chicago,  111.,  Oct.  24-26. 

In  addition  to  interesting  individual  papers  on 
gastroenterology  and  allied  fields,  the  program  will 
include  a panel  discussion  on  "Peptic  Ulcer”  with 
Dr.  Clifford  J.  Barborka  as  moderator.  There  will 
be  scientific  as  well  as  commercial  exhibits. 

The  annual  course  in  postgraduate  Gastroenter- 
ology, under  the  personal  direction  of  Dr.  Owen  H. 
Wangensteen  of  Minneapolis,  Minn.,  and  Dr.  I. 
Snapper  of  Brooklyn,  N.  Y.,  will  be  given  on  Octo- 
ber 27-29,  at  The  Shoreland.  Participating  in  the 
course  will  be  a distinguished  faculty  from  the 
various  medical  schools. 
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Southwest  ( )l)steti*ical  and  ( iyuecoloj^ical  So(*ietv  to 
\le('t  in  El  Paso  OcIoIkm*  2(S-21) 


11k-  fifth  aniuMl  incctmi;  of  the  Southwest  ( )ls- 
■stetrical  an<.]  ( j\'ne(olo,i;Kal  Souet\  wall  he  held  m 
hi  Paso  ()i.t.  _’S  and  29,  with  head(,|uarteis  in  the 
Hotel  Paso  del  Norte-. 

Meinhers  of  the  soeiety  are  (shysieians  from  south- 
ern ( ahfornia,  Neeaela,  Arizona.  New  Mexieo  aiul 

Or  ( elso  ( Sta|sp  of 

Se  leiitif  le  ju  esentatioiis 
will  he  maile  by  Dr. 
Arthur  T.  Ilerti",  Shat- 
tuek  I^rotessor  of  l-’atho- 
lottieal  Anatomy  ami 
Professor  of  Pathology 
111  the  Hareard  Medieal 
Se  hool , Dr  ( aid  I . 
Ja\ert,  Associate  Protes- 
Mir  of  ()hstetries  aiul 
CiynecoloMy  at  the  C,or- 
nell  University  Meelual 
( olle^e  , Dr  R i e h .1  r el 
I'or|sin,  ( hairman  of  the 
De[sartmeiit  of  Ohstetrics 
and  Ciynecolo_ity  at  the 
Meeheal  ( olle”e  of  ( ieor- 
y;ia.  Dr  Louis  W Hreek 
of  Id  Paso.  ()rthopeelie 
Presielent  of  the  Assoei- 
ation  of  Ifone  anel  joint  Surgeons:  .iiiel  Dr  Idobert 
I'.  Hoverie,  LI  Paso  Raelioloy;ist 

A native  of  Minneapolis,  Dr.  Herti,”  reeeivcel  his 

H.  S.  from  the  University  of  Minnesota  in  f 92.S  anel 
his  M.  13.  from  Harvarel  LIniversity  m I9s0  He  w.is 
wdth  the  Rockefeller  I'oundation  m Pekiiu;,  C hma  m 
I 92^1  and  1926.  He  took  his  training;  in  Patholoi^y  at 
the  Peter  Bent  Brigham  Hospital  in  Boston,  in  the 

I. yin^-In-Hospital  .md  Childrens  Hospital  from  l9-i() 
to  19.U3.  He  was  a National  Research  I'ellow  m 
Lmbryok)L;y  at  the  C.arne,itie  Institute  of  W.ishmMton 
in  1 93 3 anel  193  1. 

liarvai'd  Mrdiral  .School 

I3r.  Hertptt  has  been  with  the  Harvard  Medical 
School  since  1931,  and  with  the  Boston  Lyim,’-ln- 
Hospital  since  19.3  1.  At  the  Boston  I,ymy;-ln-Ho.spi- 
tal,  he  was  Senior  Obstetrician  from  19l6  to  1930 
and  has  been  the  Pathologist  there  siiue  1939. 

He  has  been  the  Pathologist  at  the  Lree  Hospital 
for  Women  (Brookline,  Massae  husetts ) since  I93S, 
He  has  been  aitmy;  chairman  of  the  Department  of 
Pathology  since  1930  at  the  Boston  Lying- In- Hospital 
and  at  the  free  Hospital  for  Women. 

Dr.  Herlig  is  .1  ( onsult.mt  m P.ithology  to  the 
Armed  hones  Institute  of  P.ithology  ,md  a Con- 
sultant in  Obstetrics  ,md  Cjynecology  and  P.ithology 
to  the  U.  S.  Navy.  He  is  .1  recipient  of  the  Anieric.in 


CiynecologK.il  Societ)'  Aw.ird  lor  lund.iment.il  re- 
se.irch  on  hum.m  reproduction.  He  is  .1  Diplom.ile  of 
the  Americ.m  Bo.ird  of  ()bstetrics  .iiul  (lynecologv 
,ind  the  Americ.m  Bo.ird  of  P.itholog)-. 

Dr.  |. IV  erf  w.is  born  m De[X'w,  New  3'ork.  He 
.itteiuled  the  LIniversity  of  Buff. do.  College  of  Arts 
.md  Sciences  ,md  the  School  of  Medicine,  receiving 
his  M.  D.  degree  m 1932.  He  served  lor  three  years 
.It  the  Buffalo  (Iener.il  I lospit.il  .is  intern,  resident 
111  (iynecolog)'  ,md  Proctology  .md  m P.ithology. 
Lollowmg  this,  he  was  on  (he  resident  staff  of  the 
New  39)rk  Lying- In- 1 lospit.il  tor  ,m  .idditioii.il  five 
years,  completing  the  residency  m 19  10. 

UoriK'll  \lc<li<'al  (ioll«*gc 

Dr.  I.ivert  then  served  as  Instructor  m (tbstetrics 
.md  (iynecology  at  C.ornell  Umversit)'  Medical  Col- 
lege and  Assist. lilt  ( )bstetric  i.m  .md  ( lynecologist  to 
the  New  'iSirk  I lospit.il  until  19 12.  During  World 
War  11,  he  served  in  the  Army  Air  Lorce  emerging 
with  .1  rank  of  Lt.  Call,  m 1 9 Hi 

Dr.  javert  is  ,i  bellow  of  the  A.  M.  A.,  the  Ameri- 
can C.ollege  of  Surgeons,  .md  the  Americ.m  Ac. idem) 
of  Obstetrics  and  Ciynecolog)  He  is  a Diplom.ite 
of  the  Americ.m  Bo.ird  of  Obstetrics  .md  Ciynecolog)-. 

Dr.  javert  . s published  writings  include  studies  on 
X-Ray  pelvimetry,  the  mech.mism  of  l.ibor  m tr.ms- 
verse  positions  of  the  vertex,  p.im  studies  on  l.ibor, 
hemorrh.igic  disea.se  of  the  newborn,  v.irious  nutri- 
tion.d  studies  in  pregnancy,  .ibnorm.il  v.igin.d  bleed- 
ing, retroversion  and  erythrobl.istosis ; the  Rh  t.ictor 
and  red  infarcts  of  the  [sl.icenta,  repeated  abortion, 
sterihz.ition,  endometriosis,  .irrhenobl.istoiii.i,  c.mcer 
of  the  tube,  [selvic  lymph.itics  in  females,  l)'mph.itic 
spre.id  of  benign  and  m.ihgnant  endometrium,  endo- 
metrial c.mcer,  cervic.il  cancer  and  serious  c.mcer  of 
the  ov.iry.  At  the  present  tune  he  is  compiletmg  .i 
monograph  based  on  2, ()()()  spont.uieous  .ibortion 
spec  miens. 

(ioll«‘g«“  of 

I3r.  I'orpin,  a native  of  Nebr.isk.i,  received  his 
A.  B.  degree  from  Nebrask.i  Wesleyan  .md  Ins  M.  D 
degree  from  Rush  Medical  .School.  He  engaged  m 
rural  practice  m Mont.m.i  .md  took  gr.ulu.ite  training 
in  Cdiic.igo.  He  became  Instructor  of  (tbstetrics  .md 
('iynecology  .it  Rush  Medical  School  .md  w'.is  an 
assistant  to  Dr.  Carey  Culberson  .U  Cook  County 
I lospit.il. 

Since  l93r->,  he  h.is  been  ch.iirm.m  of  the  Dcjs.irt 
ment  of  (tbstetrics  and  (iynecology  .it  the  Medic. il 
College  of  (ieorgi.i.  He  is  .uitlior  of  rre.itise  of 
(fbstetric  Labor  " and  his  studies  h.ive  been  directed 
tow.ird  hum.m  plac  eiit.ition,  hum.m  pelv  uiietry,  ph)  si- 
ology  of  l.ibor  .md  toxemia  of  pregn.mcy. 

((  oni[ilete  Progr.im  on  Lollowmg  P.iges) 


LI  P.iso  ( ount)'  in  Tex. is 
LI  P.ISO  is  [sresideiit. 


/))'.  Lfe/ro  Cf,  .S'/u/'g 
.Surgeon,  who  is  currently 
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Complete  Program  of  the  Southwest  Obstetrical  and 
Gynecological  Society  Meeting 


Dr.  Hertig  Dr.  J avert  Dr.  T orpin 


Guest  Speakers 

Arthur  T.  Hertig,  M.  D. 

Shattuck  Professor  of  Pathological  Anatomy  and 
Professor  of  Pathology,  Harvard  Medical  School. 

Carl  T.  Javert.  M.  D. 

Associate  Professor  of  Obstetrics  and  Gynecology, 
Cornell  University  Medical  College;  Attending 
Obstetrician  and  Gynecologist  to  the  New  York 
Hospital,  and  Pathologist  to  the  New  York 
Lying-In  Hospital. 

Richard  Torpin,  M.  D. 

Chairman  of  the  Department  of  Obstetrics  and 
Gynecology,  Medical  College  of  Georgia. 

Louis  W.  Breck.  M.  D. 

Orthopedic  Surgery,  El  Paso. 

Robert  F.  Boverie,  M.  D. 

Radiology,  El  Paso. 

Friday,  October  28,  1955 

8:00  Meeting  of  the  Council  of  the  Society 
(Breakfast) 

8:30  Meeting  of  the  Nominating  Committee 
9:00  Registration  Opens 

9:45  Call  to  Order 

Dr.  Celso  C.  Stapp,  President,  El  Paso 
Announcements  and  Introduction  of  Guest 
Speakers 
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SCIENTIFIC  PROGRAM  — Morning  Session 
Presiding Dr.  Hollis  Brainard,  Tucson 

10:00  "Early  Human  Ova;  Good,  Bad,  and  Indif- 
ferent" — Dr.  Arthur  T.  Hertig 
11:00  " Prognosis  and  Treatment  of  Endometrial 
Cancer"’  — Dr.  Carl  T.  Javert 

ANNUAL  BUSINESS  MEETING 
12:00  Presiding Dr.  Stapp 

LUNCHEON  AND  ROUND  TABLE 

12:30  Presiding Dr.  Jesse  A.  Rust,  San  Diego 

SCIENTIFIC  PROGRAM  — Afternoon  Session 

Presiding Dr.  William  Buster  McGee, 

San  Diego 

2:00  "Low  Back  Pain  in  the  Female  from  the 
Orthopedic  Standpoint" 

Dr.  Louis  W.  Breck,  El  Paso 
3:00  " Correlation  of  Placental  Anomalies  with 
Spontaneous  Abortion  or  Premature  Separa- 
tion'" — Dr.  Richard  Torpin 
4:00  "Hydatidiform  Mole  — Chorio-Epithelioma 
Problem  " — Dr.  Arthur  T.  Hertig 

EVENING 

6:30  Cocktail  Party  — Dinner  to  Follow 
Hotel  Paso  del  Norte 
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Saturday,  October  29,  1953 

SCIENTIFIC  PROGRAM  — Morning  Session 

Presiding Dr.  Preston  T.  Brown,  Phoenix 

9:00  "X-Ray  Treatment  of  Sterility  and  Amenor- 
rhea” — Dr.  Robert  F.  Boverie,  El  Paso 
10:00  "Two  Thousand  Spontaneous  Abortions” 

Dr.  Carl  T.  Javert 

11:00  "Physiology  of  Labor”  — Dr.  Richard  Torpin 
LUNCHEON  MEETING 

12:30  Presiding Dr.  Louis  A.  McRae,  Jr., 

Albuc|uerque 

SCIENTIFIC  PROGRAM  — Afternoon  Session 

Presiding Dr.  Zeph  B.  Campbell,  Phoenix 

2:00  "Contrasting  Study  of  Cervical  and  Endome- 
trial Carcinoma”  — Dr.  Arthur  T.  Hertig 
3:00  "Etiology  and  Therapy  of  Toxemia  of  Preg- 
nancy and  Eclampsia”  — Dr.  Richard  Torpin 
4;00  "Pathologic  Classification  of  Cervical  Carci- 
noma” — Dr.  Carl  T.  Javert 

EVENING 

7:00  Party  in  Juarez 

Sunday  Afternoon 

Bullfight  — Plaza  de  Toros,  Juarez,  Mexico 

There  will  be  a program  of  soeial  aetivities 
for  The  Ladies 
Convention  Committee 

Clement  C.  Boehler,  M.  D.  Gray  E.  Carpenter,  M.  D. 

LeRoy  J.  Bowers,  M.  D.  Joe  S.  Galatzan,  M.  D. 

Robert  J.  Cardwell,  M.  D.  Erich  Spier,  M.  D. 

Jesson  L.  Stowe,  M.  D. 

NOMINATING  COMMITTEE  FOR 
1955-56  OFFICERS 

Preston  T.  Brown,  M.  D.,  Phoenix,  Chairman 
Clement  C.  Boehler,  M.  D.,  El  Paso 
William  Buster  McGee,  M.  D.,  San  Diego 
Louis  A.  McRae,  Jr.,  M.  D.,  Albuquerque 
Hermann  S.  Rhu,  Jr.,  M.  D.,  Tucson 

SOUTHWEST  OBSTETRICAL 
And  gynecological  SOCIETY 

(Founded  1951,  Phoenix,  Arizona) 

OFFICERS,  1955 

President Celso  C.  Stapp 

Vice  President Jesse  A.  Rust 

President-Elect ... Hollis  Brainard 

Secretary Zeph  B.  Campbell 

Treasurer Raymond  Jennett 

COUNCIL  GROUP  A 

LeRoy  Bowers,  M,  D.,  Las  Cruces 
D.  Dalton  Deeds,  M.  D.,  San  Diego 
Gray  E.  Carpenter.  M.  D.,  El  Paso 
Robert  L.  Moore,  M.  D.,  Phoenix 
Thomas  C.  Rowley,  M.  D.,  Mesa 

COUNCIL  GROUP  B 

John  E.  Gunning,  M.  D.,  Imperial  County 
Howard  C.  James,  M.  D.,  Tucson 
Louis  A.  McRae,  M.  D.,  Albuquerque 
Donovan  Johnson  Orange,  M.  D., 

Riverside  and  San  Bernardino  County 
George  R.  Turner,  M.  D.,  San  Diego  County 

OCTOBER.  1955 


El  Paso  Post-Graduate  School  to 
Present  Course  on  Anesthesiology 

The  next  meeting  of  the  El  Paso  Branch  of  the 
University  of  Texas  Post-Graduate  School  of  Medi- 
cine will  be  held  October  16  in  the  El  Paso  County 
Medical  Society’s  Turner  Home,  1301  Montana 
Street,  starting  at  8 a.  m.  The  subject  will  be 
"Anesthesiology.” 

The  following  physicians  will  make  scientific 
presentations:  Dr.  William  Derrick,  Houston,  Texas, 
"Anesthetic  Management  of  Surgery  of  the  Heart 
and  Great  Vessels"  and  "Anesthesia  for  Thoracic 
Surgery;”  Dr.  Charles  R.  Allen,  Professor  of  Anesthe- 
siology at  the  University  of  Texas  School  of  Medi- 
cine, Galveston,  Texas,  "Acidosis  and  Alkalosis"  and 
"Poor  Position  on  the  Operating  Table  and  its  Sig- 
nificance to  Anesthesia;”  Dr.  M.  D.  Thomas,  El  Paso, 
"Local  Anesthetic  Drug  Reactions  and  Their  Treat- 
ment" (with  demonstrations)  ; Dr.  Joseph  A.  Shugart, 
El  Paso,  and  Col.  Joseph  Hornisher,  William  Beau- 
mont Army  Hospital,  "Relationship  of  General 
Anesthesia  with  Phylogenetic  Layers  of  the  Brain” 
(demonstration  with  Electro-Encephalograms)  ; Dr. 
Jack  A.  Walker,  El  Paso,  "Adrenal  Cortical  Steroids 
as  Related  to  Surgery  and  Anesthesia;”  and  Dr.  Jack 
R.  Ellis,  El  Paso,  "Pre-Operative  Preparation  of  the 
Patient  for  Surgery.” 

Physicians  from  West  Texas,  New  Mexico,  Arizona 
and  northern  Mexico  are  invited  to  attend  the  meet- 
ing, for  which  credit  with  the  American  Academy 
of  General  Practice  will  be  given.  Dr.  Ralph  H. 
Homan  of  El  Paso  is  dean  of  the  El  Paso  branch 
of  the  postgraduate  school.  Dr.  Frank  O.  Barrett  of 
El  Paso  is  in  charge  of  the  October  l6th  program. 


Dr.  Neriug  New  President  of 
El  Paso  Phi  Beta  Pi  Unit 

Dr.  A.  Robert  Nering  of  the  El  Paso  County 
Medical  Society  has  been  elected  president  of  the 
El  Paso  Alumni  Chapter  of  Phi  Beta  Pi,  medical 
honorary  fraternity. 

Dr.  William  I.  Coldwell  was  elected  secretary- 
treasurer  at  the  meeting  held  in  the  home  of  Dr. 
Louis  W.  Breck,  2726  Richmond  St.  Retiring  offi- 
cers are  Dr.  Ben  Cooley,  president,  and  Dr.  Louis 
Casavantes,  secretary-treasurer. 

The  meeting  also  honored  11  El  Paso  area  men 
who  have  been  accepted  as  students  in  freshman 
classes  at  various  medical  schools. 


Public  Health  Meeting 

Evaluation  of  practical  experience  with  the  Salk 
polio  vaccine  by  key  figures  in  its  development  will 
be  a feature  of  the  83rd  annual  meeting  of  the 
American  Public  Health  Association  and  meetings  of 
40  related  organizations  in  the  Kansas  City,  Mo., 
Municipal  Auditorium,  November  14-18. 


Page  473 


► ORIGINAL  ARTICLES  4 


New  Drugs  in  Therapy  of  Cardiac  Arrhythmias 

By  Antonio  Sanabria,  M.  D.,  Associate  Professor  of  Clinical  Cardiology,  Central  University 
OF  Venezuela,-  Cardiologic  Service,  Hospital  Vargas.  Caracas,  Venezuela. 


At  the  present  time  there  are  many  pharmacologic 
agents  that  are  capable,  in  varying  degree,  of  sup- 
pressing disturbances  of  cardiac  rhythm.  Some  of 
these  are  -well  known,  while  others  are  still  largely 
in  the  experimental  category.  Quinidine  has  been 
studied  widely,  and  much  has  been  written  about  its 
pharmacology  and  clinical  applications.  Since  there 
are  certain  important  limitations  attached  to  its  use, 
it  is  of  interest  to  investigate  new  drugs  for  the 
treatment  of  cardiac  arrhythmias. 

Some  three  years  ago  we  began  such  a study.  The 
results  of  any  study  of  this  nature  should  be  inter- 
preted with  caution,  since  many  episodes  of  cardiac 
arrhythmia  cease  spontaneously.  Sometimes  a pre- 
sumed antifibrillatory  drug  may  be  given  to  a patient 
with  auricular  fibrillation,  for  example,  and  the 
arrhythmia  does  not  stop.  On  the  other  hand,  it  may 
cease  owing  to  mere  coincidence. 

Antifibrillaut  Substances 

Little  is  known  about  the  relation  of  chemical 
structure  to  antifibrillatory  action.  It  would  be  dif- 
ficult to  select  a simple  chemical  structure  that  could 
reliably  be  expected  to  exhibit  this  effect.  Chemical 
substances  that  have  antifibrillatory  effects  are  numer- 
ous ; even  simple  ions  like  magnesium  and  potassium 
may,  under  proper  circumstances,  have  antifibrillatory 
action  and  be  clinically  effective.  Potassium  may 
suppress  extrasystoles  provoked  by  digitalis,  and  mag- 
nesium may  interrupt  paroxysmal  tachycardia  induced 
by  strophantus. 

It  is  widely  held  that  in  many  antifibrillatory  sub- 
stances like  procaine  and  various  antihistamines,  the 
activity  is  related  to  local  anesthetic  properties.  There 
is  an  analogy  here  with  substances  of  the  atropine 
and  quinidine  group,  which  also  have  local  anesthetic 
activity. 

Di  Palma  and  Schultz^  suggest  that  the  following 
structure  represents  a basic  minimal  configuration  for 
antifibrillatory  potency: 

Ri 

R’  — N — Rs 

Here  Ri  is  usually  a methyl  or  ethyl  group  and 
R-2  and  R:i  are  short  carbon  chains  to  which  may  be 
added  such  groups  as  phenyl  or  quinoline. 
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Brodie,  Lief  and  Poet^  have  shown  that  in  the 
organism  procaine  breaks  up  into  paraminobenzoic 
acid  and  diethylaminoethanol.  The  latter  possesses 
antifibrillatory  activity  through  its  effect  on  the 
biochemistry  of  cardiac  contraction  and  myocardial 
irritability. 

The  precise  studies  of  Prinzmetal  and  his  asso- 
ciates^  have  shown  that  the  circus  movement  theory 
of  auricular  fibrillation,  as  propounded  by  Lewis, ^ is 
untenable.  They  demonstrated  that  the  arrhythmia  is 
produced  by  the  rapid  discharge  of  an  ectopic  focus 
in  the  auricle  when  the  frequency  of  its  discharge 
reaches  the  level  of  fibrillation  as  determined  by  the 
conductivity  of  the  auricular  musculature.  An  anti- 
fibrillatory drug  would  act  by  depressing  the  rate  of 
discharge  from  an  ectopic  focus,  thereby  mitigating 
conduction  failure  induced  by  rapid  auricular  rate. 

Probably,  antifibrillatory  substances  depress  myo- 
cardial irritability  by  their  action  on  myocardial  meta- 
bolism, and  perhaps  they  depress  primarily  the  ectopic 
foci  because  of  the  latter’s  more  rapid  or  altered 
metabolism.  "Webb,  Saunders  and  Nakamura^  have 
demonstrated  that  the  depression  of  oxidative  mecha- 
nisms produced  by  quinidine  affects  glycolysis  prin- 
cipally, and  they  believe  its  pharmacologic  effect 
would  be  due  to  this  biochemical  action.  Perhaps 
many  antifibrillatory  drugs  have  this  same  action. 
It  might  be  direct  as  with  the  potassium  ion,  which 
is  indispensible  to  glycolysis;  or  indirect  by  improving 
coronary  circulation  (papaverine  and  related  drugs)  ; 
or  it  may  be  due  to  a mixed  action. 

In  general,  the  antifibrillatory  drugs  possess  the 
following  pharmacologic  properties;  (a)  they  aug- 
ment the  refractory  period  of  the  myocardium; 
(b)  they  inhibit  cholinesterase;  (c)  they  depress 
myocardial  excitability;  (d)  they  have  a curare-like 
effect  on  the  terminal  plate;  (e)  in  the  electrocardio- 
gram they  produce  prolongation  of  the  PR,  QRS  and 
QT  segments. 

Drugs  Used 

Table  1 presents  the  formulas  of  the  drugs  used 
in  our  study.  It  will  be  seen  that  the  tertiary  amino 
structure  is  present  in  all  cases,  excepting  chloro- 
guanide,  which  has  several  secondary  amino  group- 
ings. The  implications  of  this  fact  in  relation  to  the 
postulate  of  Di  Palma  and  Schultz  is  a matter  for 
speculation  that  is  outside  the  province  of  this  paper. 
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TABI£  I - DRUGS  USED  IN  TREATMENT  CF  CARDIAC  ARRHYTHMIAS 


DRUG 


(Tertiary  amino  nitrogens  are  in  black  type) 

STRUCTURAL  FCKMULA 


A7AILABIE 

AS: 


Synthetic  Antimalarials 
Chloroguanide 

Syn:  Paludrine,  Proguanil,  Mlt888 

l-(p-chlorophenyl)-5-isopropyl- 

biguanidine 


Hydrochloride 


CHi 


V /i/  II  II  i 

NH  NH  CH, 


Chloroquine 

Syn:  Aralen,  Resochin,  Nivaquine  B 

7-chloro-Ii-diethylamino-l- 
raethylbutylamine  quinoline 


Diphosphate 


cl 


CH  CH2CH2CH2N^ 

CH3 'C2^S 


Camoquine 

Syn:  Amodiaquin,  Miaquin,  CAM-AQl 

U-(7-chloro-li-quinolylamino)- 
-diethylamino-o-cresol 


cl 


Base 


-C2H< 


CH2M, 


C2HS 


Myocardial  Depressant 

Procaine  amide 
Syn:  Pronestyl 

p-amino-N- ( 2-diethylaminoethyl ) 
bezamide 


Dihydrochlor- 

ide 


\C  - NH  CHoCHoN 

/ " 'Vs 


Spasmolytic , Anticholinergic , Vasodilator 
Avacan 

Isoarayl  N- ^^diethyl amino - 
ethyl)  -o^-aminophenylacetate 


Hydrochloride 


Iffl  CH2CH2  N:g2H5 
C-C-O-CH2CH2CH  ^ 
H 0 (CH3)2 


Synthetic  Antihistamines 
Pryilamine 

Syn:  Neo-antergan,  2786  R.P, 

2-f^  ( 2-dime  thylaminoethyl ) 
(p-methoxybenzyl)  amino/  pyridine 


CH3O 


/ 


Maleate 


-CH2 


\ / i /CHsi 

/•IK  ^ N-CH2CH2N 
^ CH3 


Diphenhydramine 
Syn:  Benadryl 

2-(Benzohydroxyloxy)-N,N- 
dimethylethyl amine 


Hydrochloride 


CHO  CH2CH2N, 


,CH^ 

''CH3 
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TABLE  II  — RESULTS  OF  THERAPY  WITH  ANTIMALARIAL  DRUGS 


NO.  OF 

ORAL 

TOXIC 

DRUG 

DIAGNOSIS 

CASES 

DOSE 

RESULTS 

SIDE-EFFECTS 

Chloroguanide 

IVlultifocal 

13 

0.25  Gm. 

Suppressed, 

Nausea, 

ventricular 

t.i.d. 

8 cases; 

extrasystole, 

others  discont'd 

vomiting. 

Auricular 

3 

0.75  Gm. 

Regular  rhythm 

epigastralgia 

fibrillation 

repeated 

(1  case) 

frequent 

q.  3 h. 

second  dose; 
others  discont'd 
because  of  toxic 
effects 

severe 

Chloroguine 

Supraventricular 

8.4  Gm  up 

11  showed  satis- 

Paroxysmal 

to  16  hrs. 

factory  response 

tachycardia 

3 

Then 

0.75-lGm. 

dally 

Multifocal 

ventricular 

extrasystole 

17 

0.75-lGm. 

Abolished,  10; 

daily 

dimin  shed,  4; 
failui'e,  3. 

Auricular 

Nausea  and 

fibrillation 

15 

Initial, 

Sinus  rhythm 

vomiting 

1 Gm. 

restored,  8 

moderate 

then  0.5  Gm. 

cases;  failures. 

relatively 

7. 

infrequent 

Camoquin 

Ventricular 

0.6-0.8Gm. 

Nausea 

extrasystole 

5 

daily 

Failure.  5. 

TABLE  III  — 

RESULTS  OF  PROCAINE  AMIDE  THERAPY 

DIAGNOSIS 

NO.  OF 
CASES 

DOSE 

RESULTS 

TOXIC 

SIDE-EFFECTS 

Ventricular 

extrasystole 

17  multifocal; 
4 unifocal 

1 Gm;  then 
1.2  Gm.q.  4-6 
h.,  by  mouth 

Suppression,  12; 
improved,  8; 
failure,  1 

Nausea  and 
vomiting 

(1  on  initial  dose) 

Ventricular 

tachycardia 

2 

1 Gm.  i-v 
very  slowly 

1 successful, 
1 failure 

Intense 
cephalgia,  1 

Ventricular 
tachycardia 
c"  myocardial 
infarction 

3 

1 Gm.  i.  m. 

All  responded 
favorably 

Auricular 

fibrillation 

6 

1 Gm.,  then 
1.2  Gm.  q.  6-8 
h.  by  mouth 

1 success, 

5 failures  * 

* In  two  cases  of  auricular  fibrillation  with  ventricular  extrasystoles,  although  fibrillation  was  not  abolished,  in 
systoles  were  completely  suppressed  and  in  the  other  they  were  appreciably  reduced. 

one  case  the  extra- 

TABLE  IV  — 

RESULTS  OF  ANTIHISTAMINE  THERAPY 

DRUG 

DIAGNOSIS 

NO.  OF 
CASES 

DOSE 

RESULTS 

SIDE-EFFECTS 

Pyrilamine 

Multifocal 

ventricular 

extrasystole 

11 

0.6-lGm. 
daily  by 
mouth 

Abolished,  6; 
diminished,  3; 
failed,  2 

Drowsiness 

Diphen- 

hydramine 

Supraventricular 

paroxysmal 

tachycardia 

3 

200.  mg. 
i-v 

arrhythmia 
disappeared; 
no  fall  in 
B.  P. 

Transitory 
dizziness 
and  vertigo; 
drowsiness. 

Auricular 

fibrillation 

5 

200  mg. 
i-v 

maintenance 
100  mg,  tid, 
by  mouth 

sinus  rhythm 
re-established,  3. 
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Tal)le  I 

('liniral  Material  an<l  IVIetliod 

To  study  the  clinical  value  of  these  drugs  in 
cardiac  arrhythmias,  we  have  selected  only  patients 
who  had  persistent  and  frequent  extrasystoles,  and 
excluded  those  in  which  extrasystole  was  occasional. 
This  method  was  used  by  Otto  and  Gold'’  to  estimate 
the  potency  of  a drug  by  its  ability  to  suppress  extra- 
systoles with  a single  dose.  We  also  used  the  method 
described  by  Lewis  and  his  associates*  to  evaluate 
antifibrillatory  activity  in  patients  with  chronic  auri- 
cular fibrillation.  Using  precordial  derivations,  they 
registered  the  "f  waves,”  observing  whether  one  dose 
of  the  drug  under  study  would  produce  a lengthening 
of  the  f-f  interv'al,  which  is  the  same  as  slowing  up 
the  rate  of  the  "circus  movement.”  We  also  used 
as  a basis  for  measuring  the  myocardial  activity  of 
the  drug  the  lengthening  of  the  QT  interval. 

Kesults 

Antimalarials  — Several  authors  have  shown 
that  atabrine  has  marked  antifibrillatory  proper- 
ties,®* indicating  that  it  is  at  least  as  effective 
as  quinidine  in  re-establishing  sinus  rhythm.  Burn 
and  Vane^i  demonstrated  experimentally  that  chloro- 
guanide  (Paludrine,  Proguanil)  is  able  to  stop  auri- 
cular contraction  and  that  the  auricles  can  beat  again 
if  acetylcholine  is  added.  We  have  tested  chloro- 
guanide  and  two  new  antimalarials  whose  formulas 
contain  c|uinoline  and  tertiary  amino  structures.  The 
results  are  tabulated  below. 


Table  II 
Comineiits 

Chloroguanide  has  an  overall  effect  on  cardiac 
arrhythmias,  but  it  caused  too  high  a frequency  of 
gastrointestinal  distress,  usually  severe  enough  to 
require  discontinuance  of  therapy.  Camoquin,  the 
newest  of  the  antimalarials  (1946),  has  been  used 
too  little  to  permit  the  drawing  of  any  conclusions 
regarding  its  possible  clinical  value.  The  most  satis- 
factory of  the  antimalarials  tested  was  chloroquine. 
This  drug  possesses  evident  therapeutic  effect  in 
cardiac  arrhythmias  (See  Fig.  1,  2 and  3)  and  is 
generally  well  tolerated  even  in  large  doses.  Camo- 
quin was  given  only  by  mouth  and  only  6 out  of  35 
cases  exhibited  severe  enough  gastrointestinal  upset 
(nausea  and  vomiting)  to  require  discontinuance  of 
the  drug.  It  should  be  administered  under  careful 
clinical  and  electrocardiographic  control. 

Procaine  Amide 

It  has  been  known  for  some  time  that  procaine  can 
reduce  cardiac  excitability  and  prevent  epinephrine- 
cyclopropane  syncope.  Mark  and  his  associates'^  have 
shown  that  the  amide  of  procaine  can  be  given  orally 


because  its  absorption  is  complete  and  it  is  less  toxic 
than  procaine.  In  a previous  study,  Sanabria^® 
demonstrated  the  usefulness  of  this  drug,  orally  in 
serious  arrhythmias  of  chronic  Chagas'  myocarditis, 
and  also  that  its  use  in  combination  with  digitalis 
makes  possible  the  avoidance  of  aggravation  of  extra- 
systole in  this  disease,  thus  permitting  digitalization 
of  these  patients.  Procaine  amide  has  been  adminis- 
tered by  mouth  and  by  intravenous  and  intramuscular 
injection  with  the  following  results; 

Tabic  HI 
Comniciat 

We  have  found  that  the  potency  of  procaine  amide 
given  by  mouth  is  about  one-third  that  of  quinidine; 
its  only  disadvantage  was  nausea  and  vomiting  in 
some  cases.  Intravenous  injection,  as  with  quinidine, 
causes  a fall  in  blood  pressure;  the  drug  should 
therefore  be  administered  with  the  same  precautions 
as  quinidine.  Advantages  are  its  stability  in  solution, 
and  the  fact  that  it  does  not  produce  any  upset  if 
injected  outside  the  vein. 

Avacan 

Pharmacologic  and  clinical  studies ^ indicate 
that  Avacan  possesses  a variety  of  actions;  (a)  mixed 
antispasmodic  activity;  it  acts  upon  smooth  muscle 
like  papaverine,  and  is  anticholinergic  like  atropine; 
(b)  local  anesthetic  action  like  cocaine;  and  (c)  in- 
creased coronary  flow  with  improvement  in  anginal 
crises.  These  actions  induced  us  to  try  the  drug  in 
arrhythmias,  especially  those  occurring  in  coronary 
disease.  We  have  had  very  limited  experience  with 
this  preparation  because  of  its  scarcity  at  the  pres- 
ent time. 

In  four  cases  of  ventricular  extrasystole  associated 
with  coronary  disease,  the  intramuscular  administra- 
tion of  40  mg.  three  times  a day  stopped  this  arrhyth- 
mia in  two  cases  and  reduced  it  in  one  case. 

Out  of  three  cases  of  ventricular  extrasystole  due 
to  chronic  myocarditis,  an  oral  dose  of  0.15  Gm. 
three  times  a day  diminished  the  extrasystoles  con- 
siderably in  one  case. 

Synthetic  Antihistamines 

These  agents  have  structural  formulas  that  include 
a tertiary  amine.  Dews  and  Graham’*  demonstrated 
that  pyrilamine  (Neo-antergan)  is  about  twice  as 
active  as  quinidine  in  prolonging  the  refractory  period 
of  the  isolated  auricle  of  the  rabbit.  In  addition,  it 
has  weak  local  anesthetic  action  and  spasmolytic 
effect,  but  no  anticholinergic  action.  Diphenhydra- 
mine (Benadryl)  appears  to  be  useful  for  intravenous 
administration.  We  have  found  that  it  does  not 
produce  a fall  in  blood  pressure,  but  rather  a slight 
rise  in  both  systolic  and  diastolic  pressures.  It  should 
be  of  value  in  emergencies  in  which  pressure  is  falling 
or  may  be  expected  to  drop  with  other  therapeutic 
procedures  such  as  intravenous  quinidine  therapy. 

Page  477 


OCTOBER,  1955 


Table  IV 

Comment 

Diphenhydramine  is  of  special  interest  because  we 
have  observed  satisfactory  responses  to  its  intravenous 
use  in  cases  of  auricular  fibrillation  that  were  resistant 
to  quinidine  therapy. 

Summary  and  Conelusions 

We  have  tested  various  drugs  clinically  for  their 
potential  value  in  the  treatment  of  arrhythmias. 
Despite  the  difficulties  inherent  in  attempts  to  evalu- 


ate such  drugs,  it  appears  useful  to  broaden  our  thera- 
peutic resources  against  these  episodes.  Thus  we 
shall  be  able  to  draw  upon  newer  therapies  should 
the  patient  fail  to  respond  to  the  older  drugs,  or 
should  he  exhibit  adverse  by-effects  to  such  drugs. 
The  foregoing  studies  appear  to  warrant  the  follow- 
ing conclusions: 

1.  Of  the  synthetic  antimalarials  tested,  chloro- 
quine  has  evident  value  when  administered  orally  in 
the  treatment  of  arrhythmias.  It  is  potent  and  effec- 
tive, and  shows  little  toxicity,  even  on  prolonged 


F/g.  1.  Auricular  Fibrillation;  chloroquine  therapy. 
ECG  shows  re-estahlishment  of  sinus  rhythm. 
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Figure  2 (Before) 

Fig.  2.  Ventricular  Extrasystole ; chloroquine  therapy.  ECG  shows  diminution  of  extrasystole. 
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administration.  Its  only  toxic  effects  were  gastro- 
intestinal upsets.  Proguanil  was  also  active,  but  its 
gastric  intolerance  was  great.  We  have  not  had 
sufficient  experience  with  Camoquin  to  form  any 
conclusions. 


against  arrhythmias.  Time  and  additional  clinical 
studies  will  be  needed  to  establish  more  definitely 
their  place  in  therapy  of  cardiac  arrhythmias. 
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Figure  5 (Before)  Figure  5 (After) 

Fig.  3.  Chloroquine  therapy.  Reappearance  of  fibrillation  when  treatment  was  suspended  for  four  days; 
sinus  rhythm  re-established  after  resumption  of  treatment. 
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Figure  4 ( After) 
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Ovarian  Pregnancy:  Report  of  a Case 

By  W.  W.  Daniel.  M.  D.,  and  Gregory  C.  Smith.  M.  D.,  Phoenix 
(From  the  Gynecology  Department  of  the  Maricopa  County  Hospital) 


Ovarian  pregnancy  is  a relatively  rare  complica- 
tion of  obstetrics,  with  the  incidence  estimated  as 
from  one  in  25,000  to  one  in  40,000  normal  gesta- 
tions. There  have  been  approximately  150  authen- 
ticated cases.  The  criteria  set  forth  by  Spiegelberg*”' 
for  positive  diagnosis  of  ovarian  pregnancy  are  ful- 
filled in  this  case.  They  are; 

1.  The  tube  and  its  fimbria  must  be  intact  and 
the  latter  free  from  the  fetal  sac. 

2.  The  fetal  sac  must  occupy  the  normal  position 
of  the  ovary. 

3.  The  sac  must  be  connected  to  the  uterus  by 
the  ovarian  ligament. 

-i.  The  wall  of  the  sac  must  contain  ovarian  tissue. 

Case  Report 

O.  W.,  a 28-year-old  Negro,  Gravida  IV,  Para  II, 
Aborta  I,  was  first  seen  in  the  prenatal  clinic  on 
8-25-54.  She  complained  of  sharp,  colicky  LLQ  pain, 
accompanied  by  a scanty  flow  of  bright  red  blood 
from  her  vagina,  both  of  two  day  duration.  Her  last 
menstrual  period  had  been  on  2-27-54.  This  present 
episode  was  the  fourth  similar  episode  during  this 
pregnancy.  Each  had  been  of  two  days  duration,  and 
in  only  one,  in  May,  was  the  pain  severe  enough  to 
force  her  to  bed.  No  fetal  movements  were  felt.  Past 


Figure  1:  Abdominal  plate. 

X marks  height  of  palpable  mass. 


history  was  essentially  normal,  v/ith  no  serious  ill- 
nesses or  surgery.  However,  she  had  been  treated 
elsewhere  for  pelvic  inflammatory  disease  some  eigh- 
teen months  previously.  Her  last  pregnancy  had 
terminated  in  1949,  after  a four  month  gestation,  in 
spontaneous  abortion. 


Figure  2:  Gross  Specimen.  The  large  sphere  is  the 
sac;  the  small  mass  is  a portion  of  the  fetus. 


Menstrual  history:  Onset,  age  12,  28  day 
interval,  3 day  duration,  using  3-4  pads  daily.  No 
abnormal  catamenia. 

Examination  revealed  the  presence  of  a mass  in 
the  lower  abdomen  reaching  3/4  of  the  distance 
from  the  symphysis  to  the  umbilicus.  No  EHT  were 
heard.  Diastasis  recti  with  thick  rectus  muscles  pre- 


Figure  3:  The  ivall  of  the  sac  showing  choriottic  villi 
and  ovarian  stroma. 
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eluded  adequate  abdominal  examination  when  com- 
bined with  moderate  obesity. 

Pelvic  examination  showed  the  presence  of  fresh 
blood  on  the  vulva.  The  introitus  was  parous.  The 
mass  was  in  the  midline  and  was  apparently  con- 
tinuous with  the  softened  cervix.  The  frog  test  was 
negative.  An  X-ray  of  the  abdomen,  with  a radio 
opaque  marker  placed  at  the  superior  border  of  the 
abdominal  mass,  revealed  an  extra-uterine  pregnancy. 

Laparotomy 

On  9-7-54,  a laparotomy  was  performed,  and  the 
palpable  mass  was  revealed  to  be  the  left  ovary, 
enlarged  to  approximately  1 5 cm.  in  diameter,  from 
whose  superior  border  protruted  a dead,  partially 
mummified  fetus.  The  fetal  head  was  contained  in 
the  ovarian  mass,  with  the  remainder  of  the  fetus 
lying  along  the  right  border  of  the  vertebral  column, 
with  the  breech  subjacent  to  the  gall  bladder.  The 
uterus  was  compressed  into  the  cul-de-sac,  and  was 
softened  and  enlarged  to  about  two  times  normal 
size.  The  ovarian  mass  was  attached  to  a pedicle 
which  included  the  ovarian  ligament,  and  the  Fal- 
lopian tube,  whose  fimbria  was  adherent  to  its  ex- 
ternal surface.  The  fimbriated  end  of  the  non  affected 
side  was  also  noted  to  be  adherent  to  the  surface  of 
its  ovary.  The  pedicle  was  clamped  and  the  mass 
was  removed  in  toto.  The  abdomen  was  closed  in 
the  usual  manner,  and  the  patient  enjoyed  an  un- 
eventful recovery,  being  discharged  from  the  hospital 
on  9-19-54.  She  has  remained  well  on  subsequent 
follow  up. 


Figure  4:  Enlargetnent  of  the  ovarian  stroma  in  Fig.  3. 

Microscopic  examination  revealed  the  presence  of 
both  ovarian  tissue  and  placental  villi  in  the  wall  of 
the  mass.  The  fetus  measured  25  cm.  heel  to  crown. 

Comment 

The  finding  of  an  intact  Fallopian  tube  and  a 
five  month  gestation  indicates  that  this  was  probably 
a primary  or  intrafollicular  gestation  as  differentiated 
from  the  secondary  or  extrafollicular  type  in  which  ^ 

some  maturation  occurs  prior  in  exta  ovarian  tissue.  5, 


Knowing  About  Health  Insurance 

(Continued  from  Page  465  ) 

benefits,  he  contributes  to  economical  and  successful 
operation  of  the  plans. 

It  has  been  stated  at  one  of  the  Senate  hearings 
that  the  acceptance  of  the  plans  by  the  public  did 
more  to  counteract  socialized  medicine  than  any 
other  single  factor.  That  should  make  every  physi- 
cian an  ally  of  the  Blue  Cross  and  Blue  Shield.  The 
two  plans  render  a public  service  to  the  patient  and 
also  to  the  medical  profession. 


Anticonvulsant  Drugs 
(Continued  from  page  466) 
patient  who  may  be  uncontrolled  on  the  standard 
anticonvulsants.  There  is  no  indication  for  the  use 
of  a new  drug  in  patients  who  are  doing  well  on 
the  standard  medications. 

Caution  is  urged  in  the  use  of  these  drugs  and 
it  should  be  noted  that  the  toxic  effects  may  occur 
very  late:  as  for  example,  the  blood  dyscrasias  follow- 
ing the  use  of  Mesantoin  and  Tridione  which  may 
not  occur  until  some  months  after  therapy  has  been 
instituted.  Careful  follow  up  of  patients  with  par- 
ticular attention  to  dermatitis,  blood  changes,  urinary 
changes,  urobilinogen  excretion  may  prevent  such 
complications. 


New  Drugs  ill  Therapy  of  Cardiac 
Arrhythmias 
(Continued  from  Page  479) 
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Hertig  has  discredited  the  notion  that  temporary 
residence  in  the  tube  is  essential  for  development 
of  the  ovum.oi  Perioophoritis  was  a gross  finding 
on  the  non-affected  side.  This  would  lead  one  to 
give  preference  to  the  theory  of  the  thickened  ovarian 
tunica  as  an  etiological  factor  in  this  case,  rather  than 
considering  the  presence  of  either  Mullerian  remnants 
or  endometrial  implants  in  the  ovary. No  decidual 
cells  were  identified. 

Bildiography 

Gerip.-Lajoie,  L.  — M.  J.  Obst.  & Gynec.  Ii2:  920,  1951. 
Spiegelberg.  O.  — Arch.  V.  GynaU.  13:  73,  1878. 

Wollner,  A.  — Am.  .T.  Obst.  & Gynec.  23:  262,  1932. 

Rock,  J.,  & Hertig,  A.  T.  — Am.  J.  Obst.  & Gynec.  -17:  343, 
1944. 

Sutton.  J.  — ■ Am.  J.  Obst.  & Gynec.  7:  1,  1924. 


OCTOBER,  1955 


Page  481 


Adolescent  Acne  Vulgaris 

(Hormone  Therapy  is  Simple,  Effective,  Inexpensive  and  Treats  the  Cause  of 

Adolescent  Acne  Vulgaris) 

By  Joseph  B.  Raddin,  M.  D.,  Phoenix 


Physicians  are  constantly  asked  to  treat  acne  vul- 
garis in  adolescent  girls  and  boys.  Such  requests 
should  not  be  dismissed  lightly  with  the  admonition 
that  the  individual  will  soon  “grow  out  of  it.’’  All 
too  often  this  common  form  of  acne  persists  for 
years  with  hideous  cysts,  scars,  keloid  formation, 
comedones  and  personality  damage.  Every  physician 
should  feel  duty  bound  to  treat  acne  in  adolescent 
boys  and  girls. 

There  is  sound  reason  to  believe  that  adolescent 
acne  is  due  to  an  endocrine  imbalance,  primarily  a 
higher  ratio  of  serum  androgen  to  estrogen  values 
than  is  usually  considered  normal. Acne  ap- 
pears commonly  in  girls  one  or  more  years  after  the 
onset  of  menstruation.  Regular  menstruation  at 
adolescence  is  not  necessarily  proof  of  regular  ovula- 
tion nor  is  it  proof  of  a normal  or  elevated  blood 
estrogen  level.  Irregular  menses  are  common  with 
beginning  adolescence  and  are  generally  assumed  to 
indicate  failure  of  regular  ovulation,  hence  an  estro- 
gen deficit  is  also  implied. 

Various  Tests 

Various  tests  can  be  made  to  determine  whether 
or  not  ovulation  has  occured  but  are  of  little  value 
to  diagnose  the  cause  of  acne.  The  basal  body 
temperature  chart  is  indicative  of  ovulation,  accurate 
and  inexpensive  but  of  no  diagnostic  value  in  acne. 
Hormone  assays  on  serum  or  whole  blood  are  neces- 
sary to  determine  actual  androgen  and  estrogen  blood 
levels.  Since  these  assays  are  available  to  only  a few 
physicians  as  research  projects,  laboratory  confirma- 
tion of  hormone  levels  in  girls  afflicted  with  acne 
is  rarely  possible.  Most  girls  complaining  of  adoles- 
cent acne  have  other  clinical  evidence  of  female 
endocrine  system  imbalance.^^’  A history  of  regular 
menstrual  periods  cannot  deny  nor  can  a history  of 
irregular  menses  do  more  than  support  this  hypothesis. 
A mild  thyroid  deficiency  often  present  but  un- 
recognized is  aggravated  by  the  increased  demands 
of  beginning  ovarian  activity  and  menstruation  and 
should  be  considered  the  major  factor  causing  the 
hormone  imbalance  evidenced  as  acne,  menstrual 
irregularity  and  other  adolescent  complaints. 

Onset  of  Adolescence 

With  the  onset  of  adolescence  the  anterior  pitui- 
tary normally  begins  increased  secretion  of  follicle 
stimulating  hormone  (FSH)  and  leutinizing  hor- 
mone (LH).  FSH  and  LH  stimulate  the  ovaries  to 
begin  ovulation  which  gradually  leads  to  the  mature 
ovarian  function  and  regular  menstruation  expected 
in  young  women.  When  the  ovaries  respond  well 
to  FSH  and  LH  stimulation,  adequate  amounts  of 
estrogen  and  progesterone  are  produced  by  the  ova- 
ries. Such  girls  seldom  have  acne. 
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Before  iodized  salt  was  commonly  available,  ado- 
lescent girls  frequently  had  some  thyroid  gland 
enlargement  — the  adolescent  goiter  of  former 
years.  Today  when  a young  girl  with  acne  is  ex- 
amined, an  adolescent  goiter  is  so  rarely  noted  that 
the  former  common  association  of  goiter  with  acne 
is  often  forgotten.  It  was  known  many  years  ago 
that  small  doses  of  potassium  iodide  and  in  recent 
years,  thyroid  extract  would  return  the  adolescent 
goiter  to  normal  size  and  function. 

Thyroid  Extract 

Thyroid  extract  has  been  reported  by  dermatolo- 
gists as  an  effective  prescription  for  acne.(®>  Many 
menstrual  irregularities,  tramps,  nervousness  and 
other  complaints  are  also  improved. Long  before 
hormone  assays  and  basal  metabolic  rates  were  avail- 
able, potassium  iodide  and  thyroid  extract  were  used 
empirically  by  many  physicians  to  regulate  menstrual 
flow  as  well  as  to  control  acne  and  goiter  and  to 
prevent  dysmenorrhoea.  The  only  new  idea  is  that 
small  dosage  of  thyroid  extract  does  help  stimulate 
normal  ovarian  function  and  can  correct  hormone 
imbalance  in  adolescent  girls. 

Medication  with  small  doses  of  thyroid  extract 
is  now  generally  considered  to  be  superior  in  effect 
to  potassium  iodide  and  has  so  proved  to  be  in 
my  experience. 

It  seems  reasonable  to  suspect  that  with  the  in- 
creased anterior  pituitary  activity  at  adolescence  an 
increase  in  ACTH  stimulation  of  the  adrenal  cortex 
will  occur.  The  one  important  source  of  androgens 
in  women  is  probably  the  adrenal  cortex.  Since  there 
will  normally  be  an  increased  amount  of  androgen- 
like steroids  present  in  the  blood  during  adolescence 
due  to  increased  adrenal  function,  unless  ovarian 
function  increases  proportionately,  the  values  of  estro- 
gen and  progesterone  as  compared  to  androgens  will 
be  relatively  less. 

Estrogenic  Hormones 

Estrogenic  hormones  are  also  produced  by  the 
adrenal  cortex  and  are  the  only  source  of  estrogens 
in  castrates  of  either  sex.  Progesterone  apparently 
can  also  be  produced  by  the  adrenal  cortex  or  meta- 
bolized from  desoxy-cortico-sterone,  one  of  the  ad- 
renal cortex  hormones.  Production  of  estrogens  and 
progesterone  by  the  adrenal  cortex  is  often  not 
adequate  in  amount  to  prevent  acne  and  insure 
abundant  health. 

It  has  been  my  experience  that  most  girls  com- 
plaining of  acne  will  also  have  menstrual  irregu- 
larities and  other  adolescent  annoyances  such  as 
dysmenorrhoea  all  of  which  can  be  very  adequately 
treated  by  small  stimulating  doses  of  thyroid  extract 
alone.  Medication  can  generally  be  stopped  in  a 
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few  months  and  cure  expected.  Thyroid  extract 
should  be  considered  basic  therapy  for  these  dis- 
turbances and  usually  is  the  only  medication  needed 
for  cure.  BMR  tests  are  of  little  or  no  value  to 
indicate  need  for  thyroid  therapy  in  acne.  FBI 
tests  showing  TSH  effect  are  very  useful  and  should 
be  used  where  available  and  the  patient  can  afford 
the  expense. ^2)  However,  FBI  tests  are  not  indicative 
of  need  for  thyroid  extract  in  acne. 

Empirical  Use 

If  hormone  assays  are  not  available,  empirical  use 
of  thyroid  extract  or  Froloid  tablets  in  gr.  I/2  dosage 
is  safe  and  justified.'®'  At  times  0.1  mgm.  daily  of 
stilboestrol  for  a few  months  seems  to  promote  more 
rapid  improvement  in  chronic  and  severe  cases. 
Gonadogen  (Upjohn)  is  regularly  helpful  to  regulate 
adolescent  anterior  pituitary  function  in  those  girls 
whose  acne  is  severe  and  when  mild  hirsuitism  is 
also  present.  Seldom  is  other  therapy  needed  or 
desirable.  Although  other  endocrine  disturbances  do 
occur  which  require  special  therapy,  they  are  relatively 
uncommon  during  early  adolescence. 

Androgens  Secreted 

In  boys,  the  androgens  secreted  by  beginning  testes 
activity  increases  the  blood  androgen  level  as  com- 
pared to  estrogen.  Adolescent  goiter  is  much  less 
common  in  boys  than  in  girls  so  thyroid  dysfunction 
in  boys  is  seldom  suspected.  The  adrenals  are  another 
source  of  androgen  as  well  as  estrogen  secretion  in 
boys.  There  is  evidence  to  show  the  testes  also 
secrete  estrogens  in  some  quantity  as  well  as  andro- 
gens. Unless  there  is  congenital  abscence  of  the 
testes,  undescended  testes  which  have  become  atrophic 
or  castration  has  been  performed,  it  has  long  been 
my  clinical  experience  that  thyroid  extract  will  bal- 
ance androgen  — estrogen  secretion  in  boys  as  well 
as  girls.  Abnormal  under-function  of  the  testes  with 
inadequate  testosterone  secretion  is  not  often  asso- 
ciated with  acne.  Acne  regularly  appears  when  normal 
or  excess  androgen  secretion  is  not  balanced  by  estro- 
gen secretion.'^'  Just  why  small  dosage  of  thyroid 
extract  is  able  to  stimulate  the  anterior  pituitary, 
adrenal  cortex,  testes  and  thyroid  endocrine  system  to 
normal  balanced  secretion  thus  preventing  adolescent 
acne  may  not  be  adequately  explained  or  this  explana- 
tion accepted  by  physicians,  but  it  is  a clinical  fact. 
Seldom  is  it  necessary  or  desirable  to  use  stilboestrol 
or  Gonadogen  in  boys.^®' 

Soap  ami  Water 

Soap  and  water  cleaning  of  the  skin  of  the  face, 
neck  and  shoulders  followed  by  liberal  application 
of  an  alcoholic  astringent  lotion,  such  as  the  common 
after-shave  preparations,  is  helpful.  Cysts  and  black- 
heads must  be  removed  manually  when  present,  pre- 
ferably after  hot  soap  and  water  cleansing  to  soften 
the  sebaceous  material  in  the  pores. 

Creams,  ointments  and  other  therapy  applied  to 
the  skin  has  not  proved  to  be  adequate  therapy  nor 
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regularly  beneficial  in  my  experience  and  may  safely 
be  discontinued. 

Good  results  are  regttlarly  obtained  by  many  physi- 
cians with  X-therapy  to  the  skin  of  the  face  and 
shoulders.  Undesired  reactions  and  after  effects  are 
alv/ays  a potential  hazard.  I have  never  found  it 
necessary  to  use  X-therapy  for  acne  vulgaris. 

Diet  appears  to  have  no  part  in  the  etiology  of 
acne  despite  a long  tradition  to  that  effect.  Growing 
adolescents  need  carbohydrates  in  balanced  amounts 
to  maintain  weight  and  supply  calories  for  abundant 
energy.  Calorie  requirements  at  this  age  are  the 
greatest  in  the  life  of  any  individual.  It  is  a fact 
of  clinical  experience  that  restricting  sugars  and 
starches  from  the  diet  is  not  alone  regularly  helpful 
in  treatinc:  acne. 

Therapy  .Available 

Therapy  to  relieve  the  extensive  and  unsightly 
scar  and  keloid  formation  sometimes  encountered  is 
now  available.  This  treatment  is  not  for  the  acne 
and  should  not  be  started  until  the  acne  is  quiescent 
and  no  new  lesions  have  appeared  for  several  weeks. 
Hydrocortisone  ointment  locally  to  the  face  and 
shoulders  is  often  highly  effective  in  reducing  the 
amount  of  scar  tissue  and  shrinking  as  well  as 
decolorizing  keloids  of  any  size.  Injections  of  aqueous 
hydrocortisone  subcutaneously  into  the  keloid  is  more 
rapidly  effective  and  is  used  when  only  a few  areas 
need  therapy.  CAUTION  — hydrocortisone  therapy 
is  directed  at  the  scar  and  keloid  tissue  caused  by 
acne  vulgaris.  It  is  not  therapy  for  acne. 

Siiiiimary 

The  natural  tendency  of  the  endocrine  changes 
beginning  with  adolescence  to  rapidly  assume  the 
proportions  of  mature  adult  activity  explains  why 
most  adolescents  never  are  afflicted  with  acne.  In 
those  youngsters  whose  endocrine  balance  is  slow  in 
attaining  adult  maturity,  acne  and  other  complaints 
peculiar  to  adolescence  will  appear.  These  complaints 
will  be  intermittent,  of  short  or  long  duration  de- 
pending on  the  rapidity  with  which  balanced  endo- 
crine function  is  attained. 

Diet  has  a very  minor  if  any  part  in  causing  acne. 
Daily  soap  and  water  cleansing  followed  by  a mild 
alcoholic  lotion  is  sufficient  treatment  to  the  skin. 
Blackheads  when  present  must  be  expressed  manually. 
Subaceous  cysts  must  be  destroyed. 

Thyroid  extract  in  one  half  grain  or  one  grain 
dosage  daily  is  basic  therapy  for  adolescent  acne  in 
girls  and  boys.  Girls  often  improved  more  rapidly  with 
0.1  mgm,  stilboestrol  daily  for  a few  weeks  in  addi- 
tion to  the  thyroid.  Gonadogen  alone  or  in  addition 
to  thyroid  and  stilboestrol  medication  is  regularly 
helpful  in  achieving  cure.  Hydrocortisone  by  oint- 
ment or  injection  is  often  valuable  therapy  to  relieve 
unsightly  residual  scar  and  keloid  tissue. 
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Errors  in  Differential  Diagnosis,  by  Palpation,  of 
Incomplete  Hernia,  Hydrocele,  Varicocele  and 
Undescended  Testicle 

By  B.  F.  JennesS;  M.  D.,  Director  of  Health  Service,  Texas  Western  College,  El  Paso 


For  a long  time  I have  been  interested  in  the 
number  of  wrong  diagnoses  of  the  conditions  enumer- 
ated in  the  heading  of  this  article,  made  by  un- 
doubtedly competent  examiners.  The  errors,  without 
question,  were  made  by  hasty  and  incomplete  exami- 
nations. 

The  inguinal  canal,  in  health  a piotential  canal 
only,  may  become  a veritable  tube  containing  intes- 
tine, varicosities,  fluid  from  extension  of  the  tunica 
vaginalis  or  an  undescended  testicle  — not  to  men- 
tion lymphoid,  lipoid  and  malignant  tumors. 

Perhaps  the  most  frequent  diagnostic  error  in  this 
region,  coming  to  my  attention,  has  been  the  dif- 
ferential diagnosis  of  incomplete  inguinal  hernia  and 
hydrocele.  In  congenital  hydrocele  fluid  in  the  tunica 
vaginalis  may  be  much  or  little,  and  may  fluctuate 
in  its  amount,  thereby  causing  differences  in  scrotal 
tension. 

Visual  Test 

A large  hydrocele  should  cause  little  trouble  in 
diagnosis.  One  well  known  simple  test  is  visual.  It 
may  be  carried  out  by  rolling  paper  into  a tube  and 
lifting  the  scrotum  to  good  light,  when  the  tumor 
will  appear  translucent  if  the  tube  is  placed  against 
the  scrotal  skin  on  one  side,  and  the  tube  used  as 
a telescope.  A more  powerful  light  may  be  used 
instead  of  daylight.  Tapping  the  tumor  may  also 
send  a wave  of  fluid  causing  an  impulse  against  a 
finger  placed  at  some  little  distance  on  the  tumor. 

The  difficulty  seems  to  be  with  smaller  hydro- 
celes by  confusing  them  with  hernia.  A reliable  test, 
but  one  which  takes  a few  minutes  to  perform,  is  to 
place  the  patient  in  the  supine  position,  knees  flexed, 
and  inserting  the  fore  finger  well  up  the  inguinal 
canal,  the  patient  is  then  told  to  stand  erect,  the 
examiner  keeping  the  finger  in  the  canal  when  and 
after  the  patient  rises  from  the  table.  If  the  condition 
is  a hernia,  complete  or  incomplete,  and  was  reduced 
by  the  supine  position  or  gentle  manipulation  it  will 
not  descend  in  the  canal  — but  if  a hydrocele  is 
present  the  swelling  of  the  scrotum  or  of  the  lower 
part  of  the  canal  will  remain. 

Hurried  Exaininatiou 

One  would  not  expect  error  to  occur  in  diagnosis 
between  varicocele  and  hernia,  but  several  cases  have 
come  to  my  examining  room  stating  that  they  had 
been  told  they  had  a hernia,  or  having  such  notation 
on  their  record.  This  error  could  occur  only  by  hur- 
ried examination  of  the  external  genitals.  When 
varicosities  fill  the  scrotum  and  are  present  in  the 
inguinal  canal,  an  elongated  venous  thickening  at 
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and  above  the  external  inguinal  ring  might  be  mis- 
taken for  a descending  hernia  — but  only  if  the 
examination  was  made  without  exposing  the  scrotum. 

The  same  error,  and  for  the  same  reason,  may, 
and  does  occur  in  the  diagnosis  between  hernia  and 
undescended  testicle,  for  I have  seen  several  cases. 
Of  course  when  looking  for  a hernia  the  examiner 
should  palpate  the  scrotum  first  to  find  out  if  the 
hernia  might  have  become  a complete  one.  But  it 
seems  evident  from  my  experience  that,  in  a hurried 
inspection  and  palpation  for  incomplete  hernia,  the 
examination  may  consist  only  of  a finger  in  the 
canal  and  a brisk  cough  from  the  patient,  ivithoiit 
even  exposing  the  entire  genital  organs  and^  palpating 
the  scrotum  to  ascertain  if  any  testicle  is  present  there. 

In  such  a case  the  "lump  in  the  groin”  is  found, 
and  on  coughing  the  contraction  of  the  abdominal 
muscles  which  surround  the  canal  may  slightly  move 
the  testicle,  giving  the  sensation  to  the  examining 
finger  of  a hernia  impulse. 

Careful  Palpation 

Atrophy  of  the  testicle  also  may  cause  confusion 
in  diagnosis.  I recently  had  such  a case.  On  first 
examination  I could  not  find  the  testicle  in  the 
scrotum.  I therefore  concluded  it  was  undescended. 
I soon  found,  however,  that  the  inguinal  canal  was 
free,  and  in  a more  careful  palpation  of  the  scrotum 
I felt  the  atrophied  gland,  which  was  so  small  as 
to  almost  escape  detection. 

Perhaps  the  most  confusing  of  all  is  the  elusive 
testicle  which  in  patients  with  sensitive  reflexes  may 
be  drawn  up  by  the  cremaster  muscle  tight  against 
the  external  inguinal  ring,  or  even  into  the  canal 
through  a very  relaxed  ring.  This  condition  may 
simulate  an  incomplete  inguinal  hernia,  and  in  a 
hasty  inspection  be  misleading. 

Orchitis  is  another  condition  which  requires  careful 
consideration.  If  the  testicle  is  considerably  swollen, 
hernia  and  hydrocele  must  be  ruled  out  by  further 
examination,  and  tenderness  of  the  organ  calls  for 
careful  inspection  for  gonorrhea,  history  of  recent 
mumps,  or  trauma. 

Careful  History 

Large  inguinal  glands  have  been  mistaken  for 
incomplete  inguinal  hernia,  and  demand  a careful 
history  from  the  patient. 

Haematoma  of  the  scrotum  may  have  the  con- 
sistency of  a hydrocele,  but  discoloration  from  con- 
tusion should  settle  the  question,  although  a case  of 
scrotal  contusion  and  orchitis  from  falling  astride 
the  parallel  bars  in  the  gymnasium  recently  came  to 
(Continued  on  Page  491) 
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Three  Medical  Volumes  Reviewed 

By  Jack  C.  Postlkwaite,  M.  D.,  El  Paso 


pi{<  >CT(  HA  k;ic  AN\T(  hvi y 

Second  Edition 

By  R.  V.  Gorsch,  A.  B.,  M.  D.,  E,  E C.  S., 

E.  A.  P.  S„  D.  A.  B.  P. 

Clinical  Professor  of  Proctology,  New  York 

Polyclinic  Medical  School  and  Hospital 

The  Williams  & Wilkins  Co.  — Baltimore,  1955 

Eundamental  details  of  proctological  and  perino- 
pelvic  anatomy,  prepared  by  a super  specialist,  arc 
presented  in  a rather  brief  review,  totaling  301 
pages.  Considerable  reference  is  made  to  specialized, 
technical  and  statistical  medical  literature  to  empha- 
size the  importance  of  this  study.  One  can  feel  only 
as  the  author  does  that  the  review  of  this  book  would 
prevent  the  neophyte  surgeon  from  entering  into  the 
proctology  specialty  without  a basic  knowledge  of  the 
histopathology  and  perineopelvic  surgical  anatomy. 

We  find  multiple  technical  drawings  made  clear 
by  concise  and  descriptive  prose.  Unfortunately  prac- 
tically no  actual  color  photography  is  available,  which 
is  a shortcoming  of  the  entire  American  literature 
and  not  peculiar  to  this  book.  One  is  amazed  at  the 
far  reaching  technical  problems  of  the  proctologist 
and  one  now  realizes  the  limitations,  histologically 
and  anatomically,  of  the  average  surgeon  because  of 
insufficient  background  study.  Special  time  must  be 
alloted  for  such  chapters  as  — The  Anorectal  Mus- 
culature, The  Anal  Canal,  The  Pelvic  Eascia,  and 
The  Perineopelvic  Spaces. 

.\11  I ’radical 

All  chapters  are  made  practical  for  the  proctolo- 
gical specialist,  as  well  as  the  student  of  medicine, 
without  sacrificing  completeness  or  interest.  The 
occasional  comment  with  regard  to  functional  dis- 
turbances of  the  rectum  and  sigmoid  colon  are  cor- 
related with  the  problems  of  relaxation  of  the  pelvic 
diaphragm,  of  rectocele  and  cystocele,  of  the  adnexal 
and  uterus  displacements.  Endoscopic  and  other  diag- 
nostic considerations  are  related  to  fascial  plains  and 
localized  tissue  histology.  It  is  improbable  that  good 
cancer  surgery  could  be  anticipated  without  knowing 
the  partitions  and  spaces  of  the  peritoneum  and 
pelvis.  Efforts  at  simplifying  confusing  terminology 
in  the  anatomical  descriptions  is  of  real  interest. 
There  are  indispensable  considerations  of  the  dynamic 
mechanisms  of  the  pelvic  fascia  related  to  functional 
and  organic  disease.  Details  of  the  lymph  and  venous 
pathways  make  the  concept  of  radical  rectal  surgery 
within  the  grasp  of  all  readers.  Problems  as  complex 
as  referred  pain,  gastro-duodenal  spasticity,  spastic 
colitis,  constipation,  anal  spasm  and  autonomic  system 


imbalance  manifested  by  diarrhea  are  considered  with 
only  brief  reference  to  constructive  management. 

One  wishes  the  book  were  double  in  size,  balancing 
the  surgical  and  anatomical  presentation  with  chapters 
on  etiology,  pathogenesis  and  medical  treatment.  How- 
ever, little  dry  statistical  material  is  presented  to 
belabor  the  reader  and  the  book  woulcl  do  well  in 
the  library  of  all  surgeons  working  in  the  pelvic  and 
perioneal  regions. 

THE  MEDICAL  SIGNIEICANCE 
OF  ANXIETY 

By  Richard  L.  Jenkins,  M.  D., 

Chief,  Psychiatric  Research,  Psychiatry 

AND  NeUROLOC.Y  SERVICE 

Veterans  Administration,  Washin(,ton  25,  D.  C. 

Published  by  — The  Biological  Sciences  Eoundation, 
Ltd.  Washington  7,  D.  C.  — Price  $1.00 

Great  admiration  for  a specialty  writer  in  the  field 
of  psychiatry  who  reviews  the  subject  of  "Anxiety” 
in  46  pages  must  be  felt.  Particularily  when  one 
remembers  that  the  entire  field  of  psychiatric  liter- 
ature is  impeded  by  unintelligible  language  jargon 
and  a contemporary  Freudian  mysticism. 

One  can  for  the  first  time  sense,  if  not  actually 
grasp  and  interpret,  the  vague  problems  of  anxiety 
presented  by  our  office  patients.  The  tension  with 
rather  severe  organic  manifestations  can  be  more 
easily  recognized.  Subtle  unsolved  patient  conflicts 
need  not  discourage  the  practitioner  from  attempting 
to  alleviate  the  stress  syndrome  under  observation. 
What  appears  to  be  confusing  stages  of  anxiety  often 
are  manifested  by  functional  illness  and  represent 
secondary  gain.  The  alcoholic,  the  schizophrenic  and 
the  hysterical  patient  show  anxious  pre-occupation 
with  conflicts  precipitating  these  major  chronic  emo- 
tional problems.  Each  office  consultation  requires 
a careful  history  and  examination  with  an  inquiry 
and  evaluation  of  the  anxiety  present.  A vocabulary 
of  familiar  words  with  leading  questions,  such  as  — 
"are  you  tense,”  and  "do  you  worry,”  can  easily  open 
the  door  of  diagnosis  and  treatment. 

Iveys  To  Thera[>y 

The  patient  acceptance  of  an  illness,  and  the 
responsible  reassurance  by  the  physician  are  the  keys 
to  therapy.  Medications  used  to  control  the  stress 
mechanism  must  be  chosen  with  care.  Sedatives  are 
over  used  for  the  anxiety  sufferers.  Chlorpromazine 
and  Reserpine  may  be  contra-indicated  because  of 
rather  serious  side  effects. 

1.  The  calm,  understanding,  emotional  support  of 
the  physician,  2.  the  knowledge  that  management  or 
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amelioration  of  the  problem  is  possible,  and  3.  the 
security  of  knowing  that  a patient’s  physician  is  avail- 
able are  practical  devices  in  patient  anxiety  control. 
The  psychiatric  consultation  is  rarely  needed  unless 
major  psychosis  is  uncovered  in  the  anxious  patient. 
Characteristically,  anxiety  is  presented  in  the  form 
of  apprehension  without  a precise  knowledge  of  the 
disaster  anticipated  and  is  almost  always  a response 
to  an  internal  threat  of  the  integrity  of  the  mind. 
The  autonomous  state  of  individual  human  behavior 
is  towards  an  effective  homeostasis.  The  conflict  of 
decision  versus  indecision  must  be  resolved.  The 
neural-humoral  systems  and  their  response  to  stimuli 
or  stress  are  problems  of  the  future. 

Such  monographs  of  the  psychiatric  problems  and 
thinking  can  help  to  promote  better  diagnosis  and 
more  scientific  therapy  for  the  neglected  nervous  pa- 
tient. Each  doctor’s  library  would  be  improved  by 
having  these  publications  as  they  arrive. 


TRANSPLANTATION  OF  TISSUES  - VOL.  I 
- CARTILAGE,  BONE,  FASCIA, 
TENDON,  MUSCLE 

By  Lyndon  A.  Peer,  M.  D.  — Clinical  & 
Research  Director,  Rehabilitation  Center  for 
Plastic  & Reconstructive  Surgery, 

St.  Barnabas  Hospital,  Newark,  New  Jersey 
The  Williams  & Wilkins  Company, 
Baltimore,  1955,  Price  $13.50 

This  is  a highly  specialized  and  technical  presen- 
tation of  voluminous  reference  material  with  obvious 
extensive  personal  research  in  the  fundamentals  of 
tissue  transplantation.  One  is  impressed  with  the 
basic  tissue  histology  and  physiology  presented  and 
amazed  that  such  a "de  novo”  science  has  roots  of 
clinical  experimentation  throughout  the  past  two 
centuries.  The  problems  of  cell  survival  and  cell 
replacement  are  beautifully  reviewed. 

"The  biological  evolution  of  cells  seems  to  favor 
the  development  of  single  forms  into  more  and  more 
complex  structures.”  And  thus,  parallel  research  in 
viral,  genetic  and  immunologic  studies  have  given 
great  impetus  to  the  problem  of  tissue  transplant. 
Cell  differentiation,  ageing,  and  death  give  evidence 
of  a humoral  environment  of  growth  promoting  and 
growth  inhibitory  substances.  Such  chemical  reactions, 
however,  have  continued  to  elude  the  research  histo- 
logists. Specialized  tissue  is  proportional  to  the  intra- 
cellular substance  differentiation. 

Adverse  Effects 

The  shifting  from  amorphous  to  fibrous  intracel- 
lular substances  is  revealed  in  ageing  and  adversely 
affects  diffusion  from  capillaries  to  cells  and  vice 
versa.  Tissue  culture  techniques,  supravital  dyes,  fix- 
ation by  freezing  and  drying,  transparent  widows,  the 
phase  microscope,  the  dissecting  microscope  have 
contributed  in  tissue  research  to  fill  in  the  gaps  of 
plastic  surgery. 

The  latter  chapters  of  this  momentous  review  are 
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given  to  the  theoretical  and  practical  considerations 
of  transplantation  of  specialized  tissue.  The  conver- 
sion of  undifferentiated  mesenchymal  cells  and  their 
relationship  to  graft  survival  and  replacement  is  con- 
sidered. It  is  known  that  the  host  tissue  cells  gradually 
infiltrate  the  graft  and  replace  the  original  cells  and 
the  intracellular  substance.  Such  replacement  by  the 
host  tissue  infiltrates  often  resembles  the  original 
tissue  transplanted.  This  is  termed  "the  creeping  sub- 
stitution.” Thus,  the  cell  population  shows  evidence 
of  being  replaced  by  the  host  tissue  in  kind  and  the 
host  cells  giving  rise  to  a counterfeit  model  which 
is  a duplicate  of  the  original  transplant. 

Cell  Survival  Theory 

The  cell  survival  theory  proposes  that  the  cells 
of  free  autogenous  grafts  tend  to  survive  and  retain 
their  favorable  transplantation  sites.  Thus,  when  the 
cells  in  free  grafts  fail  to  survive,  the  graft  is  replaced 
by  connected  tissue  and  this  replacement  is  not  a 
duplicate  of  the  original  graft.  The  available  evidence 
would  indicate  that  all  free  grafts  conform  to  the 
cell  survival  theory  and  not  to  the  host  tissue  replace- 
ment theory.  The  behavior  of  human  tissue  grafts 
emphasizes  the  tenacious  and  usually  successful  effort 
of  cells  to  survive  and  retain  their  specific  tissue 
structure.  Thus,  the  graft  "take”  should  be  the  rule 
and  not  the  exception. 

This  is  an  extensive  and  distinguishing  review  by 
Dr.  Peer  which  has  required  a lifetime  of  work. 
It  is  Dr.  Peer’s  hope  to  add  several  volumes  to  this 
work  presenting  many  of  the  pre-clinical  and  clinical 
problems  of  plastic  surgery.  Considerable  study  would 
be  necessary  to  understand  entirely  the  reference 
material  given  in  this  volume.  However,  it  is  entirely 
possible  to  finish  this  volume  with  a working  knowl- 
edge of  the  tissue  cell  and  the  tissue  transplant. 
Particular  interest  by  groups  in  teaching  institutions, 
practicing  plastic  surgeons,  histologists  and  the  patho- 
logist can  be  predicted  and  reference  libraries  should 
make  it  available  on  request  for  the  rest  of  us. 

Adolescent  Acne  Vulgaris 

(Continued  from  Page  483) 
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Pki  si  N I A ri(  iN  oi'  ( \si  H'l'  Dr.  |a(  k Posiiiwaiii 


I lislor\  : 

Dr.  M.  Niilliaii  KIrltan: 

I his  (i‘-)  year  oKI  Latin  Ameritan  wrIovvciI  Iiulisc* 
wife  entercil  1:1  Paso  (leneral  Hospital  lor  tlie  secoiul 
time  on  May  2 1,  P-tss,  in  coma. 

One  month  hetore  her  first  arlmission  on  jamiary 
31,  19^1^,  the  patient  notkei)  in  lier  lett  axillary  re- 
gion a "sore,  ' a s[seiimen  ol  whuh  was  reniovecl  lor 

biopsy  in  vSur^ery  C him  alter  she  was  seen  m the 

'Lumor  riinir.  The  patient  was  admitted  to  the 

d'uberuilosis  Ward  with  a diagnosis  of  granuloma, 
type  unknown,  |snssibl)'  tuheruilous.  d he  [salient  was 
presiously  well  except  tor  poor  vision  and  slight 
ankle  edema.  .Seven  }'e.irs  e.irlier  her  luish.md  lud 
died  ol  tubenulosis. 

On  physical  examination,  the  temper.iture  w.is 

102.  I,  pulse  lot),  respiration  2.S,  and  blood  pressure 
17l)/t)S.  d'here  w .is  ,i  yr.mulom.i  low  m the  left 
axilla.  The  riuht  lens  .ippe.ired  op.ujue.  A few  re- 
m.iinint;  teeth  were  in  [soor  condition.  Sc.ittered  r.des 
were  he.ird  over  the  hmi;  lields.  The  Ic-lt  border  oi 
cardiac  dullness  was  percussed  ne.ir  the  .interior 
.ixillar}'  line.  Lhe  rhythm  vv.is  sinus  with  occ.ision.d 
premature  systole.  No  murmur  vv.is  he.ird.  d'liuv 
were  no  positive  .ibdomm.d  1 inclines.  Mild  .inkle 
edem.i  VV.IS  present.  Pelvic  on  16th  hospit.il  d.i)’: 
"I’oul  exLid.ite.  'I'here  is  .i  l.iree  (selv  ic  m.iss  which 
extends  to  the  umbilicus  .iiul  almost  fills  the  pelvis.  " 


'Pile  recorded  mterv.il  history  .it  the  time  ol  re- 
.icimission  on  M.p'  2 1,  loss,  was  sp.irse.  .SvvelhiiL; 
of  the  neht  lee  receded,  but  .morexi.i  developed,  .ind 
the  [s.itieiit  lost  fifty  [sounds,  lhe  skin  broke  down 
over  [sressLire  [somts.  (.uiiuhce  vv.is  observed,  bec.iuse 
she  l.i[ssed  into  com.i  the  p, it  lent  w .is  brought  b.ic  k 
to  the  hos[sit.il. 

Sr<'<m<l  \4i11sissiog1 

I ios[sit.il  course  ( second  admission  ) : on  .idmission, 
the  [s.itient  w.is  unres[sonsi ve  to  [s.imtui  stimuli  .iiul 
W.IS  dee[s|y  [.umdiced.  Tem[ser.iture  OS.  1.  Pulse  S(> 
Rc  s|sir.'tion  2-t.  Hlood  [sressure  Ol/si),  There  were 
decubitus  ulcers.  No  .iddition.il  [shysic.il  1 inclines 
were  recorded.  'Lhe  [s.itient  vv.is  y;ivcn  11)1)0  ic. 
s [ser  cent  t^lucose/D  W.  i-v  .md  son  i,,,,  of  the  s.ime 
fluid  subc  ut.meously.  'I'he  urine  vv.is  described  .is 
d.irk  brown  .md  foul  smelhii”.  .She  w.is  .ible  to  t.ike 
a tew  S|[SS  ol  tom.llo  juice.  ( )n  the  d.iv  lollovviii” 
.idmission,  lhc‘  [S.itient  mo.ined  .iiul  com[si.imed  of 
[s.im  m her  .irms.  There  vv.is  vomiting  "I  .1  [sink 
hc|uid  m.iteri.iL  Poul-smellm^  d.irk  blood  vv.is  noted 
on  the  vulv.i  or  rectum,  ,md  .1  llmk  bloodv  disih.irite 
from  the  v.ium.i  or  bkidder.  d'here  vv.is  sii!,dit  edeiiu. 
Res[sir,itions  bec.ime  irreyul.ir  ,md  l.il'ored,  I em[ser.i- 
ture  Ot).  I (R).  Pulse  72.  Res[sir.it!on  2 t.  I ie.irt  be.it 
.ind  res[sir.itions  ce.ised  2 I hours  .liter  .idmission, 

Lisbotnilory  I'imHiii^s : 


iro.s|Hl:il  To  MIX' 

Hospital  course  (tirst  admission):  di.irrhe.i,  [sres- 
ent  on  admission,  consistinr;  of  many  soft  .ind  vv.itery 
stools,  was  treated  with  K.io[sect.ite,  [s.ire_i;oric , sulf.i- 
eu.midine,  and  cremosuxidme  .md  subsided  by  the 
10th  hospital  d.iy.  Three  units  of  blood  vvere_c;iven 
because  ot  the  .inemi.i.  ( )ii  the  I2lh  lios|sit.d  d.iy  .1 
thoracentesis  was  .ittempted  through  the  7fh  inter- 
cost.il  s[s.ue  in  the  posterior  .ixill.iry  line  (side  not 
specified),  but  no  tluid  was  obtained,  (i.intrism, 
one  ,ur.im  c[.  i.  d.,  was  _”iven  startup”  on  the  16th 
hos[sital  day  .ind  was  continued  until  disch.iree.  ( )n 
the  same  d.iy,  m.issive  edem.i  of  the  riyjht  le,”  extend 
iiu;  to  the  uroin  with  warmth  but  no  [sain  vv.is  noted, 
.md  tre.ited  with  elev.ition  startini;  two  d.iys  kiter. 
The  [S.itient  w.is  tr.insf erred  to  the  sury;ii.d  vv.ird. 
f hloronncetin  w.is  bcyjun  on  the  27th  d.iy.  After 
the  first  sever. il  d.iys  there  w.is  only  low  er.ule  fever, 
but  it  rose  .ibove  0S.(>  only  once  duriii”  the  List  three 
days.  The  [S.itient  ,ite  well  .md  felt  |^e[i[sy"  during’ 
the  last  week  or  two.  f ondition  ol  the  lee;  w.is  not 
recorded  at  the  time  of  disilur^e  on  M.iri  h s,  lOs^. 
The  [S.itient  was  to  be  followed  in  Tumor  ( linic. 
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February  1,  toss;  Hb.  s.6  e;ms, ; RHt  2.0 1 : 
Hem.itocrit  2T  WHC  ls,2si);  ,Se,s,;s 
01),  st.ibs  I,  lyni[shs  tv 

Febru.iry  ■>,  Kline  exclusion  ne,e;.itive. 

Hrme:  .imber,  .uid,  ,S.  G.  c[.  n.  s., 
.ilbumm  tr.ice,  NX'Hf  3s- it)/|  IPI7 
RBC.  3-l/HPF  ((.ith.  s[secimen). 

Febru.iry  s,  Hb.  1 2.1  (.itter  3 units  blood). 

Febru.iry  7,  Hrine:  yellow,  .u  id,  ,S.  (i.  c[.  n.  s., 
.ilbumm  I T , su,e;.ir  iiee;.itive,  .icetone 
ne,t;.itive,  \Xd3(  ' lo.ided/HPF,  RIK, 
none. 

Febru.iry  2‘i,  ( iilture  ol  cervu.il  svv.ib:  ,e;r.im  [sosi- 
tive  cocci,  ,e;r.im  ne,i;.itivc  b.uilli, 
,e;r.im  iieL’.ilive  di[s|o((uci. 

February  2S,  I lb.  0.7;  RH(  3,20;  \VH(  I'lStll); 

.Scl;s  (if),  lym[s|is  27,  b.isos  I,  eos,  6, 

M.iy  2 1,  Hb.  0.0;  RFC  2.0  i;  WIT  I I, ()()(); 
.Sc”s  ,S0;  lym[shs  It),  monos  I. 

M.i)'  2s,  131  I'N  16;  uterus  index  OS. 2;  serum 
bilirubin,  direct  12.1;  indirect  IS.l. 

Pi.l 


Tissue  report : 

January  17,  1955:  "The  section  shows  a piece 
of  skin.  The  epidermis  is  intact. 
Beneath  the  epidermis  there  is  a 
severe  inflammatory  process  charac- 
terized by  small  nodules  with  a 
number  of  Langhans  giant  cells, 
lymphocytes,  and  plasma  cells.  Mini- 
mal necrosis  is  present.  Special  stains 
reveal  the  presence  of  small  fungus 
spores  within  the  tissue.  These  are 
found  to  be  especially  close  to 
Langhans  giant  cells.  In  view  of 
the  smallness  of  the  spores,  histo- 
plasmosis should  be  considered.” 

Skin  tests  with  tuberculin,  histoplasmin,  and  cocci- 
dioidin  during  the  first  hospital  admission  were 
negative. 

X-rays : 

January  31,  1955:  Chest:  "Changes  consistent 

with  pulmonary  congestion  secon- 

dary to  cardiac  decompensation." 

February  12,  1955:  Barium  enema:  "Findings 

consistent  with  straightening  of  the 
sigmoid  colon  secondary  to  extrin- 
sic pelvic  mass.  Findings  consistent 
with  calculous  cholecystitis.  Changes 
in  the  mucosal  pattern  consistent 

with  a colitis.” 

February  19,  KUB : "Findings  consistent  with  soft 
tissue  mass  in  pelvis.” 

Dr.  Bernstein: 

Before  we  start  the  clinical  discussion,  I would 
like  to  mention  an  additional  finding  at  the  physical 
examination,  namely  that  the  fistulous  tract  present  at 
the  first  examination  had  completely  healed  and  that 
instead  there  was  a well-healed  depressed  scar  on  the 
left  side  of  the  thorax  in  the  region  of  the  5th  rib.  A 
photograph  of  the  biopsy  taken  on  January  17th  shows 
a granulomatous  process  with  little  necrosis,  Langhans 
giant  cells,  and  numerous  fungus  spores.  These  spores 
are  extremely  tiny  which  suggests  histoplasmosis. 
However,  we  were  not  able  to  demonstrate  any  or- 
ganisms in  culture,  and,  in  addition,  on  one  slide  a 
large  capsule  surrounded  the  small  spores  so  that  we 
cannot  rule  out  coccidioidomycosis.  We  therefore 
should  limit  the  diagnosis  to  the  statement  that  this 
is  a granuloma  caused  by  fungi  without  being  too 
specific  about  the  type  of  fungi  present. 

X-ray  Findings 

Dr.  Charles  McVaugli: 

On  the  first  examination  we  see  the  left  costo- 
phrenic  angle  obliterated  by  thickened  pleura  and 
probably  some  fluid.  There  appears  to  be  some  left 
ventricular  hypertrophy  as  seen  in  both  views  and 
there  is  also  a slight  increase  in  the  pulmonary  mark- 
ings in  the  right  costo-phrenic  angle.  There  is  also 
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a generalized  increase  in  the  pulmonary  vascular 
shadows  and  these  findings  may  all  be  due  to  a 
pulmonary  congestion.  The  findings  in  the  right  base 
are  consistent  with  a virus  or  a typical-type  pneumo- 
nia. The  changes  in  the  left  base  in  view  of  the 
increased  vascularity  of  the  lungs  could  be  due  to  an 
infarction. 

In  the  presence  of  a pulmonary  congestion  secon- 
dary to  cardiac  decompensation,  usually  the  right  base 
develops  pleural  effusion  before  the  left;  however, 
that  is  not  always  so,  but  in  view  of  the  fact  that 
there  is  fluid  in  the  left  base  and  none  in  the  right 
the  changes  in  the  left  base  could  be  caused  by  an 
infarction  rather  than  by  a pulmonary  congestion 
with  pleural  effusion.  Subsequent  examination  of 
January  17th  reveals  some  clearing  of  both  lung  fields. 

There  is  an  actual  decrease  in  the  pulmonary  vas- 
cularity but  no  significant  change  in  the  findings  of 
the  left  base,  and  I believe  this  in  all  probability  is 
due  more  to  old  pleural  changes  than  very  much  fluid. 
The  contour  of  the  shadow,  the  concavity  of  it,  is 
more  suggestive  of  pleural  thickening  than  of  a very 
large  amount  of  fluid.  At  this  time  we  note  the 
catheter  extending  into  the  soft  tissue  in  the  chest. 
I presume  that  this  is  where  the  excisional  biopsy  of 
the  draining  sinus  was  made.  In  view  of  the  history 
of  the  granulomatous  lesion  of  the  chest  wall,  you 
would  suspect  a possible  pulmonary  infection  or 
granulomatous  disease  of  the  lungs. 

No  Definite  Evidence 

I see  no  definite  evidence  of  it.  There  are  old 
calcified  glands  of  both  hilar  areas,  but  I see  no 
evidence  of  an  active  pulmonary  infection  as  you 
might  see  with  tuberculosis  or  one  of  the  fungus 
diseases.  I see  no  evidence  indicating  pulmonary 
metastases  which  might  account  for  changes  in  the 
left  base.  On  the  12th  of  February,  there  was  a 
barium  enema  which  reveals  no  evidence  of  an 
intrinsic  lesion  of  the  colon.  There  is  some  upper 
displacement  of  the  sigmoid  loop  instead  of  the 
normal  curvature.  It  does  arise  direaly  out  of  the 
pelvis.  Occasionally  this  occurs  normally,  but  here  in 
this  particular  case  it  may  be  due  to  a pelvic  mass 
as  there  is  some  haziness  in  the  pelvic  area. 

There  is  a large  calcification  in  the  right  upper 
quadrant  in  the  usual  location  of  the  gallbladder.  It 
resembles  a large  gallstone.  I see  no  evidence  of 
metastases.  Survey  films  of  the  abdomen  on  the  19th 
of  February  reveal  no  evidence  of  an  intestinal  ob- 
struction. There  is  a large  poorly-defined  shadow 
filling  the  entire  pelvis  and  rising  up  as  high  as  the 
top  of  the  sacrum  or  of  the  5th  lumbar  vertebra.  It’s 
ill-defined  and  it  may  be  an  enlarged  uterus  or  tumor. 
The  upper  abdomen  appears  clear.  I do  not  get  the 
impression  that  there  is  fluid  in  the  abdomen  at  this 
time;  rather  that  this  is  an  indefinite  mass  in  the 
pelvis  rather  than  an  ascites.  In  view  of  the  history, 
a tuberculous  peritonitis  or  tuberculous  endometritis 
or  even  fungus  infection  involving  the  genito-urinary 
tract  is  possible. 
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Chest  X-rays 

The  chest  X-rays  and  barium  enema  of  the  flat 
plate  of  the  abdomen  reveal  no  specific  lead  to  the 
diagnosis  which  might  conform  with  the  known 
biopsy  of  the  fungus  infection  in  the  chest  wall.  The 
positive  findings  are  the  pleural  involvement  of  the 
left  lower  chest,  some  cardiac  enlargement  with  evi- 
dence of  pulmonary  congestion,  a palpable  soft  tissue 
mass  in  the  lower  abdomen  and  bony  pelvis  with  no 
evidence  of  malignancy  or  metastases  to  the  visible 
skeletal  structures  or  the  lungs,  and  a cholelithiasis. 

Differential  Diag;nosis 
Dr.  Jack  Postlewaite; 

Somehow,  we  in  the  medical  profession  have  never 
come  to  use  the  full-body  film  as  do  the  chiropractors. 
I'm  inclined  to  use  all  the  advantageous  methods  that 
can  he  used  in  diagnosing  this  case. 

First,  the  diagnosis  was  obviously  histoplasmosis. 
'We  are  going  to  discuss  histoplasmosis  toinght.  Sec- 
ondly, I expected  the  X-ray  man  to  show  us  the  carci- 
noma metastases.  This  lady  is  in  the  carcinoma  age. 
She  lived  and  died  a carcinoma  death.  That  should 
be  the  diagnosis  but  we  can  throw  that  out  because 
the  X-ray  man  didn’t  see  it.  We’re  able  to  see  that 
every  organ  in  this  body  is  involved,  but  that’s 
reasonable.  She’s  69  years  old,  and  she  died  a rather 
prolonged,  slow,  smouldering  death  with  anemia 
being  an  outstanding  finding.  So  there  obviously 
should  be  bone  changes  of  anemia  which  the  X-ray 
man  should  have  told  us  about.  Well,  certainly  she 
had  more  than  anemia.  She  had  weight  loss  which 
doesn’t  seem  too  apparent  on  these  films,  and  she 
had  an  enlarged  heart  which  may  be  a reflection  of 
anemia  but  another  problem  comes  to  mind.  I think 
I see  calcium.  So  she  has  arteriosclerotic  heart  disease 
which  may  or  may  not  be  secondary  to  a degenerative 
process  or  perhaps  some  valvular  lesion,  or  perhaps 
lastly  hypertension. 

Luiifss  Involved 

Furthermore,  we  see  the  lungs  are  involved,  and 
here  is  where  the  mystery  of  the  case  has  left  us. 
We  had  a description  of  histoplasmosis.  Now  the 
spore  of  histoplasmosis  is  just  as  characteristic  as  is 
the  identification  of  a leukemia  cell.  On  the  pro- 
jected slide  we  saw  giant  cells  which  may  be  nothing 
but  foreign  body  giant  cells  with  vacuolations,  and 
we  saw  fungus  spores.  Now  we’re  forced  to  talk 
about  giant  cells.  Presumably,  giant  cells  can  be 
seen  in  most  of  the  granulomatous  diseases  so  we 
must  consider  the  etiologic  problems  of  the  fungi. 
Tuberculosis  shouldn’t  be  left  out.  Other  granulo- 
matous processes  are  seen  in  the  spirochetal  diseases 
and,  last  but  not  least,  one  must  consider  some  of 
the  intermediary  diseases  between  malignancy  and 
infection,  and  Hodgkins’  is  an  outstanding  example 
of  this.  We  have,  however,  identified  an  organism. 
If  this  isn’t  just  an  incidental  finding,  a red  herring, 
we  are  faced  with  a fungus  infection  in  which  histo- 
plasma  should  be  discussed.  Sporotrichosis  doesn’t 


do  this ; at  least,  we  don’t  see  it  much  in  this  area. 
It’s  usually  a skin  disease.  It’s  usually  limited  to 
certain  occupations. 

Coccidioidomycosis 

Coccidioidomycosis  is  endemic  in  this  area  and 
we  do  see  cases  of  the  fulminating  type;  it  occurs 
about  once  in  1,000  cases  of  coccidioidomycosis 
which  we  see  clinically.  They  die  of  this  disease 
usually  of  meningitis,  but  the  disseminated  form  is 
not  unlike  that  of  disseminated  tuberculosis  or  dis- 
seminated histoplasmosis.  Histoplasmosis  can  be  iden- 
tified in  cultures.  The  one  outstanding  characteristic 
of  histoplasmosis  cultures  is  the  serrated  edge,  and 
thus  it  looks  very  much  like  the  cog-wheel  of  a watch, 
having  a serration  on  the  edge  much  different  from 
the  smooth  edge  of  the  spore  of  coccidioidomycosis. 

The  next  organ  that  we  see  involved  is  the  liver. 
She  died  terminally  of  jaundice.  One  can’t  explain 
this  specifically  unless  it  was  metastasis  or  unless  it’s 
a granulomatous  involvement  with  obstruction  of  the 
hepatic  system.  She  was  jaundiced  and  she  died  very 
shortly  thereafter. 

She  had  received  multiple  transfusions  and  one 
wonders  if  this  was  hypersplenism,  whether  this  is 
a terminal  form  of  splenic  anemia,  or  whether  this 
is  just  hemolytic  jaundice  which  occurs  in  many 
very  sick  patients.  We  have  then  tiie  renal  system 
involved.  One  must  pay  attention  to  the  kidneys 
inasmuch  as  there  are  on  catheterized  specimens  posi- 
tive urine  findings  of  blood,  pus,  and  albumin.  One 
is  inclined  to  wonder  then  if  the  kidney  is  the  source 
of  a neoplastic  process  and  if  we  are  dealing  with 
a disease  here  that  could  have  been  investigated  fur- 
ther by  a more  exacting  X-ray  technitjue. 

Speculation 

This  not  having  been  done,  we  must  speculate. 
I’m  inclined  to  believe  that  in  the  terminal  situation 
we  have  a biochemical  depression  of  renal  function. 
Next,  the  genital  organs:  and  here  I must  remind 
all  of  us  that  the  most  common  neoplastic  processes 
in  the  female  are  palpable  and  diagnosable  on  early 
examination.  Seventy-eight  per  cent  of  the  neoplastic 
processes  of  the  female  are  diagnosable  on  physical 
examination. 

So  one  would  not  want  to  overlook  this  mass  and 
would  like  more  information  with  regard  to  Papani- 
colaou’s study,  biopsy  if  possible,  etc.  The  final 
symptom  of  importance  to  me  was  diarrhea;  thus, 
the  gastro-intestinal  system  could  perhaps  have  been 
further  investigated  in  an  upper  G.  I.  examination. 
We’d  like  to  know  if  a mass  was  fixed  in  the  system. 
It  would  be  of  importance  if  biopsy  were  possible. 

Etiolofjical  Processes 

Now  to  take  up  etiological  processes:  neoplasm 
seems  the  obvious  probability  by  virtue  of  the  multi- 
plicity of  involvements,  the  anemia,  the  discharges 
that  were  noted  coming  from  vulva,  rectum,  vagina, 
and  bladder.  It  also  fits  the  terminal  clinical  mani- 
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festations  of  the  illness.  Thus,  malignancy  of  all  of 
these  organs  is  certainly  possible  if  not  probable, 
metastasis  being  the  terminal  situation.  That  would 
make  the  chest  biopsy  a red  herring.  It  would  mean 
that  we  have  two  diseases.  The  biopsy  findings  are 
of  secondary  importance  and  not  related  to  the  pa- 
tient’s death. 

The  second  possibility  concerns  the  diseases  causing 
granulomatous  tissue  response  and  giant  cell  forma- 
tion. We  mentioned  the  bacterial  type  and  the  neo- 
plastic type  (Hodgkins’  being  outstanding).  Meta- 
bolic and  degenerative  diseases  do  not  give  the 
granulomatous  response  in  tissue. 

Final  Remarks 

The  final  remarks  should  be  directed  towards 
the  terminal  biochemical  situation.  She  developed 
jaundice;  she  developed  renal  disease.  I feel  that 
the  anemia  must  have  continued  or  persisted  in 
spite  of  transfusion.  One  wonders  if  she  didn’t 
develop  an  acidosis,  if  there  wasn’t  lactic  acid  accu- 
mulation, if  the  electrolytes  didn’t  change  accordingly, 
and  whether  she  died  in  a terminal  state  of  uremia, 
renal  shutdown,  and  hepatic  insufficiency.  I believe 
that  we  are  dealing  with  a neoplastic  process.  First, 
a carcinoma  is  statistically  more  probable;  Hodgkins’ 
must  be  thought  of.  The  obvious  diagnosis  from 
the  protocol,  if  it  is  not  a red  herring,  is  histo- 
plasmosis. Now  histoplasmosis  is  a disease  that  is 
very  uncommon  in  our  clinical  work  in  this  area.  I 
believe  it’s  uncommon  because,  first,  we  don’t  look 
for  it  first  and  because  we  don’t  have  a high  mortality 
rate  in  this  area  from  it;  thus  we  don’t  see  these 
cases  here.  But  people  come  into  the  area  from  the 
Mississippi  valley,  Ohio  valley,  and  Tennessee  valley, 
and  bring  this  disease  to  us.  Chances  are  good  they’ll 
be  benign  cases.  The  disseminated  form  is  rare; 
the  deaths  are  now  numbering  into  the  hundreds; 
whereas,  when  Darling  described  it,  he  described  it 
with  very  few  cases,  one  or  two  in  the  Panama 
district. 

Original  Cultural  Technique 

There  was  a professor  of  mine  w.ho  did  the 
original  cultural  technique  in  Goodpasture’s  labora- 
tory in  1934  and  the  clinical  work.  Less  than  eight 
or  10  years  ago  we  had  88  cases.  There  are  many 
more  added  to  this  by  the  group  at  Vanderbilt. 
Histoplasmosis  is  a fungus  disease.  It  is  very  difficult 
to  diagnose  but  is  characterized  clinically  by  anemia, 
emaciation,  lymph  adenopathy,  splenomegaly,  and 
hepatomegaly.  The  biopsy  is  the  diagnosis.  It  is 
difficult  to  obtain  a positive  secretion  or  sputum  as 
it  is  in  coccidioidomycosis.  The  pathology  is  a gener- 
alized dissemination  of  fungus  in  spore  form  and 
tissue  involvement  with  granulomatous  response. 
Death  is  very  rapid  in  the  case  of  the  disseminated 
disease.  The  fatal  cases  are  characterized  by  their 
emaciation,  anemia,  and  rapid  downfall. 

Dr.  Joe  C.  Carter : 

The  jaundice  could  perhaps  be  explained  as  a 
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homologous  serum  jaundice,  or  a hepatic  jaundice 
from  the  transfusion,  or  perhaps  from  a carcinoma 
of  the  pancreas. 

A Physieian : 

I was  going  to  ask  Dr.  Postlewaite  why  he  dis- 
missed the  possibility  of  this  being  a bacterial  granu- 
loma like  tularemia,  for  example. 

Dr.  Bornstein : 

May  I be  permitted  to  answer  the  question  for 
Dr.  Postlewaite.?  Firstly,  we  found  a convincing 
etiological  agent  on  the  slides,  namely,  a fungus. 
Secondly,  the  histological  picture  is  not  compatible 
with  tularemia  because  in  tularemia  we  have  few 
giant  cells  and  large  sharply-demarcated  areas  of 
caseation  necrosis. 

Clinical  Diagnosis : 

1.  Generalized  histoplasmosis. 

Dr.  Postlewaite’s  Diagnosis: 

1.  Generalized  carcinomatosis. 

2.  Histoplasmosis. 

Anatomical  Diagnosis : 

1.  Adenocarcinoma  of  the  gallbladder  with  direct 
extension  to  the  liver  and  metastases  to  the  liver 
parenchyma  and  regional  lymph  nodes. 

2.  Complete  obstruction  of  the  common  bile  duct 
by  tumor. 

3.  Icterus. 

4.  Duodenal  ulcer. 

5.  Chronic  pyelonephritis. 

6.  Caseating  fistulous  tract,  left  pleura. 

7.  Caseation  lymphadenitis,  minimal. 

Pathological  Discussion 
Dr.  Bornstein: 

On  autopsy,  the  following  observations  were  made : 
the  body  was  that  of  an  elderly  fairly  well  nourished 
woman  who  was  severely  jaundiced.  In  the  region 
of  the  5th  rib  on  the  left  side  there  was  a well-healed 
small  surgical  scar.  No  sinus  tract  was  noted.  Upon 
opening  the  thorax,  there  was  marked  thickening  of 
the  pleura.  Within  the  thickened  pleura  on  the  left 
side  there  was  a small  focus  of  caseation  necrosis. 
The  findings  in  the  abdomen  centered  around  the 
liver  and  gallbladder.  The  gallbadder  was  distended 
and  on  opening  contained  a large  stone.  All  of  the 
gallbladder  adjacent  to  the  liver  bed  was  tremen- 
dously thickened  and  a tumor  was  seen  which  grew 
directly  into  the  liver  parenchyma  producing  a grayish- 
white  nodule  on  the  liver  surface  which  measured 
4 cm.  in  greatest  diameter. 

Complete  Obstruction 

In  addition,  the  tumor  grew  infiltrating  along  the 
wall  of  the  gallbladder  into  the  common  duct  and 
produced  a complete  obstruction  of  the  common  duct. 
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Additional  findings  consisted  of  an  unrelated  duo- 
denal ulcer  and  some  caseated  lymph  nodes  in  the 
retroperitoneal  space.  In  addition,  both  kidneys 
showed  a necrotizing  inflammation  ot  the  renal 
pelvis  which  extended  into  the  ureters.  On  micro- 
scopic examination,  the  tumor  was  a typical  adeno- 
carcinoma arising  in  the  biliary  system.  The  retro- 
peritoneal lymph  nodes  and  the  necrotic  area  in  the 
pleura  showed  caseation  necrosis  but  no  organisms 
were  demonstrable. 

Two  Diseases 

It  is  obvious  that  we  are  dealing  with  at  least 
two  diseases;  firstly,  a fungus  infection  which  by 
the  time  of  autopsy  had  nearly  burned  itself  out  and 
was  of  no  clinical  importance,  secondly,  a carcinoma 
of  the  gallbladder  which  by  obstruction  was  mainl}’ 
responsible  for  the  death  of  the  patient.  The  renal 
damage  should  be  considered  a contributory  cause. 
Carcinomas  of  the  gallbladder  in  general  have  a 
highly  unfavorable  prognosis.  They  grow  and  develop 
rapidly.  It  is  quite  probable  that  the  carcinoma  was 
not  even  present  when  the  patient  first  was  seen  with 
her  fistulous  tract.  As  is  commonly  the  case,  the 
carcinoma  appeared  in  a middle-aged  woman  who 
had  a cholelithiasis  of  long  standing. 

Tliirtl  Consecutive  Case 

This  is  the  third  consecutive  clinical  pathological 
conference  in  which  we  have  presented  a carcinoma 
appearing  in  a patient  who  suffered  from  another 
disease  for  a considerable  length  of  time.  I think 
these  cases  illustrate  the  bizarre  and  unpredictable 
behavior  of  carcinomas  and  should  stimulate  us  to 
have  the  courage  of  making  two  separate  diagnoses 
when  the  evidence  is  such  that  we  cannot  account 
for  all  the  clinical  symptoms  by  ascribing  them  to 
one  disease.  These  three  consecutive  cases  of  malig- 
nancies superimposed  upon  a preexisting  active  dis- 
ease have  been  encountered  during  a relatively  short 
span  of  time.  I am  mentioning  this  to  emphasize 
again  that  we  have  not  picked  something  rare  and 
unusual  but  have  tried  to  present  a problem  which 
may  be  encountered  in  daily  practice. 


Colonel  Stapp  of  Alamogordo  Featured 
on  Cover  of  Time 

Lt.  Col.  John  Paul  Stapp,  Air  Force  surgeon, 
who  is  in  charge  of  the  Aero- Medical  Field  Labo- 
ratory at  Holloman  Air  Force  Base  near  Alamogordo, 
N.  M.,  was  featured  in  the  Sept.  12  issue  of  TIME 
magazine. 

Born  in  Brazil,  the  son  of  an  American  missionary. 
Col.  Stapp  received  his  M.  D.  from  the  University 
of  Minnesota  Medical  School  and  has  been  engaged 
in  rocket-sled  research  for  the  Air  Force  since  shortly 
after  the  end  of  World  War  II.  He  is  the  brother 
of  Dr.  Celso  C.  Stapp  of  El  Paso,  president  of  the 
Southwest  Obstetrical  and  Gynecological  Society. 

Commenting  on  Col.  Stapp’s  current  research, 
TIME  magazine  said: 

".  . . he  is  getting  ready  to  prove  his  carefully 
calculated  theory  that  a jet  pilot  can  stand  the  wind 
blast  of  a bail-out  ...  at  40,000  ft.  . . . provided  he 
is  properly  helmeted  and  harnessed  tightly  to  an 
ejection  seat.  If  Space  Surgeon  Stapp  is  right,  military 
aircraft  operating  at  that  speed  and  altitude  will  not 
need  complex  and  costly  ejection  capsules  to  protect 
escaping  pilots.  The  saving  in  weight  will  greatly 
increase  the  planes'  performance,  make  them  deadlier 
fighters,  give  their  pilots  a greater  chance  to  survive 
a war  in  the  air  and  furnish  invaluable  data  for 
future  space  flight.” 

Errors  in  Differential  Diagnosis 

(Continued  from  Page  484) 
my  attention,  and  while  aspiration  was  not  done,  I 
felt  sure  that  a bloody  fluid  filled  the  tunica  vaginalis 
causing  a traumatic  hydrocele.  The  case  made  an 
uneventful  recovery  in  a month. 

I have  always  felt  that  the  scrotum  was  a neg- 
lected area  in  hurried  physical  inspections,  and  that 
it  would  bear  sharper  scrutiny,  and  more  careful  pal- 
pation. The  undue  modesty  of  some  patients,  how- 
ever, and  the  evident  embarrassment  caused  them  by 
a thorough  inspection  of  the  genitals  undoubtedly 
influences  the  examiner,  and  tends  to  lessen  the 
efficiency  of  these  examinations. 
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Sweeney’s 


FOR  PRESCRIPTIONS 

MILLS  BLDG.  — PHONE  3-4445  — EL  PASO,  TEXAS 

CITYWIDE  DELIVERY  SERVICE 
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ScutkmMet’H  Sutficai 

Your  Complete  Source  in  The  Southwest  For  All  Ethical 
Medical  Equipment  and  Supplies 

EL  PASO  ALBUQUERQUE  TUCSON  PHOENIX 


HARDING  ...  ORR 

Funeral  Home 

9 

EL  PASO.  TEXAS 

320  Montana  3-1646 


gliiiiiiMiiiiiiiiiHiiiiiiiiiiiiimiiiiiiiiiimiiiiiiiiiiiiiimiiiiiiiiiiiiiiiiiiiiiiiiiiiiimiiiiiiiiiiiiiig' 

I In  very  special  cases 
I A very 
I superior  Brandy 


= SPECIFY 


lERM 


= THE  WORLD  S PREFERRED  COG  N AC  BRANDY  = 

= 84  PROOF  Schieffelin  & Company,  New  York,  N.Y.  = 

iiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiimiiiiiiiimiiiiiiimiiimmiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiul 


WARNER  DRUG  CO. 

IN  FRONT  OF  THE  POST  OFFICE 

Our  Prescription  Department  Is 
NEVER  Without  a 
Registered  Pharmacist  on  Duty 


O 


Direct  Physician's  Phone  to 
Prescription  Department  — 3-2352 

FREE  DELIVERY 


2500  Physicians  Read 
Southwestern  Medicine 


Raster  & Maxon 

Funeral  Home 

El  Paso,  Texas  2-3431 

TAYLOR-SIMPKINS,  INC. 

MEDICAL  OXYGEN 

2123  Texas  Street  3-0952  El  Paso.  Texas 

Nights  — Call  5-0359.  or  5-3060 

Only  at  the  Popular  in  El  Paso  . . . 

Hickey  Freeman  Customized  Clothes 

POPULAR  DRY  GOODS  CO. 


GUNNING  & CASTEEL  DRUG  STORES 

Complete  Prescription  Service  in  8 Conveniently  Located  Stores 

EL  PASO.  TEXAS  YSLETA,  TEXAS 
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SAUL  B.  APPEL,  M.  D. 

Certified  by  the  American  Board  of  Internal  Medicine 

JACK  A.  BERNARD,  M.  D. 

Diplomate  American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 
CARDIOVASCULAR  DISEASES 

INTERNAL  MEDICINE 
CARDIOVASCULAR  DISEASES 

1201  First  National  Bldg.  3-5201  El  Paso,  Texas 

Suite  3C  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-8151  Ei  Paso,  Texas 

ANDREW  M.  BABEY,  M.  D. 

Certified  by  the  American  Board  of  Internal  Medicine 

2500  Physicians  Read 

CARDIOVASCULAR  DISEASES 

Southivestern  Medicine 

250  West  Court  Avenue  Jackson  4-4481  Las  Cruces,  N.  M. 

JOSEPH  BANK,  M.  D. 

CLEMENT  C.  BOEHLER,  M.  D.,  F.  A.  C.  S. 

Oiplomate  of  American  Board  of  Internal  Medicine 
And  American  Board  of  Gastroenterology 

DIPLOMATS  AMERICAN  BOARD  OBSTETRICS  AND  GYNECOLOGY 

H.  W.  DEMAREST,  M.  D. 

GASTROENTEROLOGY,  GASTROSCOPY 

PRACTICE  LIMITED  TO  OBSTETRICS  AND  GYNECOLOGY 

800  No»lh  First  Ave.  Alpine  4-7245  Phoenix,  Arizona 

Suite  8A  El  Paso  Medical  Center  1501  Arizona  St. 

Phone  2-659]  El  Paso,  Texas 

JOHN  H.  BARGANIER,  M.  D. 

Internal  Medicine 

LOUIS  W.  BRECK,  M.  D. 

W.  COMPERE  BASOM,  M.  D. 

601  W.  4th  St.  6-9072  Odessa,  Texas 

MORTON  H.  LEONARD,  M.  D. 

Diplomates  of  the  American  Board  of  Orthopaedic  Surgery 

FRANK  0.  BARRETT 

ROBERT  C.  CORNELL,  M.  D. 

ANESTHESIOLOGY  ASSOCIATES 

F.  0.  Barrett,  M.  D.,  M.  D.  Thomas,  M.  D.,  J.  A.  Shugart,  M.  D. 

(Diplomates  American  Board  of  Anesthesiology) 

Jack  Walker,  M.  D.,  J.  W.  Redelfs,  M.  D.,  Jack  Ellis,  M.  D. 
— ANESTHESIOLOGY 

1501  Arizona  St. 

El  Paso  Medical  Center  3-8431  El  Paso,  Texas 

MARIO  PALAFOX,  M.  D. 

Practice  Limited  to  Orthopaedic  Surgery 
ORTHOPAEDIC  SURGERY 

520  Montana  Telephone  3-1671  El  Paso,  Texas 

ROBERT  L.  BEAL,  M.  D. 

Practice  Limited  To  Neuropsychiatry 

2500  Physicians  Read 

Park  Central  Medical  Building 
Suite  234,  Patio  D 

Sotdhivestern  Medicine 

550  West  Thomas  Road  Crestwood  4-6711  Phoenix,  Arizona 

OTTO  L.  BENDHEIM,  M.  D. 

BYRON  BUTLER,  M.  D. 

Med.  Sc.  D.  in  Ob.  & Gyn.  (Col.  Uni.) 
Gynecology  &.  Infertility 

DIPLOMATS  AMERICAN  BOARD  OF  PSYCHIATRY  & NEUROLOGY 

Radical  Pelvic  Surgery 
Reconstructive  Pelvic  Surgery 

1515  N.  Ninth  St.  ALpine  8-2607  Phoenix,  Ariz. 

550  W.  Thomas  Rd.  Phone:  Cr.  4-6371  Phoenix,  Ariz. 

RAYMOND  J.  BENNETT,  M.  D. 

BASIL  K.  BYRNE,  M.  D. 

Diplomate  of  the  American  Board  of  Neurology  and  Psychiatry 

PEDIATRICS 

PRACTICE  LIMITED  TO  NEUROPSYCHIATRY 

Suite  7A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-1177  El  Paso,  Texas 

Suite  4A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-8487  E'  Paso,  Texas 
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DAVID  M.  CAMERON,  M.  D.,  F.  A.  C.  S. 

(Certified  by  The  American  Board  of  Orthopedic  Surgery) 

A.  E.  LUCKETT,  M.  D. 

(Certified  by  The  American  Board  of  Orthopedic  Surgery) 

ORTHOPEDIC  SURGERY 

Suite  5A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-3421  El  Paso,  Texas 

P.  G.  CORNISH,  M.D.,  F.  A.  C.  S. 

GENERAL  SURGERY 

Medical  Arts  Square 

801  Encino  Place,  Suite  6 2-1333  Albuquerque,  N.  M. 

ROBERT  J.  CARDWELL,  M.  D. 

(Dipiomate  American  Board  of  Obstetrics  and  Gynecology) 

WARD  EVANS,  M.  D. 

(Dipiomate  American  Board  of  Surgery) 

414  Banner  Building  3-7587  El  Paso,  Texas 

BRANCH  CRAIGE,  M.  D. 

(Certified  by  American  Board  of  Internal  Medicine) 
INTERNAL  MEDICINE 

Suite  5B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-6931  El  Paso,  Texas 

CASA  GRANDE  CLINIC 

H.  B.  LEHWIBERG,  M.  D.  J.  T.  O'NEIL,  Wl.  D 

R.  Z.  COLLINGS,  JR.,  IVl.  D. 

GENERAL  PRACTICE 

113  W.  Second  St.  Phones  4495-4496  Casa  Grande,  Ariz. 

2500  Phtisicians  Read 
South  western  Medicine 

ROBERT  N.  CAYLOR,  M.  D. 

Practice  Limited  to  Ophthalmology 
207  Medical  Arts  Bldg. 

415  East  Yandell  Blvd.  3-5897  El  Paso,  Texas 

E.  S.  CROSSETT,  M.  D. 

Dipiomate  American  Board  of  Surgery 
THORACIC  SURGERY 

Cardiovascular  Surgery  Broncho-Esophagology 

415  E.  Yandell  Blvd.  3-8511  or  2-2474  El  Paso,  Tex. 

CHILDREN'S  CLINIC 

109  North  Union 

Roswell  N.  Mex. 

Allen  C.  Service,  M.  D.  Karl  L.  Bergener,  M.  D. 

American  Board  of  Pediatrics 

WICKLIFFE  R.  CURTIS,  M.  D.,  F.A.C.S. 

Dipiomate  American  Board  of  Urology 

JAMES  D.  BOZZELL,  M.  D. 

— PRACTICE  LIMITED  TO  UROLOGY  — 

Suite  3B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-1426  El  Paso,  Texas 

MANLEY  B.  COHEN,  M.  D. 

Practice  Limited  to: 

THORACIC  SURGERY 
CARDIOVASCULAR  SURGERY 
BRONCHOSCOPY-ESOPHAGOSCOPY 

415  East  Yandell  Boulevard  3-3353  El  Paso,  Texas 

HAROLD  D.  DOW,  M.  D. 
FREDERICK  J.  KOBERG,  M.  D. 
STEVE  E.  HOOD,  Jr.,  M.  D. 

General  Practice  - Surgery 

Box  546 

702  Hobbs  Road  Phone  3641  Seminole,  Texas 

WILLIAM  1.  COLDWELL,  M.  D. 

Certified  by  the  American  Board  of  Internal  Medicine 
— INTERNAL  MEDICINE  — 

800  Montana  St.  3-8373  El  Paso,  Texas 

RICHARD  E.  H.  DUISBERG,  M.  D. 

Dipiomate,  American  Board  of  Neurology  and  Psychiatry 

T.  RICHARD  GREGORY,  M.  D. 

Neurology  and  Psychiatry 

AL  3-6701  1313  No.  2nd  St. 

AL  2-4542  Phoenix,  Arizona 

W.  0.  CONNOR,  JR.,  M.  D.,  F.  A.  C.  S, 

Practice  Limited  to  Obstetrics  and  Gynecology 
Medical  Arts  Square  7-8661  Albuquerque,  N.  M. 

L.  0.  DUTTON,  M.  D. 

ALLERGY 

616  Mills  Bldg,  2-3671  El  Paso,  Texas 
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ORVILLE  EGBERT,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Internal  Medicine 
ALLERGY 

DISEASES  OF  THE  CHEST 

H.  M.  GIBSON,  M.  D.,  F.  A.  C.  S. 

' (Certified  by  American  Board  of  Urology) 

EDWARD  EGBERT,  M.  D. 

PRACTICE  LIMITED  TO  UROLOGY 

INTERNAL  WIEDICINE 

Building  3 1501  Arizona  Street 

El  Paso  Medical  Center  2-1645  El  Paso,  Texas 

209  Medical  Arts  Bldg.  2-8130  El  Paso,  Texas 

HAROLD  EIDINOFF,  M.  D. 

PRACTICE  LIMITED  TO  PROCTOLOGY 

JAMES  J.  GORMAN,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  of  Internal  Medicine 

DIAGNOSIS  — GASTROENTEROLOGY 

Suite  4B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-3305  El  Paso,  Texas 

701  First  National  Building  2-6221  El  Paso,  Texas 

JOHN  A.  EISENBEISS,  M.  D.,  F.  A.  C.  S. 
E.  THORNTON  PFEIL,  M.  D.,  F.  A.  C.  S. 

J.  LEIGHTON  GREEN,  M.  D.,  F.  A.  C.  S. 

Diplomates  of  the  American  Board  of  Neurological  Surgery 

labNtKAL  and  (a  I N tUrULUblUAL  buKbtKY 

Lois  Grunow  Memorial  Clinic 

926  East  McDowell  Road  AL  4-3151  Phoenix,  Arizona 

Suite  3A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-9032  El  Paso,  Texas 

LESTER  C.  FEENER,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  Internal  Medicine 

MARVIN  E.  GRICE,  M.  D. 

INTERNAL  MEDICINE 
CARDIOVASCULAR  DISEASES 

Practice  Limited  To  Neuro-Psychiatry 

404  Banner  Bldg.  2-5771  El  Paso,  Texas 

313D  North  Alleghaney  St.  6-5281  Odessa,  Texas 

JOE  R.  FLOYD,  M.  D.,  F.  A.  C.  S. 

HERMAN  J.  HARVIS,  M.  D. 

GENERAL  SURGERY 

GENERAL  PRACTICE 

Suite  9E  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-5881  El  Paso,  Texas 

708  Denver  St.  4-2844  Plainview,  Tex. 

1130  N.  Central  Ave.  Memorial  Hospital 

DOUGLAS  D.  GAIN,  M.  D. 

HASKELL  D.  HATFIELD,  M.  D.,  F.  A.  C.  S. 

(Diplomate  American  Board  of  Otolaryngology) 

ERNEST  H.  PRICE,  M.  D. 

Diplomates  ot  American  Board  of  Radiology 

PRACTICE  LIMITED  TO  OTOLARYNGOLOGY 
LARYNGEAL  SURGERY  and  BRONCHO-ESOPHAGOSCOPY 

X-RAY  THERAPY  and  DIAGNOSIS 
RADIUM  THERAPY  — RADIOACTIVE  ISOTOPES 

AL  8-8436  Phoenix,  Arizona  AL  8-7531 

Suite  4E  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-3201  El  Paso,  Texas 

CHARLES  E.  GALT,  JR.,  M.  D. 

MALONE  V.  HILL,  M.  D.,  F.  A.  C.  S. 

Practice  limited  to  Obstetrics  and  Gynecology 

GENERAL  SURGERY 

513  West  Fox  St.  Phone  5-5015  Carlsbad,  N.  M. 

123  North  Sixth  Street  600  Alpine,  Texas 

2500  Physicians  Read 

HERBERT  E.  HIPPS,  M.  D. 

Southwestern  Medicine 

ORTHOPEDIC  SURGERY 

1612  Columbus  Ave.  4-4701  Waco,  Tex. 
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DRS.  HOGSETT  and  HARGAN 

HERMAN  A.  KLING,  M.  D. 

G.  C.  Hogsett,  Wl.  D.  J.  L.  Hargan,  M.  D. 

Associate  Fellow  American  Proctologic  Society 

OBSTETRICS  and  PEDIATRICS 

Disecises  of  the  Colon  and  Rectum 

Medical  Arts  Bldg.  5-4156  Carlsbad,  N.  M. 

107  Girard  Blvd.,  S.  E.  2-9313  Albuquerque,  N.  M. 

RUSSELL  HOLT,  M.  D. 

B.  LYNN  GOODLOE,  M.  D. 
JACK  T.  RUSH,  M.  D. 

HOWARD  C.  LAWRENCE,  M.  D. 

Diplomate  American  Board  of  Plastic  Surgery 

GENERAL  and  GYNECOLOGICAL  SURGERY 
MEDICAL  ARTS  BUILDING 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

415  East  Yandell  Blvd  3-3443  El  Paso,  Texas 

709  Professional  Building  ALpine  8-4101  Phoenix,  Arizona 

RALPH  H.  HOMAN,  M.  D.,  F.  A.  C.  P. 

CARDIOLOGY 

CHARLES  P.  C.  LOGSDON,  M.  D. 

ROBERT  B.  HOMAN,  JR.,  M.D.,  F.A.C.S. 

DISEASES  OF  THE  CHEST  — THORACIC  SURGERY 

CARDIOLOGY 

SulteTD  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-1409  El  Paso,  Texas 

415  E.  Yandell  Blvd.  3-7916  El  Paso,  Texas 

GEORGE  W.  HORTON  M D 

JOSEPH  H.  McAlister,  m.  d.,  d.  a.  b.  r. 

PRACTICE  LIMITED  TO  ORTHOPEDICS 

Radiology  - Radioisotopes 

413  N.  Lincoln  7-6641  Odessa,  Texas 

313-B  N.  Alleghaney  6-9221  Odessa,  Texas 

W.  A.  JONES,  M.  D. 

Diplomate  American  Board  of  Neurological  Surgery 

TRUETT  L MADDOX,  D.  D.  S. 

NEUROLOGICAL  SURGERY 

ORAL  SURGERY 

Suite  1C  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-9927  El  Paso,  Texas 

G.  H.  Jordan,  M.D,  F.A.C.S.  C.  E.  Webb,  M.D.,  F.A.C.S. 

Suite  9A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-3659  El  Paso,  Texas 

DRS.  JORDAN  AND  WEBB 

Diplomates  American  Board  of  Surgery 

MARSHALL  CLINIC 

GENERAL  and  GYNECOLOGICAL  SURGERY 

1.  J.  Marshall,  M.D. 

Suite  7B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-1693  El  Paso,  Texas 

Steve  Marshall,  M.D. 

Earl  A.  Latimer,  Jr.,  M.D. 

LINDELL  M.  KINMAN,  M.  D. 

D.  H.  Cahoon,  M.D. 

Diplomate  American  Board  of  Urology 

UROLOGY 

H.  D.  Johnson,  D.D.S. 

300  West  Alameda  Phone  4559  Roswell,  N.  M. 

ROSWELL  NEW  MEXICO 

NATHAN  KLEBAN,  M.  D. 

INTERNAL  MEDICINE 

JACK  C.  POSTLEWAITE,  M.  D. 

Diplomate  American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 

304  Medical  Arts  Bldg. 

415  East  Yandell  Blvd.  2-7079  El  Paso,  Texas 

Suite  5 D 1501  Arizona  St. 

El  Paso  Medical  Center  2-1385  El  Paso,  Texas 
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— RADIOLOGY  — PATHOLOGY  — RADIOISOTOPES  — 

C.  H.  MASON,  M.D. 

M.  S.  HART,  M.D. 

R.  F.  BOVERIE,  M.D. 

G.  L.  BLACK,  M.D. 

R.  S.  CLAYTON,  M.D. 

El  Paso  Medical  Center  Medical  Arts  Building 

1501  Arizona,  Suite  2-A  415  E.  Yandell,  Suite  105 

3-4478  3-7092 

El  Paso,  Texas 


BERNARD  L.  MELTON,  M.  D. 

F.  A.  C.  S.,  F.  I.  C.  S. 

EYE,  EAR,  NOSE  and  THROAT 

Certified  by  American  Board  of  Ophthalmology 
Certified  by  American  Board  of  Otolaryngology 
Certified  by  International  College  of  Surgeons 

GORDON  J.  McCURDY,  M.  D. 

Certified  by  American  Board  of  Otolaryngology 
Fellow  of  American  College  of  Allergists 
Eye,  Ear,  Nose,  Throat,  Fenestration  and  Allergy 

605  Professional  Bldg.  Phone:  Alpine  3-8209 

PHOENIX,  ARIZONA 


LEROY  J.  MILLER,  M.  D. 

M.  ROBERT  KLEBANOFF,  M.  D. 

NEUROLOGICAL  SURGERY 

106  S.  Girard  Ave.  5-4831  Albuquerque,  N. 


CLINTON  W.  MORGAN,  M.  D. 

NEUROLOGICAL  SURGERY 

215  Oak  N.  E.  3-6195  Albuquerque,  N.  M. 


J.  H.  MULLEN,  D.  D.  S. 

GENERAL  DENTISTRY 
(Special  Consideration  Given  Children) 

1333  First  National  Bldg.  3-8687  El  Paso,  Texas 


A.  WILLIAM  MULTHAUF,  M.D.,  F.A.C.S. 

UROLOGICAL  DIAGNOSIS  AND  SURGERY 

1315  First  National  Bldg.  3-8986  El  Paso,  Texas 


WALLACE  E.  NISSEN,  M.  D.,  F.  A.  C.  S. 
W.  W.  KRIDELBAUGH,  M.  D.,  F.  A.  C.  S. 

GENERAL  SURGERY 

Medical  Arts  Square 

801  Encino  Place,  Suite  35  3-2251  Albuquerque,  N.  M. 

THE  ORTHOPEDIC  CLINIC 

Orthopedic  Surgery 

W.  A.  BISHOP,  JR.,  M.  D.,  F.  A.  C.  S. 

ALVIN  L.  SWENSON,  M.  D. 

RAY  FIFE,  M.  D. 

SIDNEY  L.  STOVALL,  M.  D„  F.  A.  C.  S. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
DE  WITT  W.  ENGLUND,  M.  D.,  ARTHRITIS 
1313  North  Second  Street  — Phone  ALpine  8-1586  — Phoenix,  Ariz 


JAMES  M.  OVENS,  M.  D. 

F.  A.  C.  S.,  F.  I.  C.  S. 

Diplomate  American  Board  of  Surgery 

CANCER  AND  TUMOR  SURGERY  X-RAY  AND 
RADIUM  THERAPY 

608  Professional  Building  AL  4-1973  Phoenix,  Ariz. 


2500  Physicians  Read 
Southwestern  Medicine 


ROBERT  E.  PARKINS,  D.  D.  S. 

GENERAL  DENTISTRY 
(Special  Consideration  Given  to  Children) 

Suite  IE  1501  Arizona  Street 

Phone  3-1245  El  Paso  Medical  Center  El  Paso,  Texas 


JOSEPH  B.  RADDIN,  M.  D. 

Practice  Limited  to 

MEDICAL  GYNECOLOGY  & ENDOCRINOLOGY 

619  Professional  Building 

15  E.  Monroe  — Phoenix,  Arizona 

Phone  ALpine  2-3577 


VINCENT  M.  RAVEL,  M.D. 
CHARLES  C.  McVAUGH,  M.  D. 

— RADIOLOGY  — 

Mills  Building  and 

800  Montana  Street 2-3459  El  Paso,  Texas 
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RISSLER-WOLLMANN  CLINIC 

WILLARD  W.  SCHUESSLER,  M.  D. 

Dipiomate  American  Board  of  Plastic  Surgery 

ROSS  W.  RISSLER,  M.  D. 

(Certified  by  the  American  Board  of  Internal  Medicine) 

DONALD  H.  EWALT,  M.  D. 

Plastic,  Reconstructive  Surgery  and 
Maxillo-facial  Surgery 

INTERNAL  MEDICINE— CARDIOLOGY 

1501  Arizona  St.  Medical  Center,  Suite  4-C  El  Paso,  Texas 

WALTER  W.  WOLLMANN,  M.D.,  F.A.C.S. 

(Certified  by  the  American  Board  of  Surgery) 

F.  P.  SCHUSTER,  M.  D. 
S.  A.  SCHUSTER,  M.  D. 

GENERAL  SURGERY 

NEWTON  F WALKER,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT-BRONCHOSCOPY 

2001  Grant  Ave.  3-1601  El  Paso,  Texas 

First  National  Bldg.  2-1495  El  Paso,  Texas 

ROY  R.  ROBERTSON,  M.  D. 

0.  J.  SHAFFER,  D.  D.  S.,  F.  A.  C.  D, 

(Dipiomate  American  Board  of  Oral  Surgery) 

INTERNAL  MEDICINE  AND  CARDIOVASCULAR  DISEASES 

ORAL  SURGERY 

Medical  Arts  Square 

801  Enclno  Place,  Suite  20  2-9619  Albuquerque,  N.  M. 

Suite  ID  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-6742  El  Paso,  Texas 

CECIL  A.  ROBINSON,  M.  D. 

W.  G.  SHULTZ,  M.D.,  F.A.C.S. 
E.  R.  UPDEGRAFF,  SA.D. 

Practice  Limited  to  Orthopedics 

Diplomates  of  The  American  Board  of  Urology 
1010  l\l.  Country  Club  Road 

111  Pine  St.  2541  Kermit,  Texas 

Telephone  5-2609  Tucson,  Arizona 

J.  S.  RODEN,  M.  D. 

D.  J.  SIBLEY,  JR.,  M.  D. 

GYNECOLOGY 

GENERAL  PRACTICE 

W.  S.  PARKS,  Jr.,  M.  D. 

Box  367  Phone  584  Ft.  Stockton,  Texas 

OBSTETRICS  AND  GYNECOLOGY 

G.  H.  LANG,  M.  D. 

2500  Physicians  Read 

OBSTETRICS 

Southwestern  Medicine 

108  N.  Garfield  St.  4*6592  Midland,  Texas 

S.  PERRY  ROGERS,  M.  D. 

EUGENE  P.  SIMMS,  M.  D. 

ORTHOPEDIC  SURGERY 

— GENERAL  PRACTICE  — 

Suite  2B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-4433  El  Paso,  Texas 

Medical  Arts  Center 

1213  Tenth  Street  Phone  8 Alamogordo,  N.  M. 

GEORGE  M.  SCHLENKER,  M.  D. 

GERALD  A,  SLUSSER,  M.  D.,  A.  1.  C.  S. 

Practice  Limited  To  Neuro-Psychiatry 

SURGERY  AND  OBSTETRICS 

Medical  Arts  Building 

415  E.  Yandell  Blvd.  3-7366  El  Paso,  Texas 

100  Booker  Bldg.  Phone  670  Artesia,  N.  M. 
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LESLIE  M.  SMITH,  M.  D.  H.  D.  GARRETT,  M.  D. 

DRS.  SMITH  AND  GARRETT 

Diplomates  American  Board  of  Dermatology  and  Syphllology 

DISEASES  OF  THE  SKIN 
X-Ray  and  Radium  in  the  Treatment  of  Skin  Maiignancies 
Suite  3D  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-6172  El  Paso,  Texas 

2500  Physicians  Read 
Southwestern  Medicine 

M.  P.  SPEARMAN,  M.  D.,  F.  A.  C.  S. 

Oiplomate  American  Board  of  Otolaryngology 

ROBERT  F.  THOMPSON,  M.  D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

EYE  - EAR  - NOSE  - THROAT 

UROLOGY 

Suite  5C  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-6011  El  Paso,  Texas 

816-818  Mills  Bldg.  2-4321  El  Paso,  Texas 

C.  M.  STANFILL,  M.  D. 

Oiplomate  American  Board  of  Otolaryngology 

EAR,  NOSE  and  THROAT 
Bronchoscopy  — Esophagoscopy 

TUCSON  TUMOR  CLINIC 

CANCER  & ALLIED  DISEASES 

LUDWIG  LINDBERG,  M.  D. 
U.  V.  PORTMANN,  M.  D. 

307  MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blvd.  2-9449  El  Paso.  Texas 

721  N.  4th  Ave.  3-2531  Tucson,  Arizona 

C.  S.  STONE,  M.  D.,  F.  A.  C.  S. 

TURNER'S  CLINICAL 
& X-RAY  LABORATORIES 

A.  J.  JENSON,  B.  A.,  M.  D. 

GEORGE  TURNER,  M.  D. 
DELPHIN  von  BRIESEN,  M.  D. 

V.  M.  HOLLAND,  B.  S.,  M.  D. 

MEDICAL  CENTER 

PHONES:  3-5323  - 3-3033  - 3-4427 

1501  Arizona  St.  Phone:  2-4689 

Building  No.  6 El  Paso,  Texas 

301  East  Cain  Street  Hobbs,  N.  M 

W.  E.  Vandevere,  M.D.,  F.A.C.S.  W.  G.  Morrow,  Jr.,  M.D. 

2500  Physicians  Read 

DRS.  VANDEVERE  and  MORROW 

Diplomates  American  Board  of  Ophthalmology 

Southwestern  Medicine 

OPHTHALMOLOGY 

1001-1007  First  National  Bldg.  2-5629  El  Paso,  Texas 

JESSON  L.  STOWE,  M.  D. 
GRAY  E.  CARPENTER,  M.  D. 

RICHARD  P.  WAGGONER,  M.  D. 

M.  S.  (SURG.),  F.A.C.S. 

GYNECOLOGY  AND  OBSTETRICS 

GENERAL  SURGERY 

2323  Montana  Street  2-4631  El  Paso,  Texas 

504  N.  Richardson  St.  Phone  208  Roswell,  N.  Ml. 

WINSLOW  P.  STRATEMEYER,  M.  D. 

L E.  WILCOX,  M.  D. 
RUSSELL  L DETER,  M.  D. 

Diplomate  American  Board  of  Neurological  Surgery 

HERMAN  RICE,  M.  D. 

NEUROLOGICAL  SURGERY 

GENERAL  AND  THORACIC  SURGERY 

101  Medical  Arts  Bldg.  Office  2-9167 

415  E.  Yandell  Blvd.  Home  4-0553  El  Paso,  Texas 

Suite  5E  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-6529  El  Paso,  Texas 

Page  500 

SOUTHWESTERN  MEDICINE 

Southwestern  Physicians’  Directory 


HOTEL  DIEU, 
SISTERS^ 
HOSPITAL 

Operated  in  Conjunction  With 
San  Jose  Clinic  and 
St.  Joseph's  Maternity  Unit. 

Fully  Approved  by  the 
Joint  Commission  on 
Accreditation  of  Hospitals. 

EL  PASO,  TEXAS 


HOTEL  DIEU 
SCHOOL  OF 
NURSING 

Fully  Approved  by  the  National 
Nursing  Accrediting  Service. 

For  Residencies:  Apply  to 
Sister  Roberta,  Administrator. 
For  School  of  Nursing;  Apply  to 
Sister  Mary  Bernadette,  Director. 

EL  PASO,  TEXAS 


HOTEL  DIEU 
SCHOOL  OF 
MEDICAL 
TECHNOLOGY 

Fully  Approved  by  the 
American  Medical  Association, 
American  Society  of  Clinical 
Pathologists,  and  Registry  of 
Medical  Technologists. 

EL  PASO,  TEXAS 


Providence  Memorial  Hospital 

Tf>e  Southwest s Most  Modern  Hospital 
APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 

COMPLETE  DIAGNOSTIC  and  TREATMENT  FACILITIES 
OUTSTANDING  CHEMISTRY  LABORATORY  ISOTOPE  THERAPY  AND  STUDIES 

FACILITIES  FOR  PSYCHIATRIC  THERAPY 

2001  North  Oregon  Street  • El  Paso,  Texas  

The  Della  Rose 
Maternity  Home 

1307  N.  Mesa  El  Paso,  Texas  Phone  2-8015 

Private,  Licensed,  Pre-Natal  Home  for  Unwed  Mothers. 
Staff  includes  leading  Southwestern  obstetricians. 
Delivery  in  a fully  accredited  El  Paso  hospital. 
Adoption  arranged  through  licensed  agency. 

Registered  nurses  on  duty  at  all  times. 

Correspondence  and  Interviews  Strictly  Confidential. 

(MRS.)  NETTIE  V.  BAIRD,  R.  N.,  Director 
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Southwestern  General  Hospital 


Approved  by  the  Joint  Commission  on  Accreditation  of  Hospitals 

• 

Member  Hospital: 

American  Hospital  Association 

Blue  Cross  of  Texas 

• 

Open  Staff 

COTTON  AVENUE  AND  ERIE  STREET  • EL  PASO,  TEXAS 


SANATORIUM 


5055  North  Thirty-Fourth  Street 
At  Camelback  Road 


Phoenix  Institute  of 
NEUROLOGY  & PSYCHIATRY 


AM  6-7238 


Director 

OTTO  L.  BENDHEIM,  M.D. 


Phoenix,  Arizona 
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BROAD 


® 

Philadelphia,  Pa. 


INDICATIONS: 


Beta-hemolytic  streptococci: 


Pneumococci: 

Staphylococci: 

Gonococci: 

Pseudomonas  aeruginosa 
and  Escherichia  coli: 

Haemophilus  influenzae: 
Shigella,  Salmonella,  and 
coliform  organisms: 


Diseases  of  the  respiratory  tract,  meningitis, 
erysipelas,  cellulitis,  rheumatic  fever  (both 
onset  and  recurrence) 

Pneumonia,  meningitis 

Often  implicated  in  diseases  of  the  meninges, 
lungs,  bone,  endocardium,  skin 
Diseases  of  the  eye,  urethra,  joints 

Diseases  of  the  urinary  tract 
Laryngotracheobronchitis,  pneumonia 

Causing  certain  types  of  bacillary  enteritis 


In  both  the  mixed  and  the  undiagnosed  infection,  Bicillin- 
SuLFAS  broadens  your  therapeutic  resources.  It  offers  two  kinds 
of  antibacterial  action — antibiotic  and  chemotherapeutic.  To- 
gether, the  two  mechanisms  provide  decisive  control  over  a wide 
range  of  gram-positive  and  gram-negative  infections.  Bicillin- 
SuLFAS  combines  Bicillin,  the  penicillin  that  ensures  its  own 
absorption,  and  Sulfose®,  the  triple  sulfonamide  for  maximal 
action  and  renal  safety. 

Supplied:  Tablets  Bicillin-Sulfas,  bottles  of  36.  Suspension 
Bicillin-Sulfas,  bottles  of  2 and  3 fl.  oz.  Each  tablet  and  each 
5-cc.  teaspoonful  contains  150,000  units  of  Bicillin  and  0.167 
gm.  each  of  sulfadiazine,  sulfamerazine,  and  sulfamethazine. 


TABLETS  SUSPENSION 

BICILLIN-SULFAS 

Benzathine  Penicillin  G (Dibenzylethylenediamine  Dipenicillin  G)  and  Triple  Sulfonamides 


Reduces  elevated  blood  cholesterol  levelsd’^ 


Supplied:  Bottles  of  12  fluid  oz. 

Literature  available. 

1.  Albert,  A.,  and  Albert,  M.:  Texas  State  J.  Med. 
50:^7  4 {Dec.)  195^. 

2,  Sherber,  D.A.,  and  Levites,  M.M.:  J.A.M.A. 
Ib2:682  {June  20)  1953. 


Improves  hypercholesteremic  patients  with  cardiovascular 
disease  and  angina  and  those  with  postoperative  biliary 
dyskinesia,  both  subjectively  and  symptomatically d 

monichol* 

Polysorbate  80,  Choline,  Inositol— the  new  physio-chemical  complex) 

normalizes  cholesterol  metabolism 

IVES-CAMERON  COMPANY 

Philadelphia  2,  Pa. 

*Trademark 


FOR  TREATMENT  AND  MAINTENANCE 
IN  ANEMIA  PATIENTS 

Perihemin,  master  builder  of  red  cells 
and  hemoglobin,  contains  all  the  known 
hemopoietic  essentials  indicated  for  the 
majority  of  your  anemic  patients. 

The  intrinsic  factor,  in  purified,  concen- 
trated form,  enhances  absorption  of  Vita- 
min Bi2,  thus  promoting  rapid  hemato- 
logical improvement. 

LEDERLE  LABORATORIES  DIVISION 
AMERICAN  Gjonamid company  PEARL  RIVER.  NEW  YORK 


NOW  CONTAINS  PURIFIEDl  INTRINSIC  FACTOR  CONCENTRATE 


’“REG.  U.S.  PAT.  OFF* 
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WELL  TOLERATED  BROAD  SPECTRUM  ANTIBACTERIAL  THERAPY  PLUS  ANTIFUNGAL  PROPHYLAXIS 


BROAD  SPECTRUM  ANTIBIOTIC  THERAPY, 
EFFECTIVE  IN  MANY  COMMON  INFECTIONS 


Because  it  contains  Steclin  (Squibb  Tetracycline),  mysteclin  is 
an  effective  therapeutic  agent  for  most  bacterial  infections. 
When  caused  by  tetracycline-susceptible  organisms,  the  follow- 
ing infections  are  a few  of  those  which  can  be  expected  to  re- 
spond to  MYSTECLIN  therapy: 

bronchitis  gonorrhea  osteomyelitis  pyelonephritis 

colitis  lymphadenitis  otitis  media  sinusitis 

furunculosis  meningitis  pneumonia  tonsillitis 

MYSTECLIN  is  also  indicated  in  certain  viral  infections  and  in  amebic 
dysentery. 


BROAD  SPECTRUM  ANTIBIOTIC  THERAPY, 
WITH  A MINIMUM  OF  SIDE  EFFECTS 


In  clinical  use,  Steclin  has  produced  an  extremely  low  incidence 
of  the  gastrointestinal  distress  sometimes  observed  with  other 
broad  spectrum  antibiotics.  Mycostatin  (Squibb  Nystatin),  as 
contained  in  mysteclin,  is  also  a particularly  well  tolerated 
antibiotic  and  has  produced  no  allergic  reactions,  even  after 
prolonged  administration. 


BROAD  SPECTRUM  ANTIBIOTIC  THERAPY, 

WITHOUT  THE  DANGER  OF  MONILIAL  OVERGROWTH 


Because  it  contains  Mycostatin,  the  first  safe  antifungal 
antibiotic,  mysteclin  effectively  prevents  the  overgrowth  of 
Candida  albicans  (monilia)  frequently  associated  with  the 
administration  of  ordinary  broad  spectrum  antibiotics.  This 
overgrowth  may  sometimes  cause  gastrointestinal  distress,  anal 
pruritus,  vaginitis,  and  thrush;  on  occasion,  it  may  have  serious 
and  even  fatal  consequences. 


Squibb 


Each  MYSTECLIN  capsule  contains  250  mg.  Steclin 
Hydrochloride  and  250,000  units  Mycostatin. 

Minimum  adult  dose:  1 capsule  q.i.d. 

Supply:  Bottles  of  12  and  100. 


•MrSTECLiN’,  ‘steclin’  AND  ‘MYCOSTATIN’®  ARE  SQUIBB  TRADEMARKS 
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is  as  important  to  the  young  patient  as 
effectiveness  is  to  you.  In  antibacterial 
therapy  Gantrisin  (acetyl)  Pediatric  Suspension 
is  useful  on  both  counts  because  of  its 
delicious  raspberry  flavor  without 
"medicine"  aftertaste,  its  wide 
antibacterial  spectrum  and 
notable  freedom  from  gastro-intestinal 
upsets  and  other  side  effects. 

Hoffmann  - La  Roche  Inc  • Nutley  ‘ 

Gantrisin®  acetyl  — brand  of 
acetyl  sulfisoxazole 
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to  the  relaxed  patient. 


Noludar  relaxes  the  patient  and  usually  induces 
sleep  within  one -half  to  one  hour,  lasting  for  6 to 
7 hours.  Clinical  studies  in  over  3,000  patients 
have  confirmed  the  usefulness  of  Noludar  in 
the  relief  of  nervous  insomnia  and  daytime  tension. 
Noludar  'Roche'  is  not  a barbiturate.  Available 
in  50-mg  and  200-mg  tablets,  and  in  liquid 
form,  50  mg  per  teaspoonful. 

Noludar®  -brand  of  methyprylon 
Hoffmann  - La  Roche  Inc 
Nut ley  . N.J. 


MOVEMBER,  1955 


Upjohn 


Bacterial 
diarrheas . . . 


Each  fluidoiince  contains: 

Neomycin  sulfate  300  mg.  (4%  grs.) 
[equivalent  to  210  mg.  (314  grs.)  neo- 
mycin base] 


Kaolin .3.832  Gm.  ( 90  grs. ) 

Pectin 0.130  Gm.  ( 2 grs.) 


Suspended  with  methylcellulose  1.25% 
Supplied: 

6-iluidounce  and  pint  bottles 


Tlie  Upjohn  Company.  Kalamazoo,  Michigan 


with 

Neomycin 
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ORAL  PENICILLIN:  A CHALLENGE  ANSWERED 


I 

I 


I 

I 


Through  the  years,  the  paradox  of  peniciUin  has 
been  this— that  while  injectable  forms  have 
become  the  sheet  anchor  of  antibiotic  therapy, 
oral  forms  have  all  too  often  posed  perplexing 
problems. 

How  to  ensure  survival  in  gastric  acid?  How 
to  get  maximal  absorption?  How  to  increase  the 
antibacterial  effect?  How,  indeed,  to  reahze  the 
hope  at  the  dawn  of  the  penicillin  era  that  the 
oral  route  might  even  merit  selective  preference? 

These  have  been  the  challenges.  Out  of  them 
has  come  PEN*VEE*OmZ— a remarkable  inno- 
vation among  oral  penicillins.  For  Pen  • Vee  • OmZ 
is  penicillin  V,  the  unique  penicillin  stable  as 
a free  acid  — a penicillin  with  such  special 


characteristics  that  it  opens  new  horizons  in  oral 
penicillin  therapy. 

Because  Pen* Vee* OmZ  is  acid-stable,  it  is 
almost  entirely  unaffected  by  gastric  juices. 
Because  it  is  completely  soluble  in  alkahne 
media,  it  is  readily  and  optimally  absorbed  as 
active  penicillin  in  the  duodenum.  Chnical  re- 
sults include  prompt,  high  blood  levels,  maximal 
effect  from  the  administered  dose,  a wide  margin 
of  toleration. 

For  these  striking  advantages,  acquaint  your- 
self with  Pen* Vee *OraZ  in  your  practice. 
Supplied:  Tablets,  125  mg.  (200,000  units)  each,  bottles 
of  36.  Also  avaUable:  BICILLIN®-Vee  Tablets,  100  mg. 
(100,000  units)  benzathine  penicillin  G and  62  5 mg. 
(100,000  units)  penicillin  V,  bottles  of  36. 


Tmicillin  V Crykalline 
Phenoxymethyl  Penicillin 
* Trademark 


PHILADELPHIA,  PA. 


Now ! 2 new, 
taste -tempting 
dosage  forms 
of  Pfizer- 
discovered 
tetracycline 


NEW  palatability,  NEW  convenience,  NEW  versatility ...  the  same  unexcelled  efficacy  and  toleration 


* 

(raspberry  flavored) 

Brand  oj  tetracycline 

Supplied  in  2 ounce  and  1 pint  bottles,  containing 
125  mg.  tetracycline  per  5 cc.  teaspoonful. 


Brand  oj  tetracycline  hydrochloride  with  vitamins  ' (fruit-mint  flavored) 

Sugar  free.  Supplied  in  2 ounce  bottles,  containing 
125  mg.  tetracycline  per  5 cc.  teaspoonful. 


These  new,  remarkably  palate-pleasing  non- 
alcoholic homogenized  mixtures  of  Pfizer-discovered 
tetracycline  are  now  standardized  and  ready- 
mixed  at  Pfizer  Laboratories  for  uniformity  and 
reliability. 

Tetrabon  SF  supplies  with  each  average  daily 
dose  of  tetracycline  the  special  vitamin  formula 
recommended  for  the  treatment  of  stress  condi- 
tions, thus  giving  antibiotic  therapy  and  metabolic 
support  with  a single  prescription. 

*Tradernark 

^Trademark  for  Pfizer-originated,  vitamin-fortified  antibiotics 

NEW  STANDARDS  FOR  TETRACYCLINE  THERAPY  IN  NEW  READY-MIXED  LIQUID  FORM 


Pfizer  Laboratories,  Division,  Chas,  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y, 


1 


i 
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To  Bridliteii  tlie  Diet . . . 

~ 

...to  make  days  and  nights  more  pleasant 
for  the  aged  patient 

An  appetite  stimulant . . . mild  euphoretic . . . appealing 
sedative  at  bedtime. ..a  supplemental  natural 
source  of  minerals,  vitamins,  and  readily  absorbable 
nutriments  these  are  some  of  the  roles  that  wine  can 
play  in  the  daily  diet  of  your  aged  or  convalescent 
patient. 

Few  substances — natural  or  artificial — can  offer  the 
uni(]ue  combination  of  qualities  found  in  wine,  the 
traditional  beverage  of  moderation.  Praised  through 
the  ages  for  its  “tonic”  effect,  wine  has  been  intensively 
studied  since  1939  by  American  laboratory  and  clinical 
investigators.  These  modern  tests  have  revealed  the 
physiological  basis  for  subjective  theories  of  past  years, 
and  arc  now  explaining  the  action  and  fate  of  wine  and 
its  components  in  the  body. 

Many  of  the  important  physiological  properties  of 
wine  differ  significantly  from  those  of  plain  alcohol. 
Wine  increases  appetite  and  heightens  olfactory 
acuity,  ft  stimulates  the  flow  of  salivary  juices. 
Buffered  by  its  own  natural  salts  and  organic  acids,  it 
provides  a mild,  prolonged  stlmidatlon  of  gastric 
secretion.  This  same  buffer  effect  makes  the  diuresis 
produced  by  wine  a slow,  moderate  one. 

Wine  is  also  a ready  and  pleasant  source  of  nutrient 
energy,  and  of  absorl»able  iron  and  other  essential 
minerals.  The  vasodilating  action  of  wine  aids  toward 
improving  circidation  and  increasing  cardiac  output. 

A bit  of  sherry  or  light  wine  before  meals,  table  wine 
with  luncheon  or  ihnner,  or  a glass  of  port  at  bedtime 
can  add  a welcome  touch  of  interest  and  “elegance”  to 
the  dally  routine  of  the  convalescent  and  the  elderly 
patient.  The  day  seems  shorter  and  brighter,  and  the 
night  more  pleasant  and  relaxed. 

For  a few  cents  a day  your  patients  can  have  wines 
produced  from  the  world’s  finest  grape  varieties,  grown 
in  an  ideal  climate  and  handled  with  consummate  skill. 
Research  information  on  wine  is  availalile  upon  recjuest. 
W ine  Advisory  Board,  San  Francisco  3,  California. 


Ayerst  Labo 

New  York,''N. 


Insomnia,  headache,  irritability, 
failing  memory  may  be  symptoms  of 
estrogen  deficiency  due  to  declining  ovarian  function. 

"Premarin”®  (conjugated  estrogens,  equine)  is  a notably  effective 
preparation  for  estrogen  replacement  therapy. 
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in  arthritis 
and 

allied  disorders 


nonhormonal  anti  - arthritic 


BUTAZOLIDIN' 

(brand  of  phenylbutazone) 

relieves  pain  • improves  function  • resolves  inflammation 

Employing  the  serum  protein-polysaccharide  ratio  (PR)  as  an  objective 
criterion  of  rheumatoid  activity,  it  has  again  been  shown  that 
Butazolidin  "...praduces  more  than  a simple  analgesic  effect  in 
rheumatoid  arthritis."' 

Clinically,  the  potency  of  Butazolidin  is  reflected  in  the  finding  that 
57.6  per  cent  of  patients  with  rheumatoid  arthritis  respond  to  the  extent 
of  "remission"  or  "major  improvement."^ 

Long-term  study  has  now  shown  that  the  failure  rate  with  Butazolidin 
in  rheumatoid  arthritis,  and  particularly  in  rheumatoid  spondylitis,  is 
significantly  lower  than  with  hormonal  therapy.^ 

(1)  Payne,  R.  W.;  Shetlar,  M.  R.;  Farr,  C.  H.;  Hellbaum,  A.  A.,  and  Ishmael,  W.  K.:  J.  Lab.  & 
Clin.  Med.  45:331,  1955.  (2)  Bunim,  J.  J.;  Williams,  R.  R.,  and  Black,  R.  L.:  J.  Chron.  Dis. 
) : 168,  1955.  (3)  Holbrook,  W.  P.:  M.  Clin.  North  America  39:405,  1955. 

Butazolidin'®  (brand  of  phenylbutazone).  Red  coated  tablets  of  100  mg. 

Butazolidin  being  a potent  therapeutic  agent,  physicians  unfamiliar  with  its  use  ore  urged 
to  send  for  literature  before  instituting  therapy. 
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pi_iy;^Rlyl^CEUTICALS  Division  of  Geigy  Chemical  Corporation 

220  Church  Street,  New  York  13,  N.  Y. 
In  Canada:  Geigy  Pharmaceuticals,  Montreal 


NEW  PHOSPHORUS-FREE 
PRENATAL  DIETARY  SUPPLEMENT! 

Cyesicaps  provide  both  mother  and  child 
with  every  needed  vitamin  and  mineral. 
Calcium  is  supplied  as  calcium  lactate,  its 
most  easily  assimilated  form.  This  phos- 
phorus-free formula,  requested  by  many 
obstetricians,  is  indicated  throughout  preg- 
nancy and  lactation.  Cyesicaps  are  dry-filled 
soft  gelatin  capsules  (an  exclusive  Lederle 
development),  and  cause  no  oily  aftertaste. 

Recommended  dosage:  1 or  2 capsules,  3 
times  daily. 

LEDERLE  LABORATORIES  DIVISION 
AMERICAN  Gfo/uunid COMPANY  Pearl  River,  New  York 

*TRAOE-MARK 


CYESICAPS 

Prenatal  Dietary  Supplement 


* 


NEW  METABOLIC  HORMONE  FORMULATION 


DEliADUMONi: 

(combination  of  Squibb  Testosterone  Enanthate,  Squibb  Estradiol  Valerate) 

a single  injection  every  3 to  4 weeks  provides  an  enhanced  therapeutic  potential  for 


imparting  a sense  of  well-being  in  the  menopausal  syndrome  (with 
minimal  likelihood  of  estrogenic  or  androgenic  effects) 

correcting  depletion  of  protein  and  osseous  tissues  in  osteoporosis 
in  males  and  females 


Supplied  in  vials  of  1 and  5 ml.,  each  ml.  containing  90  mg.  of  testosterone  enanthate 
and  4 mg:,  of  estradiol  valerate. 

Also  availahle: 

DELESTROGEN  (Squibb  Estradiol  Valerate)  for  timed  action  that  ideally  matches 
the  estrogenic  phase  of  the  normal  menstrual  cycle. 

DELATESTRYL  (Squibb  Testosterone  Enanthate)  depot  preparation  for  prolonged 
anabolic  and  androgenic  effects. 


•OELAOUMONE'  ‘OELESTROGEN ’ 'OELATESTRYt'  ARE  SQUI68  TRADEMARKS 
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MEDICAL  HORIZONS  TV 


Monday  RM. 

Sponsored  by  Cl  BA 


CO 

CO 


METANDREN  LINGUETS 

the  most  potent  oral  androgen 

® ® 

FEMANDREN  LINGUETS 

the  most  potent  oral  estrogen  with  the  most  potent  oral  androgen 

Buccally  or  sublingually  absorbed  linguets  by-pass  liver 

inactivation  or  gastric  destruction— are  virtually  as  potent  as  parenteral 

steroids— provide  effective,  convenient,  low-cost  hormone  therapy. 

Supply:  Metandren  Linguets,  5 mg.  (white,  scored)  and  10  mg. 

(yellow,  scored).  Femandren  Linguets  (green,  scored),  each  containing 
0.02  mg.  ethinyl  estradiol  and  5 mg.  methyltestosterone. 

Metandren®  (methyltestosterone  U.S.P.  ciba) 

Femandren®  (methyltestosterone  with  ethinyl  estradiol  ciba) 

Linguets®  (tablets  for  mucosal  absorption  ciba) 

CIBA  Summit,  N.  J . 2/  2070M 
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The  President’s  Column  — The  Best  Things  Are  Free 

By  Joseph  Bank,  M.  D.,  Phoenix 

Outstanding  Annual  Meeting  Scheduled  for  Southwestern  Medical  Association 

The  Complete  Program  of  the  Southwestern  Medical  Association 

Meeting  in  Phoenix,  Nov.  16-18 


Current  Therapy  — Chemotherapy  in  Tuberculosis 

By  Jack  C.  Postlewaite,  M.  D.,  El  Paso 

Maricopa  County,  Ariz.,  Society  Spearheads  New  Rest  Home  for  County  Patients. 

Aphorisms  and  Memorabilia  — Truths  and  Concepts  Concerning  Acute  Lupus 

By  Andrew  M.  Babey,  M.  D.,  Las  Cruces,  N.  M. 

Disseminated  Lupus  Erythematosus,  No  Longer  A Rare  Disease 

By  Branch  Craige,  M.  D.,  El  Paso 

Teen-Agers  Need  Doctors  Too 

By  E.  W.  Lander,  M.  D.,  Roswell,  l\l.  M. 

A Short  Outline  on  The  Present  Status  of  Multiple  Myeloma  

From  Midland,  Texas,  Cancer  Clinic,  Kurt  Lekisch,  M.  D.,  Executive  Officer 

Amoebiasis  — Medical  Aspects 

By  Frank  C.  Golding,  M.  D.,  El  Paso 


Clinical  Note  On  Amoebiasis  in  the  Southwestern  United  States. 

By  Joseph  B.  Raddin,  M.  D.,  Phoenix 


Monthly  Clinical  Pathological  Conference  of  El  Paso  General  Hospital 

Frederick  P.  Bornstein,  M.  D.,  Editor  — Presentation  of  Case  by  Dr.  James  L.  McNeil 
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Books  — Breast  Cancer  and  Childhood  Fractures  — Two  Reviews 

By  Jack  C.  Postlewaite,  M.  D.,  El  Paso 
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NOW  COMBINED.,. 


TiVi)  dislln^iiished  oral  penicdlliis 

for  ^rvater  ponicUliii  action 


I II  um-  Uililct.  ISii:iu,i\-V  Ki:  oilers  llu-  roiiiliiiu-il  actions  ol  Hicii.mn  am  I |)ciii- 
cilliii  \ liolli  iiolcil  lor  llicir  an liiiaclcrial  rclialiilil)  l>)  the  oral  route. 

PENICILLIN  V: 

• I'Or  inaxiinal  resistance  to  gastric  acid 

• I'or  o|iiiinal  alisorjition  as  active  |>enieifiin 

• Kor  lii^li  ami  rapiiilv  imliieeil  Itlooil  levels 

BICILLIN: 

• l or  snstained  resistance  to  Gastrointestinal  inactivation 

• I'or  [irolonGt-d  eoneeii t ra t ion  tliroiiGh  <lelaved  alisorption 

Absorption  studies'  show  that  these  eoinhined  actions  in  |{|i;iu,i\-\  i;!'.  have 
provided  notahiv  hi^h  and  siisitii iictl  serinn  eoneeii t ra t ions,  l oi'  these  new 
achievements  in  oral  antihiotie  lhera|»v,  preserihe  l5t(:ti,i.i\-\  i:i:. 

/.  rhli.  //  l^rrsfUHit  t tiiion 


Snp|ilied:  d'ahlels  I !l( :i u.l \ - \ i:i;,  100  iiig.  ( 100.000  miit>) 
of  lien/.athine  |ienieillin  (i  and  iiig.  ( 100.000  niiits) 

ol  |iemeil|jii  \.  hottlesol  .0). 


B E 

fipnzatliiiip  Penicillin  G nnd  Penicillin  V,  CrystnUine 
(I Ulienzyletlivlenedifiniine  I Hfienieillin  G and  Pliennxynieihyl  Penicillin) 


Philadelphia.  Pa; 
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HERE’S  HOW 

POLYSAL® 

HELPS  YOUR  PATIENTS 

1 

POLYSAL  prevents  and  corrects  hypo- 
potassemia  without  danger  of  toxicity' 

2 

POLYSAL  corrects  moderate  acidosis 
without  inducing  alkalosis' 


Polysal,  a single  I.V.  solution  to  build  electrolyte  balance, 
is  recommended  for  electrolyte  and  fluid  replacement  in 
all  medical,  surgical  and  pediatric  patients  where  saline  or 
other  electrolyte  solutions  would  ordinarily  be  given. 
Available  in  distilled  water — 250  cc.  and  1000  cc.  and  in 
5%  Dextrose — 500  cc.  and  1000  cc. 

INSTEAD  OF  U N PH YSI 0 LOG ICAL 
“PHYSIOLOGICAL  SALINE”  MAKE 

POLYSAL 


3 

POLYSAL  replaces  the  electrolytes 
in  extracellular  fluid’ 

4 

POLYSAL  induces  copious  excretion 
of  urine  and  salt’ 


YOUR  ROUTINE  PRESCRIPTION 


I.  Fox,  C.  L.  -Jr.,  ct  ul. 

An  Electrolyte  Solution  Approximate 
ing  Plasma  Concentrations  with 
Increased  Potassium  (or  Routine 
Fluid  and  Electrolyte  Replacement.  CUTTER  LaboraLrles 

J.A.M.A.,  March  8,  1952.  ...... tT  c.u.o...* 
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► THE  PRESIDENrS  COLUMN  ^ 


The  Best  Things  Are  Free 

Bv  Joseph  Bank,  M.  D.,  Phoenix 


When  one  speaks  of  receiving  something  for 
nothing,  one  is  apt  to  question  the  value  of  the  gift. 
It  does  not  necessarily  mean  that  the  gift  is  devoid  of 

cost.  I hope  that  there 
will  be  very  few  who 
will  fail  to  take  advan- 
tage of  the  postgraduate 
seminar  which  will  take 
place  in  Phoenix  No- 
vember 16,  17  and  18, 
simply  because  it  is  free. 
The  meeting  is  the  an- 
nual conference  of  the 
Southwestern  Medical 
Association,  which  this 
year  has  the  additional 
sponsorship  of  the  Maricopa  County  Medical  Society. 

Actually  this  opportunity  for  graduate  education 
is  not  without  cost,  although  it  is  free  to  the  receiver. 
A substantial  contribution,  if  a monetary  measure 
may  be  used,  is  made  by  the  distinguished  visiting 
speakers  who  render  their  services  without  remunera- 
tion. They  come  from  long  distances  at  great  sacrifice 
in  time  and  effort,  interrupting  busy  teaching  sched- 
ules and  practices.  Members  of  the  County  Society, 
which  is  host  for  the  convention,  spend  many  hours 
in  preparing  the  scientific  program  and  other  arrange- 
ments. The  women’s  committee  and  the  County  So- 
ciety office  staff  are  also  contributors.  The  nominal 
registration  fee  and  the  contribution  of  the  technical 
exhibitors  cover  the  barest  essentials  and  merely  de- 
fray traveling  expenses,  printing  and  mailing  costs. 

Learning  on  the  Knn 

A noted  British  physiologist  once  remarked  that 
a lecture  consists  of  information  transmitted  from  the 


notes  of  the  teacher  to  the  notes  of  the  student  w'ith- 
out  going  through  the  brains  of  either.  This  cliche 
of  undergraduate  days  does  not  apply  to  the  busy 
physician  who  must  literally  learn  on  the  run.  He 
must  get  his  information  quickly  and  in  concentrated 
form.  It  is  therefore  important  that  the  person  pre- 
senting the  material  have  a provocative  and  informed 
personality.  The  distinguished  array  of  speakers 
gathered  at  this  meeting  more  than  fulfills  the 
requirements. 

The  various  sessions  of  this  meeting,  as  one  may 
observe  from  the  program  printed  in  this  issue,  are 
no  mere  ' lectures.  ” The  topics  represent  problems 
with  which  the  practicing  physician  as  well  as  the 
speaker  is  confronted  daily.  Informal  and  personal 
discussion  opportunity  is  provided  at  luncheon  meet- 
ings. Furthermore,  the  atmosphere  of  the  conference 
provides  a saturation  point  for  information  consid- 
erably higher  than  equal  time  spent  in  reading. 
Nothing  is  more  timely  or  up-to-date  than  the  spoken 
word,  whether  in  di.scussion  or  in  answer  to  questions. 

.'Vlaximuni  Opportiinily 

A cordial  invitation  is  extended  to  all  physicians 
of  this  area.  The  program  fits  in  with  the  needs  of 
the  modern,  busy  doctor  who  can’t  take  time  off  from 
active  practice.  Most  participants  will  lose  little  or  no 
time  in  travel.  This  conference  literally  brings  to  your 
doorstep  discussions  and  personalities  ordinarily  avail- 
able only  at  national  meetings  far  from  home. 

Southwestern  meetings  always  provide  maximum 
educational  opportunity  coupled  with  a chance  to 
meet  old  friends  and  make  new  ones.  Phoenix,  as 
host  city,  extends  a warm  welcome. 


MEETINGS 


Outstanding  Annual  Meeting  Scheduled  for 
Southwestern  Medical  Association 


A total  of  13  outstanding  speakers,  on  the  agenda 
for  the  coming  convention  of  the  Southwestern  Medi- 
cal Association  in  Phoenix,  November  16  through  18, 
will  make  the  meeting  one  of  the  most  outstanding 
in  the  Association’s  history. 

This  extraordinary  program,  coupled  with  the 
charm  and  atmosphere  of  thriving  Phoenix,  is  cal- 
culated to  draw  physicians  from  the  Southwest  in 
record  numbers.  Following  the  precedent  established 
a year  ago  at  the  El  Paso  meeting,  the  Phoenix  con- 
vention will  officially  began  on  a 'Wednesday  and 
close  Friday  night  leaving  Saturday  for  travel,  sight- 
seeing or  sports. 

A feature  of  the  meeting  will  be  the  symposium 
on  cardio-pulmonary  diseases  by  Doctors  Hans  H. 
Hecht,  John  W.  Kirklin,  Reginald  H.  Smart  and 
John  L.  Webb.  This  is  being  sponsored  by  the 
Maricopa  County  Medical  Society’s  medical  educa- 
tion committee  in  place  of  the  annual  post-graduate 
program.  The  symposium  is  scheduled  for  what  is' 
virtually  an  all-day  session  on  Friday,  November  18. 

Additional  Speakers 

Two  additional  speakers  announced  for  the  pro- 
gram since  the  October  issue  of  SOUTHWESTERN 
MEDICINE  are  Dr.  Conrad  J.  Holmberg,  Assistant 
Professor  of  Otalaryngology  at  the  University  of 
Minnesota  School  of  Medicine,  and  Dr.  Donald  C. 
Collins,  Assistant  Professor  of  Surgery  at  the  College 
of  Medical  Evangelists  in  Los  Angeles. 

Dr.  Joseph  Bank  of  Phoenix,  who  is  president  of 
the  Association  as  well  as  being  chairman  of  the 
program  committee,  has  planned  an  informal  party 
and  buffet  supper  at  the  Phoenix  Country  Club  on 
Wednesday  night  and  a cocktail  party  and  dinner 
dance  in  Hotel  Westward  Ho,  convention  head- 
quarters, for  Thursday  night. 

Twenty-one  firms  have  entered  commercial  exhi- 
bits and  physicians  are  urged  to  allocate  a portion 
of  their  time  for  an  inspection  tour  of  the  exhibit 
section. 

SPEAKERS 

H.  L.  Bockus,  M.  D. 

Professor  and  Chairman  of  the  Department  of 
Medicine,  Graduate  School  of  Medicine,  Uni- 
versity of  Pennsylvania ; Chairman  of  the  De- 
partment of  Medicine,  Graduate  Hospital. 

William  E.  Elirich,  M.  D. 

Professor  of  Pathology  and  Chairman  of  the 
Department  of  Pathology,  Graduate  School  of 
Medicine,  University  of  Pennsylvania. 
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L.  Kraeer  Ferguson,  M.  D. 

Professor  of  Surgery  and  Chairman  of  the  De- 
partment, Women’s  Medical  College  of  Pennsyl- 
vania; Professor  of  Surgery,  Graduate  School  of 
Medicine,  University  of  Pennsylvania. 

Hans  H.  Heeht,  M.  D. 

Associate  Professor  of  Medicine,  University  of 
Utah  School  of  Medicine. 

Conrad  J.  Holmberg,  M.  D. 

Assistant  Professor  of  Otolaryngology,  Univer- 
sity of  Minnesota  School  of  Medicine. 

John  W.  Kirklin,  M.  D. 

Assistant  Professor  of  Surgery,  Mayo  Founda- 
tion, University  of  Minnesota. 

I.  V.  Ponseti,  M.  D. 

Associate  Professor  of  Orthopedic  Surgery,  Uni- 
versity of  Iowa  School  of  Medicine. 

Kenneth  L.  Roper,  M.  D. 

Associate  Professor  of  Ophthalmology,  North- 
western University  School  of  Medicine. 

Edward  H.  Rynearson,  M.  D. 

Consultant  Division  of  Medicine,  Mayo  Clinic; 
Professor  of  Medicine,  Mayo  Foundation,  Grad- 
uate School,  University  of  Minnesota. 

Reginald  H.  Smart,  M.  D. 

Clinical  Professor  of  Medicine  and  Coordinator 
of  Chest  Diseases,  University  of  Southern  Cali- 
fornia School  of  Medicine. 

John  L.  Webb,  M.  D. 

Professor  of  Pharmacology  and  Chairman  of  the 
Department,  University  of  Southern  California 
School  of  Medicine. 

J.  Walter  Wilson,  M.  D. 

Associate  Professor  of  Dermatology,  University 
of  Southern  California  School  of  Medicine. 

Donald  C.  Collins,  M.  D. 

Assistant  Professor  of  Surgery,  College  of  Medi- 
cal Evangelists,  Los  Angeles. 

SOUTHWESTERN  MEDICINE 


The  Complete  Program  of  the  Annual  Meeting  of  the 
Southwestern  Medical  Association  In  Phoenix,  November  16-18 


SCIENTIFIC  PKOGK4M 

W ednesday,  N<(veiiihei’  16 
Uomiiifi;  Session 

8:00  a.  111. 

Registration  — Mezzanine  Floor. 

9:30  a.  in. 

Opening  of  Meeting  and  Address  of  Welcome, 

Doctor  Carlos  C.  Craig,  President,  Maricopa 
County  Medical  Society. 

Response  — Doctor  Joseph  Bank,  President, 
Southwestern  Medical  Association. 

10:00  - 1 I :30  a.  in. 

Symposium  - Regional  Enteritis  and  Enterocoli- 
tis; Medical.  Surgical  and  Pathologic  Aspects. 

Doctors  H.  L.  Bockus,  L.  Kraeer  Ferguson,  and 
William  E.  Ehrich. 

11:30  a.  111. 

Clinical  Disturbances  of  the  Pituitary  Gland. 

Doctor  Edward  Fi.  Rynearson. 

12 : 15  p.  ni. 

Concho  Room  — Round-Table  Discussion; 
Question  and  Answer  Period. 

Doctors  H.  L.  Bockus,  William  E,  Ehrich,  and 
Edward  H.  Rynearson. 

Presiding:  Doctor  Ashton  Taylor,  Phoenix. 


Afternoon  Session 

Presiding:  Doctor  John  El.  Detrweiler  and 
Doctor  Robert  Eriedenberg,  both  of  Albu- 
cjuercjLie. 

2:00  p.  ill. 

Which  Goiters  Are  Best  Treated  With  Surgery 
and  Which  by  Radioactive  Iodine. 

Doctor  Edward  H.  Rynearson. 

2:.30  - l:00  p.  111. 

Symposium  — Orientation  of  Massive  Bleeding 
from  the  Upper  Alimentary  Tract;  Medical, 
Surgical  and  Pathologic  Aspects. 

Doctors  H.  L.  Bockus,  L.  Kraeer  Ferguson,  and 
William  E.  Ehrich. 

S :00  p.  111. 

Hip  Disorders  in  Children. 

Doctor  I.  V.  Ponseti. 

Visit  technical  exhibits. 

7 :00  p.  111. 

Informal  party  and  buffet  supper, 

Phoenix  Country  Club. 


Dr.  Ehrich 


Dr.  Hobuherg 


Dr.  Wilson 
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Tlnirstlay,  November  17 
Morning  Session 

Presiding:  Doctor  Royal  W.  Rudolph  and  Doctor 
Stuart  Sanger,  both  of  Tucson. 

9:00  a.  m. 

Real  Versus  Supposed  Disturbances  of  the  Encio- 
crine  Glands. 

Doctor  Edward  H.  Rynearson. 

9:30  a.  m. 

Complications  of  Fracture  Treatment. 

Doctor  I.  V.  Ponseti. 

10 :00  a.  m. 

Management  of  Diuresis  in  Congestive  Heart 
Failure. 

Doctor  Hans  H.  Hecht. 

10:30  a.  ni.  - 12:00  Noon 

Symposium  — Experience  with  Subtotal  Gastrec- 
tomy in  the  Management  of  Peptic  Ulcer  — 
Post-Gastrectomy  Sequelae;  Medical,  Surgi- 
cal and  Pathologic  Aspects. 

Doctors  H.  L.  Bockus,  L.  Kraeer  Ferguson,  and 
William  E.  Ehrich. 

12 :30  p.  m. 

Concho  Room  — Round-Table  Discussion: 
Question  and  Answer  Period. 

Doctors  L.  Kraeer  Ferguson,  John  W.  Kirklin, 
and  I.  V.  Ponseti. 

Presiding:  Doctor  Donald  Poison,  Phoenix. 

Visit  Technical  Exhibits. 

.4fternoon  Session 

Presiding:  Doctor  Branch  Craige  and  Doctor 
Lester  C.  Feener,  both  of  El  Paso. 


2:00  p.  in. 

Selection  of  Cases  of  Congenital  Heart  Disease 
for  Operation. 

Doctor  John  W.  Kirklin. 

2:30  p.  in. 

Skeletal  Lesions  Produced  by  Aminonitriles. 
Doctor  I.  V.  Ponseti. 

3:00  p.  ni. 

The  Adrenals. 

Doctor  William  E.  Ehrich. 

3 :30  p.  ni. 

Prophylaxis  and  Treatment  of  Complications 
Following  Biliary  Tract  Surgery 
Doctor  L.  Kraeer  Ferguson. 

4:00  p.  ni. 

Prevention  of  Malignant  Neoplasm  of  the  Gas- 
trointestinal Tract. 

Doctor  H.  L.  Bockus. 

6:30  p.  m. 

Mezzanine  Floor  — Hotel  Westward  Ho. 
Cocktail  Party. 

7 :30  p.  m. 

Fiesta  Room  — Hotel  Westward  Ho. 

Dinner  Dance 

Friday,  November  18 
Morning  Session 

Presiding:  Doctor  Russell  L.  Deter  and  Doctor 
Clement  C.  Boehler,  both  of  El  Paso. 

The  Symposium  on  Cardio-Pulmonary  Diseases 
by  Doctors  Hans  H.  Hecht,  John  W.  Kirklin, 
Reginald  H.  Smart,  and  John  L.  Webb,  is  spon- 
sored by  the  Maricopa  County  Medical  Education 
Committee  in  place  of  the  annual  post-graduate 
program. 


Dr.  Bockus 


Dr.  Ferguson 
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9:00  a.  ni. 

Fungous  Diseases. 

Doctor  J.  Walter  Wilson. 

9:30  a.  m. 

The  Etfect  of  Drugs  on  Pulmonary  Circulation 
and  on  the  Control  of  Respiration. 

Doctor  John  L.  Webb. 

10:00  a.  111. 

Clinical  Obsercations  of  the  Value  of  Pulmonary 
Function  Studies. 

Doctor  Reginald  H.  Smart. 

10:30  a.  ni. 

Essential  Pulmonary  Hypertension. 

Doctor  Hans  H.  Hecht. 

11:00  a.  ni. 

The  Treatment  of  Atrial  and  Septal  Detects. 
Doctor  John  W.  Kirklin. 

12:30  p.  ni. 

Luncheon  Meetings. 

Symposium  — Surgical  Evaluation  of  Accjuired 
Heart  Disease. 

Doctors  John  W.  Kirklin  and  Hans  H.  Hecht. 
Presiding:  Doctor  Howell  Randolph,  Phoenix; 
and  Doctor  William  R.  Hewitt,  Tucson, 

ENT  and  Ophthalmology. 

Doctors  Kenneth  L.  Roper  and  Conrad  J. 
Holmberg. 

Presiding;  Doctor  Oscar  W.  Thoeny,  Phoenix. 
Anesthesiology. 

The  Newer  Drugs  for  Anesthesia. 

Doctor  John  L.  Webb. 

Presiding:  Doctor  Wallace  A.  Reed,  Phoenix. 


International  Academy  of  Proctology. 

The  Role  of  Histoplasmosis  in  Colonic  Disease. 
Doctor  Donald  C.  Collins. 

Presiding:  Doctor  William  lx  Schroeder,  Phoenix. 

Afleriioon  Session 

Presiding;  Doctor  Donald  K.  Buffmire,  Phoenix; 
and  Doctor  A.  I.  Poldosky,  Yuma,  Arizona. 

2:00  p.  m. 

Delusion  of  Parasitosis. 

Doctor  J.  Walter  Wilson. 

2:30  p.  111. 

How  To  Evaluate  Polycythemia. 

Doctor  Hans  H.  Hecht. 

3:00  p.  111. 

The  Pneumoconioses  and  Pulmonary  E'unction: 
Industrial  Insurance  Considerations. 

Doctor  Reginald  H.  Smart. 

3:30  p.  111. 

The  Action  ol  Drugs  in  Clinical  Use  for  Heart 
Disease,  Other  Than  Digitalis. 

Doctor  |ohn  L.  Webb. 

1 [1.  111. 

Surgery  for  Occlusion  and  Aneurysms  of  the 
Aorta. 

Doctor  John  W.  Kirklin, 

Program  Comiiiiltee 

Joseph  Bank,  M.  D.,  Chaiyuuxn 
Carlos  Craig,  M.  D. 

W.  V.  Ergenbright,  M.  D. 

Louis  Jekel,  M.  D. 

Howell  Randolph,  M.  D. 

Ashton  Taylor,  M.  D. 

Oscar  W.  Thoeny,  M.  D. 


Dr.  Ponseti 


Dr.  Roper 


Dr.  Kirklin 
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Dr.  Rynearso)2 


Dr.  Smart 


Dr.  Webb 


Exliibits 

Marriner  W.  Merrill,  M.  D.,  Chairman 

Arrangements  Committee 

James  Barger,  M.  D.,  Equipment 

Robert  Beers,  M.  D.,  Golf 

Thomas  A.  Edwards,  M.  D.,  Registration 

James  Faulkner,  M.  D.,  Finance 

John  McCarville,  M.  D.,  Reservations 

Ashton  Taylor,  M.  D.,  Entertainment 

Ladies  Committee 

Mrs.  Kent  Thayer,  Chairman 
Mrs.  Leslie  Smith,  Co-Chairman 
Mrs.  Wallace  Meyers 
Mrs.  Selby  Mills 
Mrs.  William  Ragsdale,  Jr. 

Mrs.  Lorel  Stapley 
Mrs.  L.  L.  Stolfa 


Commereial 

Booths  reserved  by; 

C.  B.  Fleet,  Lynchburg,  Virginia 
Doho  Chemical,  New  York 
Ethical  Pharmaceutical,  Phoenix 
Standard  Surgical  Supply  Company,  Phoenix 
Pfizer,  Brooklyn 

Person  & Covey,  Glendale,  California 

Eli  Lilly,  Indianapolis 

General  Electric,  Phoenix  and  Los  Angeles 

G.  D.  Searle,  Chicago 

(Pitcher)  Medco  Products,  Tulsa 


Exhibits 

Lederle,  Pearl  River,  New  York 
A.  El.  Robins,  Richmond,  Virginia 
J.  B.  Lippincott,  Philadelphia 
Sandoz,  San  Francisco 
Squibb,  New  York  City 
Ciba,  Summit,  New  Jersey 
Southwestern  Surgical  Supply,  Phoenix 
Mead  Johnson,  Evansville,  Indiana 
Upjohn,  Los  Angeles 
Coca  Cola,  New  York  City 
National  Cash  Register,  Phoenix 
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CURRENT  THERAPY 


Chemotherapy  In  Tuberculosis 

Bv  Jack  C.  Postlewaite,  M.  D.,  El  Paso 


The  closin^f  of  Trudeau  Sanitorium  in  Lake 
Saranac,  New  York,  has  not  affected  the  outlook 
of  the  relapsing  disease  tuberculosis.  Although  the 
mortality  in  tuberculosis  has  been  materially  changed 
by  antibiotic  therapy,  being  on  the  order  of  seven 
per  100,000  in  New  York  state  and  22  per  100,000 
throughout  the  United  States  at  large,  one  greatly 
doubts  that  the  morbidity  of  tuberculosis  has  come 
to  pass.  There  is  good  reason  to  believe  that  tubercu- 
losis was  the  first  epidemic  of  the  centuries  gone  by. 
The  White  Plague,  first  named  by  Oliver  Wendell 
Holmes  in  1861,  has  persisted  to  date,  being  only 
partially  influenced  by  the  public  health  controls  and 
the  results  of  the  veterinary  control  of  tuberculosis 
in  cattle.  It  is  interesting  that  an  organized  study 
with  tuberculin  testing  of  the  cattle  industry  from 
1917  to  1940  produced  a tuberculin  sensitive  cattle 
population  of  less  than  one-half  of  one  per  cent  at  the 
cost  of  $260,000,000.  This  program  was  accom- 
plished in  23  years  at  a cost  less  than  the  yearly 
expenditure  of  the  cattle  industry  for  their  losses 
each  year  prior  to  that  time. 

New  Treatments 

The  treatment  of  tuberculosis  was  limited  to  the 
stage  of  amulents  and  fetishes  until  the  antibiotic 
era.  Diet,  helio-therapy,  climatic  and  altitude  therapy 
was  the  standard  of  treatment  until  recently.  It  was 
only  of  recent  vintage,  1876,  that  Dettweiler  replaced 
the  theory  of  exercise  for  complete  rest  in  the  treat- 
ment of  tuberculosis.  Nearly  all  the  drugs  in  the 
pharmacopeia  had  been  used  unsuccessfully  in  the 
treatment  of  tuberculosis.  It  was  not  until  the  enthu- 
siasm with  the  triumphs  of  chemotherapy  were 
developed  in  the  sulfonamide  and  penicillin  era  that 
the  first  active  anti-tuberculosis  drug  was  brought 
into  reality.  In  the  pre-streptomycin  stage,  20  per 
cent  of  patients  incurring  active,  minimal  pulmonary 
tuberculosis  were  dead  within  a period  of  ten  years, 
and  70  per  cent  of  the  far  advanced  pulmonary 
tuberculosis  victims  were  dead  in  a period  of  less 
than  ten  years  with  the  active  disease.  The  pre- 
streptomycin period  may  be  dated  from  1938  with 
the  advent  of  the  sulfonilamide  drugs  which  demon- 
strated suppressive  action  in  experimental  tuberculosis 
only.  It  was  not  until  the  sulfone  derivatives  includ- 
ing Promin,  Diasone,  and  Promizole  were  formulated 
that  an  anti-tuberculosis  drug  effective  in  human 
disea.se  was  recognized. 

Antibiotic  Activity 

In  early  1944  Shatz,  Bugie  and  Waksman  pub- 
lished the  first  report  on  streptomycin  and  noted  its 

NOVEMBER,  1955 


antibiotic  activity  against  bacteria  of  both  the  gram 
negative  and  the  gram  positive  types.  The  effective- 
ness of  streptomycin  against  mycobacterium  tubercu- 
losis was  reported  shortly  thereafter  opening  a new 
therapeutic  hope  for  the  victims  of  the  disease. 
Streptomycin  first  clinically  used  by  Hinshaw  and 
his  group  at  Mayo  Clinic  revealed  certain  human 
toxicities.  Deafness  and  vestibular  dysfunction  were 
noted  in  many  cases  at  the  increased  dosages  used. 
Also  very  early,  in  the  clinical  trial  of  the  drug, 
bacterial  resistance  and  case  failures  were  recorded. 
In  1946  Dr.  Youmans  reported  that  tubercle  bacilli 
were  recovered  in  eight  out  of  12  patients  receiving 
streptomycin  and  were  resistant  to  the  antibiotic  in 
three  months.  Other  major  problems  for  discourage- 
ment were  noted  in  January  of  1946.  Complaints  of 
frequent  occurrence  of  irreversible  deafness  and  ver- 
tigo were  discovered. 

Anapliyhu’tic  Reactions 

Anaphylactic  reactions  such  as  eosinophilia,  cylin- 
duria,  leukopenia,  agranulocytosis,  drug  fever  and 
rash,  circumoral  paresthesia,  and  rarely  jaundice  were 
reported.  A standard  treatment  program  of  strepto- 
mycin was  stimulated  by  the  combined  reports  of  the 
Army,  Navy  and  Veterans  Administration  in  May 
1946.  Favorable  studies  from  England  were  reported 
and  presented  52  cases  as  controls  of  which  only 
33  per  cent  had  x-ray  improvement  without  strepto- 
mycin, 34  per  cent  x-ray  deterioration,  27  per  cent 
died,  and  four  per  cent  developed  negative  sputum. 
Of  55  cases  streptomycin  treated,  69  per  cent  revealed 
x-ray  improvement,  20  per  cent  x-ray  deterioration, 
10  per  cent  died,  14  per  cent  had  negative  sputum 
on  culture  and  85  per  cent  developed  antibiotic 
bacterial  resistance.  The  therapeutic  dose  was  strepto- 
mycin two  grams  daily  in  four  divided  doses  over 
a period  of  four  months.  Remarkable  change  in  the 
streptomycin  group  included  weight  gain,  sedimenta- 
tion rate  improvement,  and  remission  of  fever.  Drug 
toxicity  occurred  in  65  per  cent  of  the  streptomycin 
treated  patients.  At  this  time  certain  problems  ap- 
peared in  the  use  of  streptomycin. 

Examples 

For  example  — I . did  the  streptomycin  resistance 
in  people  mean  the  cessation  of  therapeutic  effective- 
ness, 2.  could  the  development  of  resistance  be  de- 
layed by  altering  doses,  and  3.  could  therapeutic 
effectiveness  be  maintained  at  the  same  time  that 
toxicity  was  reduced  by  changing  the  dosage.  The 
results  of  the  combined  service  study  in  1948  indi- 
cated that  one-half  gram  of  streptomycin  daily  re- 
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suited  in  a decreased  rate  of  bacterial  resistance  and 
a like  increase  in  the  therapeutic  improvement  of 
tuberculosis  patients.  This  was  paralleled  by  a ten 
fold  decrease  in  the  toxic  symptoms  to  streptomycin. 
In  1948  Dihydrostreptomycin  was  discovered  and 
found  to  be  essentially  comparable  to  streptomycin 
therapy. 

New  Era  of  Therapy 

In  1946  Lehmann  developed  a new  era  of  tubercu- 
losis therapy,  better  known  as  combined  chemotherapy 
plus  long  term  treatment.  It  was  here  that  para- 
aminosalcylic  acid  known  as  PAS  was  combined  with 
streptomycin.  Unfortunately,  certain  disadvantages  of 
PAS  are  noted  early,  manifested  by  gastro-intestinal 
upset  and  occasional  sensitivity.  The  course  of  therapy 
developed  was  streptomycin  with  PAS  12  to  20  grams 
per  day.  A decrease  in  streptomycin  bacterial  resis- 
tance was  noted  with  an  improvement  in  the  clinical 
case  responses.  The  Veterans  Administration  and 
Army-Navy  groups  selected  three  basic  regimes  for 
study  from  which  our  present  treatment  program 
was  developed.  1.  Streptomycin  one  gram  daily  plus 
PAS  12  grams  daily,  2.  Streptomycin  one-half  gram 
daily  plus  PAS  12  grams  daily,  and  3.  Streptomycin 
one  gram  twice  a week  plus  PAS  12  grams  daily. 
It  was  shown  that  combined  drug  long  term  treat- 
ment revealed  75  per  cent  x-ray  improvement  versus 
57  per  cent  single  drug  therapy,  and  a 70  per  cent 
conversion  of  sputum  as  against  a 50  per  cent  con- 
version of  sputum. 

Isopropyl  Derivatives 

In  1952,  Isoniazid  and  its  isopropyl  derivatives 
were  introduced  as  chemotherapeutic  agents  in  the 
treatment  of  tuberculosis.  Preliminary  reports  came 
from  Seaview  Hospital  in  New  York  City.  Here 
again,  combined  statistics  from  the  U.  S.  Public 
Health  Service,  the  V.  A.,  Army-Navy  group  and 
the  research  council  of  Great  Britain  gave  us  an  early 
evaluation  of  the  therapy.  It  was  noted  that  strepto- 
mycin plus  PAS,  Isoniazid  alone  and  streptomycin 
plus  Isoniazid  revealed  comparable  improvement  in 
x-rays  — 54  to  64  per  cent;  comparable  changes  in 
sputum  conversions  — 37  to  67  per  cent;  and  that 
35  per  cent  of  the  cases  became  resistant  to  INH 
on  INH  alone,  whereas  three  per  cent  of  the  cases 
developed  such  resistance  to  INH  plus  streptomycin. 
It  was  interesting  that  at  first  the  Isoniazid  resistant 
organisms  were  found  to  be  avirulent  in  guinea  pig 
innoculations.  This  avirulence,  however,  did  not 
persist  in  other  animals  or  in  man.  Certain  toxicities 
were  inevitable  in  the  use  of  the  new  drug  (Isoniazid) 
in  its  clinical  application. 

Varied  Toxic  Effects 

A wide  variety  of  toxic  effects  in  humans  include 
central  nervous  system  stimulation  such  as  hyper- 
reflexia,  peripheral  neuritis,  toxic  psychosis  and  acute 
convulsive  reactions.  Pyridoxine  deficiency  has  been 
discovered  and  corrected  by  the  use  of  Pyridoxine 
50  to  450  mg.  per  day.  B-12  therapy  also  has  re- 

Page  534 


lieved  the  peripheral  neuritis.  Allergic  responses  such 
as  chills,  fever,  dermatitis,  arthralgia  and  purpuras 
have  been  recorded.  Hemolytic  anemia  was  noted 
rarely  A specific  euphoric  effect  was  disclosed  in 
the  early  cases  under  therapy.  Withdrawal  of  the 
drug  produced  depression,  nightmares  and  nervous 
upsets.  Eight  of  24  patients  treated  with  streptomycin 
and  PAS  developed  a complicating  tuberculosis 
meningitis  during  therapy.  Twelve  patients  treated 
with  INH  alone  did  not  develop  this  complication. 
This  is  the  basis  of  the  prophylaxis  study  in  tubercu- 
lous meningitis  now  being  carried  out  by  the  public 
health  service. 

Other  Drujis 

Other  drugs  used  in  anti-tuberculosis  therapy 
have  included  Viomycin,  now  available  for  use, 
however,  extremely  toxic  and  expensive  and  develop- 
ing a drug  resistant  bacteria  very  early.  It  is  of  value 
when  a patient  is  particularly  sensitive  to  streptomycin 
and/or  Isoniazid.  A second  drug,  Pyrazinamide,  is 
not  a very  potent  anti-tuberculosis  drug  but  seems 
effective  when  combined  with  INH.  Its  high  degree 
of  hepatoxicity  makes  the  prolonged  use  of  this  drug 
impractical.  Oxytetracyclene  has  been  substituted  for 
PAS  and  found  to  be  effective  in  combined  therapy. 
It  is  not  a potent  anti-tuberculosis  drug  alone. 

It  is  unfortunate  that  an  ideal  chemotherapeutic 
agent  is  not  available  in  tuberculosis  therapy. 

Problems  Unsolved 

The  problem  of  who  should  be  treated  with  the 
anti-tuberculosis  drug  is  not  as  yet  settled.  There  is 
no  doubt  that  meningitis,  miliary  disease  and  acute 
exudative  forms  of  pulmonary  tuberculosis  should 
receive  therapy.  However,  it  is  only  recently  that 
Edith  Lincoln  has  come  to  believe  that  the  primary 
infection  of  tuberculosis  in  children  can  be  altered 
by  the  anti-tuberculous  drug,  particularly  INH.  The 
problem  of  therapy  and  disagreement  of  manage- 
ment pertains  to  the  recent  tuberculin  converter.  The 
use  of  all  three  drugs  — PAS,  SM,  and  INH  — is  of 
no  value.  Triple  drug  therapy  seems  to  have  no 
advantage  in  the  uncomplicated  tuberculosis.  This  is 
not  true  in  fulminating  tuberculosis,  such  as  miliary 
disease  or  meningitis. 

Tlierapy  Regimens 

The  following  regimens  of  therapy  have  been 
postulated:  1.  Streptomycin  one  gram  intramuscu- 
larly, fwice  a week  and  PAS  12  grams  daily  by  mouth 
in  three  or  four  divided  doses.  2.  Isoniazid  alone, 
four  to  five  mg.  per  kilogram  of  body  weight  per 
day  or  in  two  or  three  divided  doses.  3.  Isoniazid 
four  to  five  mg.  per  kilogram  of  body  weight  per 
day  plus  streptomycin  one  gram  intramuscularly  once 
a day.  4.  INH  four  to  five  mg.  per  kilogram  of  body 
weight  per  day  plus  the  streptomycin  given  twice 
weekly  instead  of  daily.  5.  Isoniazid  four  to  five  mg. 
per  kilogram  of  body  weight  and  PAS  12  grams 
daily.  6.  INH  plus  SM  plus  PAS  in  dosages  as  above, 
streptomycin  being  given  daily  or  twice  weekly.  All 
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three  drugs  should  be  used  in  the  dangerous  forms 
of  tuberculosis  such  as  miliary  disease  and  meningeal 
or  acute,  extensive  pulmonary  pneumonic  form  of 
tuberculosis.  In  the  latter  case  the  INH  should  be 
eight  to  10  mg.  per  day  for  the  first  two  or  three 
weeks,  after  which  it  may  be  reduced  to  four  or 
five  mg.  per  kilogram  per  day. 

Streptomycin  Recommended 

It  is  also  recommended  that  streptomycin  be  given 
daily  during  the  first  three  months  of  therapy  and 
that  PAS  be  given  at  12  to  20  grams  daily  during 
this  period  of  therapy.  The  length  the  treatment  is 
to  be  continued  is  uncertain  and  there  is  reason  to 
consider  a total  of  one  year  to  18  months  or  even 
longer.  The  chemotherapy  is  not  irradicating  the 
infection  but  gives  the  patient  a different,  less 
pathogenic  bacteria  to  deal  with  metabolically.  The 
tuberculosis  bacilli  are  better  controlled  by  tissue 
reaction,  the  longer  they  remain  in  metabolic  in- 
activity. Thus  one  might  anticipate  two  or  three 
years  of  therapy  under  these  conditions.  The  c|uestion 
of  chemotherapy,  bed  rest,  collapse  therapy  and  sur- 
gery is  also  not  settled ; however,  the  objective  of 
closing  cavitary  disease  seems  to  be  mandatory 
through  medical  thinking.  The  surgical  procedures 
have  a reduced  mortality  and  are  clinically  more 
successful  with  antibiotic  therapy. 

I^reveiitioii  More  Eeoiiomieal 

The  prevention  of  tuberculosis  is  far  more  econo- 
mical than  the  cure  of  the  disease.  A new  non-ionic 
surface  acting  polyoxyethylene  ether  (Triton-WR- 
1339)  may  be  effective  in  suppressing  tuberculosis 
by  intra-cel lular  activity.  Therapy  may  become  com- 
pletely effective  as  investigation  develops  in  the  field 
of  anti-metabolic  drugs  and  the  ultimate  sterilization 
of  the  infected  tissue. 

In  a recent  lecture  at  Hotel  Dieu  Hospital  by 
Dr.  David  M.  Bosworth,  Chief  of  Orthopedics  of 
St.  Luke's  Hospital,  Seaview  Ho.spital,  in  New  York, 
and  New  York  Polyclinic,  considerable  emphasis  was 
laid  on  the  use  of  Marsilid  in  the  extra  pulmonary 
cases  of  tuberculosis.  Marsilid  is  an  iproniazid,  a 
derivative  of  the  Iscniazid  group  of  drugs.  Essentially 
its  toxicity  can  be  hemotological,  dermal,  hepatic  or 
neurological  and  have  been  the  deterrents  to  general 
clinical  use.  It  would  appear  that  this  has  been 
overcome  by  using  dosage  schedules  of  not  more 
than  four  mg.  per  kilogram  of  body  weight  for  one 
week,  three  mg.  per  kilogram  of  body  weight  for  the 
second  week,  and  attempting  to  arrive  at  a compatible 
dosage  schedule  of  nearly  two  mg.  per  kilogram  of 
body  weight  per  day. 

Results  Listed 

The  effective  result  of  iproniazid  therapy  include 
— • 1.  reduction  of  fever,  2.  increased  weight,  3.  tran- 
quillizing effect  on  the  central  nervous  system, 
4.  healing  of  extra  pulmonary  tuberculosis  lesions 
within  a period  of  a few  weeks,  and  5.  reduction  in 
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pain  and  increase  in  the  feeling  oi  well  being  in  all 
patients.  Failures  are  recorded  in  case  studies  of 
extra  pulmonary  disease  but  the  therapy  should  be 
given  more  clinical  trial.  Ultimate  surgical  fixation 
is  indicated  in  spinal  tuberculosis  as  a complement 
to  the  rest  and  drug  therapy.  It  would  appear  that 
an  active  Marsilid  therapy  for  bone  and  joint  tubercu- 
losis can  be  maintained  with  a reduction  in  morbidity 
and  mortality.  A life  time  follow-up  is  necessary  for 
tuberculosis  drug  evaluation  because  of  the  relapsing 
characteristics  of  tuberculosis  infections. 


Tissue  Slerilization 

An  approach  to  tissue  sterilization,  the  removal  of 
the  tuberculosis  pathology  from  the  human  individual 
comparable  to  the  efforts  of  the  veterinarian  group 
and  the  cattle  industry  seems  possible  in  the  future. 
Negative  tuberculin  populations  are  directly  propor- 
tional to  negative  sputum  cases.  Negative  sputums 
can  only  mean  that  the  contagiousness  and  infectious- 
ness of  the  problem  are  minimized.  "With  the  advent 
of  even  newer  anti-tuberculosis  drugs  there  is  to  be 
anticipated  a population  free  of  the  ' White  Plague.” 
Important  considerations  will  be  developed  with  addi- 
tional experience  and  statistical  study  in  the  anti- 
tuberculosis  drug  field.  In  the  meantime,  the  drug 
schedules  at  the  present  time  in  use  must  be  main- 
tained for  at  least  one  year  and  possibly  three  years' 
before  we  can  be  sure  that  adequate  medication  has 
been  given  our  tuberculosis  patients. 

Addendum : 

The  following  chemotherapy  schedule  has  been 
employed  for  tuberculosis  in  children  at  El  Paso 
General  Hospital  for  over  one  year  and  was  intro- 
duced by  Dr.  Katharine  H.  K.  Hsu,  M.  D.,  of 
Houston,  Texas. 


Clieniollierapy  of  TiihereiiKisis 
ill  Children 

I.  For  Aente  Forms  of  Loi’alized  Diseases, 
e.  g.  Tnbereidoiis  Pneumonia. 

Streptomycin  combined  with  PAS  or  Isoniazid 
combined  with  PAS.  In  severe  cases,  all  three 
drugs  may  be  needed  at  the  same  time  until  the 
critical  stage  is  over. 


Dosage: 

Strepto- 

mycin 

Isoniazid 

PAS 


30-40  mg/kg 
(maximum  1 .0  gm ) 

3-5  mg/kg  daily 

200  mg/kg  daily 
(maximum  12  gm) 


daily 

q 1 2 h or  q 8 h 
q 6 h or  q 8 h 


Duration : 

Until  the  toxic  symptoms  subside  and  the 
disease  enters  into  subacute  stage,  then  con- 
tinue the  therapy  as  2. 
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2.  For  Suhacute  or  Chronic  Forms  of  Local- 
ized Diseases. 

Streptomycin  combined  with  PAS  or  Isoniazid 
combined  with  PAS. 

Dosage : 

Strepto-  30-40  mg/kg  twice  weekly 

mycin  (maximum  1.0  gm) 

Isoniazid  3-5  mg/kg  daily  ql2horq8h 

PAS  200  mg/kg  daily  q 6horq8h 

(maximum  12  gm) 

Duration : 

Until  disease  is  inactive.  Presence  of  necrotic 
residual  requires  more  prolonged  therapy. 

3.  For  Miliary  Tuberculosis. 

Intensive  prolonged  therapy  using  all  three  drugs. 

Dosage : 

Streptomycin  intramuscularly,  50  mg.  b.  i.  d., 
maximum  daily  dose  1.0  gm,  until  acute  symptoms 
have  subsided,  thereafter  1.0  gm.  semi-weekly. 
Isoniazid  10  mg/kg  daily  for  four  to  six  weeks, 
thereafter  seven  mg/kg.  Reduce  dosage  to 
3-5  mg/kg,  if  toxic  symptoms  appear. 

PAS  200  mg/kg  daily,  maximum  daily  dose 
12  gm. 

Duration : 

Streptomycin  six  months,  Isoniazid  and  PAS 
one  year. 

4.  For  Tuberculous  Meningitis. 

Intensive  prolonged  therapy  using  all  three  drugs. 

Maricopa  County  Society  Spearheads 

A report  in  1951  by  a Maricopa  County  Medical 
Society  member  sparked  a four  year  campaign  to 
improve  the  lot  of  rest  home  patients  in  the  Phoenix 
area.  As  a result  of  his  spade  work  and  a follow-up 
program  by  the  society,  a new  400-bed  central  rest 
home  for  county  patients  will  shortly  be  in  operation 
on  the  grounds  of  the  county  hospital. 

A preliminary  study  of  every  rest  home  in  the 
county,  supplemented  by  information  from  other 
states  and  counties,  furnished  the  basis  of  a code  of 
standards  for  both  nursing  homes  and  boarding 
homes.  The  medical  society  set  up  a Rest  Home 
Committe  which  enlisted  the  cooperation  of  the  city 
fire  department  and  the  county  sanitarian  in  checking 
fire  hazards,  food  preparation  and  sanitary  facilities. 
These  checks  were  made  after  a letter  to  each  home 
operator  and  after  a 30-day  period  in  which  the  oper- 
ators had  a chance  to  comply  with  the  minimum 
standards  of  the  code.  Photographs  of  the  homes  were 
attached  to  each  report.  Since  the  investigation  was 
a private  undertaking  of  the  society,  some  resistance 
was  expected.  The  committee  found,  however,  that 
home  operators  were  uniformly  courteous,  and  most 
expressed  an  interest  in  meeting  code  standards. 
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Dosage : 

Streptomycin  intramuscularly,  50  mg/kg  b.  i.  d., 
maximum  daily  dose  1.0  gm,  until  spinal  fluid 
becomes  normal,  thereafter  1.0  gm.  semi-weekly. 

Isoniazid  10  mg/kg  daily  for  four  to  six  weeks, 
thereafter  seven  mg/kg.  Reduce  dosage  to 
3-5  mg/kg,  if  toxic  symptoms  appear. 

PAS  200  mg/kg  daily,  maximum  daily  dose 
12  gm. 

Ehiration ; 

Streptomycin  at  least  six  months.  Isoniazid  and 
PAS  at  least  one  year. 

«'>.  For  Uncomplicated  Primary  Tuberculosis 
in  Young  Infants. 

To  prevent  tuberculous  meningitis  and  other  posU 
primary  complications,  Isoniazid  is  preferred  to 
streptomycin. 

Dosage : 

Isoniazid  3-5  mg/kg  daily  ql2horq8h 

PAS  200  mg/kg  daily  q 6horq8h 
(maximum  12  gm) 

Duration : 

One  year  (tentative) 
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New  Rest  Home  for  County  Patients 

Following  completion  of  the  report,  a vigorous 
protest  was  made  to  the  city,  county  and  state  health 
departments  concerning  home  conditions.  As  a result 
these  health  departments  assumed  responsibility  for 
licensing  and  enforcing  code  standards.  Later,  assign- 
ment of  county  patients  was  removed  from  political 
control  and  a non-partisan  citizens’  committee  was 
organized  to  follow  through  on  the  disposition  of 
county  patients.  Their  report  suggested  that  a new 
county  rest  home  be  built  on  the  grounds  of  the 
present  county  hospital,  thus  saving  nearly  $40,000 
per  year  in  ambulance  costs.  Although  this  sugges- 
tion had  been  ignored  when  made  previously  by 
physicians  who  had  been  medical  directors  of  the 
county  hospital,  this  time  the  idea  took  root.  A happy 
coincidence,  the  society  reports,  is  that  Dr.  Fred 
Holmes,  who  began  the  campaign  by  his  1951  report, 
now  is  medical  director  of  the  county  hospital.  After 
construction  of  the  home  is  completed  in  November, 
all  he  has  to  do  is  look  out  his  office  window  to  see 
the  building  that  represents  four  years  of  work  on 
his  part  and  that  of  his  society  colleagues.  It  should 
inspire  other  societies  as  a sample  of  persistent,  aggre- 
sive  community  action. 

The  PR  Doctor,  September,  1955 

SOUTHWESTERN  MEDICINE 


APHORISMS  and  MEMORABILIA 


Truths  and  Concepts  Concerning  Acute  Lupus 

Bv  Andrew  M.  Babhv,  M.  D.,  Las  CrucI'S,  N.  M. 


1.  "It  has  been  our  experience  that  biopsy  exami- 
nation is  frequently  of  little  help  in  establishing  the 
diagnosis  of  lupus,  no  specific  lesion  being  detected 
in  patients  who  are  later  found  to  have  the  disease. 
Thus,  in  our  group  of  patients,  lymph  node  biopsy 
was  nonspecific  in  1 1 instances  and  positive  in  only 
two.  Of  19  skin  biopsies  only  12  were  positive,  and 
only  one  muscle  biopsy  in  12  gave  information  of 
definitive  value.”  A.  McGehee  Harvey,  "Systemic 
Lupus  Erythematosus,"  Medicine,  Dec.  1954,  p.  304. 

2.  "Hypertension  is  uncommon  in  patients  with 
SLE.”  A.  McGehee  Harvey,  loc.  cit.,  p.  310. 

3.  "Hepatomegaly  occurs  in  patients  with  SLE, 
but  it  is  not  an  outstanding  feature  and  jaundice  is 
unusual.”  A.  M.  Harvey,  loc.  cit.,  p.  345. 

4.  "The  spleen  was  palpable  in  only  16  per  cent 
of  this  group  of  patients.”  A.  M.  Harvey,  loc.  cit.. 
p.  347. 

5.  "Regional  or  generalized  involvement  of  lymph 
nodes  occurs  in  more  than  half  of  the  patients  with 
this  disease.”  A.  M.  Harvey,  loc.  cit.,  p.  . 

6.  "In  occasional  cases  of  SLE  thrombocytopenic 
purpura  is  the  outstanding  feature  of  the  disease. 
The  hemorrhagic  disorder  may  occur  when  other 
manifestations  are  trivial,  or  may  actually  antedate 
them  by  months  or  years.  These  patients  have  been 
thought  to  have  'idiopathic’  thrombocytopenic  pur- 
pura, and  the  platelets  may  return  to  normal  either 
spontaneously  or  as  a result  of  splenectomy."  A.  M. 
Harvey,  loc.  cit.,  p.  361. 

7.  "It  is  noteworthy  that  the  thrombocytopenic 
purpura  occurring  in  this  disease  may  be  clinically 
indistinguishable  from  'idiopathic’  thrombocytopenic 
purpura.  There  may  be  no  anemia  other  than  that 
accounted  for  by  hemorrhage,  the  white  cell  count 
may  be  normal,  the  spleen  may  not  be  palpable,  and 
the  bone  marrow  pattern  is  typical  of  ’idiopathic’ 
purpura.  Furthermore,  splenectomy  has  been  regularly 
followed  by  elevation  of  the  platelet  count,  often 
to  normal  levels.  In  most  patients  subjected  to  this 
procedure,  there  has  been  no  recurrence  of  thrombo- 
cytopenia even  though  death  from  SLE  ultimately 
occurred.”  A M.  Harvey,  loc.  cit.,  p.  361. 

History  Significant 

8.  "It  is  clear  that  a previous  history  of  joint 
pain,  pleurisy,  skin  eruption  or  other  manifestations 
may  have  great  significance  in  a patient  with  throm- 
bocytopenic purpura.”  A.  M.  Harvey,  loc.  cit.,  p.  365. 
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9.  "There  is  now  general  agreement  that  at  least 
three  factors  are  necessary  tor  the  formation  of  these 
cells  (L.  E.):  (1)  a substance  present  in  the  plasma 
of  many  patients  with  SLE;  (2)  nuclear  material  de- 
rived from  leucocytes  and  altered  through  the  influ- 
ence of  the  plasma  factor;  and  (3)  active  phagocytic 
cells  which  engulf  the  altered  masses  of  nuclear 
material.”  A.  M.  Harvey,  loc.  cit.,  p.  369-370. 

10.  "In  our  experience  the  activity  of  the  disease 
is  not  well  correlated  with  the  number  of  L.  E.  cells. 
Some  of  our  patients  have  had  remissions  lasting 
several  years  during  which  the  cells  were  repeatedly 
demonstrable  in  considerable  numbers.  " A.  M. 
Harvey,  loc.  cit.,  p.  374. 

1 1.  "While  fever  was  usual,  several  patients  with 
active  lupus  were  afebrile  for  many  weeks.”  A.  M. 
Harvey,  loc.  cit.,  p.  386. 

12.  "Haserick,  Corcoran  and  Dustan  concluded 
that  in  desperately  ill  patients,  designated  as  in  acute 
lupus  crisis,’  massive  doses  of  cortisone  were  indi- 
cated. The  treatment  consisted  of  50  to  100  mg.  at 
one-  to  two-  hourly  intervals  until  a response  was 
obtained.  One  patient  received  2300  mg.  over  a 
24-hr  period.”  A.  M.  Harvey,  loc.  cit..  p.  389. 

13.  "The  effects  of  ACTH  or  cortisone  on  the 
L.  E.  phenomenon  were  observed  in  21  of  our  pa- 
tients. In  five  the  abnormal  cells  disappeared  during 
treatment,  but  in  each  instance  they  were  described 
as  ’rare'  before  treatment.  In  eight  they  became  less 
numerous  and  in  six  no  change  occurred.  In  two 
patients  a few  more  cells  were  seen  during  hormone 
administration  than  before.”  A.  M.  Harvey,  loc.  cit.. 
p.  408. 

Sudden  or  Insidious 

14.  "SLE  may  make  its  appearance  with  dramatic 
suddenness,  or  so  insidiously  that  its  presence  is  un- 
suspected for  a long  period.  The  frequency  with 
which  the  disease  develops  obscurely,  and  the  long 
interval  of  time  elapsing  before  its  recognition  has 
lead  to  a false  impression  regarding  its  usual  dura- 
tion.” A.  M,  Harvey,  loc.  cit.,  p.  418. 

1.'5.  "We  have  seen  cases:  (1)  in  whom  L.  E.  cells 
were  not  found  although  the  clinical  diagnosis  was 
apparent  and  SLE  was  found  at  post-mortem  exami- 
nation; (2)  with  negative  L.  E.  cell  test  and  positive 
biopsy;  (3)  with  unequivocally  active  SLE  on  clinical 
grounds  in  whom  L.  E.  cells  w'ere  not  found  until 
after  repeated  search  over  months  or  years,  and  (4) 
(Continued  on  Page  543) 
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MIGINAL  ARTICLES 


Disseminated  Lupus  Erythematosus,  No  Longer  a Rare  Disease 

Bv  Branch  Craige,,  M.  D.,  El  Paso 


Introduction 

Only  a few  years  ago  disseminated  lupus  erythe- 
matosus was  considered  a rarity.  It  was  a disease 
which  was  recognized  solely  on  clinical  findings. 
There  was  no  laboratory  method  for  confirmation  of 
the  diagnosis,  and  autopsy  abnormalities  were  un- 
known. Development  of  the  LE  test  by  Hargraves, 
Richmond  and  Martin' by  which  the  clinical  diag- 
nosis may  be  confirmed  in  the  pathologic  laboratory 
has  given  clinicians  a tool  by  which  cases  of  dis- 
seminated lupus  may  be  identified.  Just  as  the 
electrocardiogram  has  made  recognition  of  myocardial 
infarction  easy  and  accurate,  so  the  discovery  of  the 
LE  test  has  made  recognition  of  this  disease  a simpler 
clinical  accomplishment.  The  availability  of  the  LE 
test  has  made  it  possible  to  diagnose  disseminated 
lupus  in  greater  numbers  than  was  previously  pos- 
sible. In  the  Los  Angeles  County  Hospital  following 
the  introduction  of  the  LE  test  the  diagnosis  of  dis- 
seminated lupus  was  established  more  often  than  that 
of  pernicious  anemia  and  leukemia,  twice  as  often 
as  Hodgkins  and  half  as  often  as  acute  rheumatic 
fever. '2 ' In  Cleveland  Haserick^^^  suggest  that  dis- 
seminated lupus  is  actually  a frequent  protean  disease 
with  atypical  phases  which  may  be  detected  with 
certainty  by  the  LE  test.  Atypical  and  subclinical  forms 
may  be  recognized,  It  is  possible  that  as  the  diagno- 
sis of  less  severely  involved  cases  becomes  possible,  the 
overall  prognosis  may  be  improved.  In  a comprehen- 
sive review  article,  Harvey  at  aP®*  have  recently  pre- 
sented 138  cases  from  the  Johns  Hopkins  Hospital 
and  have  proposed  the  name  systemic,  instead  of 
disseminated,  lupus  erythematosus  or  "SLE.” 

With  an  increasing  awareness  of  this  disease  the 
diagnosis  is  being  made  more  frequently  everywhere 
and  we  have  seen  a number  of  cases  in  the  past  few 
years  in  El  Paso. 

Patliolofiy 

Just  what  is  systemic  or  disseminated  lupus  erythe- 
matosus ? Pathologically,  abnormalities  have  been  ob- 
served which  may  be  divided  into  the  following 
categories.  First  are  vascular  lesions.  Vascular  lesions 
may  occur  throughout  the  entire  body,  including 
especially  a peculiar  hyaline  thickening  of  the  capil- 
lary wails  in  the  glomeruli  of  the  kidneys.  The 
glomerular  changes  have  been  called  the  "wire  loop” 
lesion  by  Baehr,  Klemperer  and  Schifrin."’*  Klem- 
perer, Pollack  and  Baehr pointed  out  that  the 
supporting  tissues,  that  is  the  connective  tissues  of 
the  entire  body,  not  only  of  the  capillaries,  may  be 
involved;  and  that  the  characteristic  connective  tissue 
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change  in  disseminated  lupus  is  degeneration  of 
fibroblasts;  whereas,  by  contrast,  in  rheumatic  fever 
there  is  proliferation.  This  disturbance  Klemperer 
has  called  "fibrinoid  degeneration.”  Hematoxylin 
bodies  have  been  noted  most  prominently  on  the 
heart  valves,  constituting  the  non-bacterial  verrucous 
endocarditis  of  Libman  and  Sacks.''**  The  verrucae, 
in  contrast  to  those  seen  in  rheumatic  fever,  are  likely 
to  be  found  on  the  under  surface  of  the  valve  near 
the  base,  in  contrast  to  their  position  at  the  edge  of 
the  valve  in  rheumatic  fever.  Hematoxylin-staining 
masses  are  also  found  in  much  less  frequency  in 
various  other  organs  of  the  body;  and  it  is  thought 
that  they  are  chemically  and  morphologically  similar 
to  the  material  included  in  the  LE  cells.'"*  These 
three  changes,  namely,  the  vascular  lesions,  the  fibri- 
noid degeneration  of  the  collagenous  tissues,  and  the 
hematoxylin  bodies  constitute  the  pathologic  changes 
which  are  at  present  usually  recognized. 

The  LE  Test 

The  LE  test'^*  consists  of  the  in-vitro  demonstra- 
tion of  a homogeneously-staining  hematoxylin  material 
derived  from  leucocytes  v/hich  is  phagocytosed  by 
other  polymorphonuclear  leucocytes.  It  is  speculated 
that  this  same  phenomenon  may  occur  in-vivo  pro- 
ducing the  hematoxylin  bodies  found  on  the  heart 
valves  and  in  some  of  the  tissues.  In-vitro  the  require- 
ments to  produce  the  LE  phenomenon  are  plasma  or 
serum  or  the  gamma-globulin  fraction  thereof  con- 
taining the  unknown  LE  factor'^'**  and  polymorpho- 
nuclear leucocytes  belonging  either  to  the  patient,  a 
donor,  or  derived  from  another  species.  They  may 
come  either  from  peripheral  blood  or  from  bone 
marrow.  When  these  two  substances,  the  LE  factor 
from  the  patient’s  blood,  and  any  normal  leucocytes, 
are  mixed  and  incubated,  changes  occur  rather 
promptly  over  the  course  of  twenty  minutes  or 
more."**^’  Perhaps  the  simplest  method  of  producing 
the  phenomenon  is  to  incubate  the  patient’s  heparin- 
ized whole  blood  adding  additional  normal  whole 
blood  only  if  the  patient’s  white  cells  are  scanty.  The 
first  changes  are  the  breaking  down  of  the  nuclear 
chromatin  of  polymorphonuclear  leucocytes.  The  cyto- 
plasm then  disappears,  and  the  nucleus  assumes  a 
rounded  shape;  gradually  the  entire  chromatin  net- 
work is  lysed  leaving  a homogeneously  staining 
spherical  or  oval  mass.  The  mass  is  then  approached 
by  polymorphonuclear  leucocytes.  When  a number 
of  them  are  found  surrounding  the  mass  the  cluster 
is  called  a rosette,  and  when  one  of  the  polymorpho- 
nuclear leucocytes  engulfs  the  homogenously  staining 
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mass  of  degenerated  nuclear  material  tlie  resulting 
cell  containing  the  material  is  called  an  LE  cell.  The 
LE  cell  may  have  been  seen  in  the  direct  blood  smear 
of  peripheral  blood  without  incubation' or  at 
autopsy'^’^'  or  in  the  pericardial  fluid,"*'  but  such 
findings  are  extremely  rare.  It  is  speculated  that 
perhaps  the  phenomenon  occurs  in-vivo  but  that  the 
LE  cells  are  rapidly  removed  from  the  circulation. 
The  exact  relationship  between  the  demonstration  of 
the  LE  phenomenon  in-vitro  and  the  various  patho- 
logic manifestations  of  the  disease  in  tissues  remains 
to  be  clarified. 

vSyniptoiiis  and  Sisjns 

Since  collagen  and  blood  vessels  occur  in  all 
organs  of  the  body  it  is  understandable  why  the 
clinical  manifestations  of  disseminated  lupus  may  be 
so  numerous,  so  variable,  and  so  bizarre.  The  severity 
of  the  symptoms  and  their  location  and  type  will 
depend  upon  the  relative  involvement  of  different 
organs  in  the  disease  process  and  may  fluctuate  from 
time  to  time.  Often,  however,  there  may  be  little 
correlation  between  the  severity  of  clinical  symptoms 
and  the  demonstrated  amount  of  pathology  in  specific 
organ  systems  at  autopsy.  It  is  common  for  patients 
with  lupus  to  be  misdiagnosed  as  having  a disease 
of  one  or  another  organ  systems  or  a combination  of 
such  diseases  for  a long  time  before  the  correct  diag- 
nosis is  suspected.  The  disease  may  start  insidiously 
so  that  the  patient  has  no  way  of  knowing  when  the 
first  signs  of  illness  occurred.  And  in  retrospect,  it 
may  be  impossible  to  tell  whether  minor  symptoms 
which  occurred  a long  time  previously  may  have  been 
part  of  the  present  disease  process,  or  could  have 
been  due  to  some  unrelated  malady. 

There  is  no  single  finding  which  is  always  found 
in  systemic  lupus  for  it  is  a disease  characterized  by 
variability,  by  remissions  and  exacerbations;  and  even 
some  of  those  findings  which  are  most  usual  may  be 
absent  in  a remission.  The  most  common  findings, 
however,  are  a prolonged  febrile,  wasting  illness  with 
arthralgia  and  arthritis,  a rapid  sedimentation  rate, 
abnormalities  in  the  urine  and  anemia.  The  urine 
usually  contains  red  cells,  white  cells,  casts  and  albu- 
min, and  sometimes  there  is  renal  insufficiency. 
Anemia  is  hypochromic;  there  may  be  leucopenia, 
thrombocytopenia  and  hyperglobulincmia.  As  various 
organ  systems  are  involved,  one  may  find  pneumonitis 
and  signs  of  pleurisy,  dry,  or  with  effusion.  Menin- 
geal signs,  convulsions,  and  mental  aberrations  in- 
cluding psychosis  may  occur.  Skin  lesions  may  be  of 
characteristic  butterfly  distribution  over  the  bridge 
of  the  nose  and  cheek,  may  occur  elsewhere  or  may 
be  absent.  Mucous  membranes  may  be  involved,  and 
there  may  be  purpura.  There  may  be  cardiac  abnor- 
malities, murmurs,  and  electrocardiographic  changes. 
Phlebitis,  edema,  and  retinal  changes  occur. 

No  Limit 

In  short,  there  is  no  limit  to  the  various  manifes- 
tations that  may  be  observed,  and  again  at  times  in 
the  course  of  the  disease  manifestations  may  be  scarce. 
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The  incidence  of  various  symptoms,  signs,  and 
laboratory  findings  is  well  presented  by  Harvey  et 
al.'^'  The  observations  in  the  author’s  cases  are 
presented  in  Tables  I,  II  and  III.  Any  list  of  the 
incidence  of  abnormal  findings  in  a series  of  cases 
of  lupus  is  likely  to  be  misleading.  The  longer  the 
period  of  observation  and  the  more  intensive  the 
study,  the  more  possibility  is  there  of  finding  one  or 
another  abnormality.  Thus  a patient  at  one  time  may 
have  leucopenia  and  at  other  times  have  none.  The 
LE  cell  phenomenon  may  be  inconstant.  Even  fever 
will  be  absent  in  remissions.  If  the  patient  is  seen 
only  once,  many  features  of  the  disease  may  not  be 
noted.  If  the  course  is  very  brief  and  fulminating 
the  patient  may  expire  before  some  of  the  systems 
are  demonstrably  involved. 

Treatment 

Prior  to  the  availability  of  the  steroids,  treatment 
was  entirely  symptomatic;  and  present  treatment  still 
requires  considerable  attention  to  the  control  of 
symptoms  and  the  appropriate  treatment  of  inter- 
current infections  with  antibiotics.  Remissions  of  the 
disease  may  often  but  not  always  be  induced  by 
adrenocorticotropic  hormone  or  by  cortisone  or  its 
derivatives.  There  are  two  methods  of  the  use  of 
these  drugs.  The  first  is  the  exhibition  of  cortisone 
or  ACTH  in  amounts  sufficient  to  maintain  a constant 
Cushingoid  state.  In  other  words  the  patient  is  main- 
tained on  enough  of  these  drugs  to  have  some  toxic 
effects  from  them  in  order,  theoretically,  to  suppress 
as  completely  as  possible  the  lupus  disease  process. 

An  alternative  plan  is  to  use  only  so  much  of  the 
steroids  as  may  be  necessary  to  induce  and  maintain 
a remission  of  symptoms.  This  is  the  plan  recom- 
mended by  Hervey  and  his  colleagues^^*  and  is  the 
plan  which  has  been  followed  by  the  author  in  the 
present  series. 

A synopsis  of  the  clinical  course  of  the  patients 
in  the  author's  series  is  presented  in  Table  IV. 

Selected  Cases 

Case  two  was  a 15  year  old  Latin- American  school- 
girl whose  illness  began  with  migratory  polyarthritis 
in  1951.  Later  a butterfly  eruption  appeared  on  her 
face.  There  were  chest  pains,  vomiting,  fever  as 
high  as  103°  and  fatiguability.  She  had  received 
antibiotic  treatments  of  various  kinds,  analgesics  and 
antipyretics  because  of  the  fever  and  a heart  murmur 
without  evidence  of  improvement.  Mucous  mem- 
brane lesions  followed  administration  of  Chloromy- 
cetin. There  was  no  anemia.  The  white  blood  count 
ranged  between  2,300  and  7,100  with  a normal  dif- 
ferential blood  count.  The  urine  contained  albumin, 
red  blood  cells,  white  blood  cells,  and  numerous 
granular  casts.  The  non-protein  nitrogen  was  50  and 
67  mgm  per  100  milliliters.  The  LE  test  was  not 
available  at  that  time. 

Adrenocorticotropic  hormone  resulted  in  a brief 
remission.  Maintainance  steroid  therapy  was  not  then 
available.  When  she  was  no  longer  on  steroids, 
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psychotic  symptoms  developed  and  she  died  just  four 
months  after  the  onset  of  the  illness. 

Autopsy  diclosed  a focal  myocarditis  and  hyaline 
loops  in  the  glomerular  capillaries  characteristic  of 
disseminated  lupus  erythematosus. 

Comment 

This  history  illustrates  a fairly  characteristic  rapid 
course,  briefly  interrupted  by  steroids,  in  a teen-age 
girl.  Renal  insufficiency  had  already  begun  when 
she  was  first  seen.  Erroneous  diagnoses  of  bacterial 
endocarditis,  metastatic  malignancy,  tuberculous  peri- 
tonitis, arthritis  and  rheumatic  fever  were  entertained. 

Case  Three 

Case  three  was  a 30  year  old  white  housewife  seen 
in  1952.  She  gave  a history  of  swollen  painful  knees 
in  March  1951  and  of  recently  swollen  tender  ankles. 
In  May  1951  she  had  a spontaneous  miscarriage  of 
twins  at  six  months.  Her  obstetrician  said  that  her 
urinalyses  were  normal  at  that  time.  There  was  a 
past  history  of  pyelitis  13  years  before. 

She  showed  a tender  left  calf  and  positive  Homan’s 
sign  with  three  plus  edema  of  both  ankles.  The  other 
joints  were  normal.  The  remainder  of  the  physical 
examination,  the  blood  count,  Eagle,  stool,  chest  flu- 
oroscopy and  electrocardiogram  were  normal.  The 
urine  showed  one  plus  albumin,  and  numerous  white 
blood  cells;  and  the  sedimentation  rate  was  52  milli- 
meters per  hour  (Westergren) . Diagnoses  were  throm- 
bophlebitis, possible  arthritis  or  rheumatic  fever,  and 
possible  pyelonephritis. 

iVIoiith  Later 

A month  later  when  the  interphalangeal  joints 
became  tender,  rheumatoid  arthritis  was  considered 
the  diagnosis.  A brucella  agglutination  was  negative. 

In  September  a knee  became  involved.  By  Decem- 
ber the  sedimentation  rate  was  106  millimeters  per 
hour,  and  there  was  anemia.  The  non-protein  nitro- 
gen was  34  milligrams  per  100  milliliters.  Total 
serum  proteins  were  7.0  grams  with  albumin  3.14 
grams  and  globulin  3.86  grams  per  100  milliliters. 
Pain  in  the  chest,  worse  on  recumbency,  first  occurred 
at  this  time.  The  urine  contained  four  plus  albumin, 
many  cellular  elements  and  hyalin,  granular  and  waxy 
casts.  Intravenous  pyelograms  showed  normal  kid- 
neys but  poor  concentration.  The  serum  protein  and 
albumin  dropped  to  a total  of  5.5  grams  with  1.8 
grams  of  albumin  and  3-7  of  globulin;  non-protein 
nitrogen  rose  to  80  milligrams  per  100  milliliters; 
CO2  was  36  volumes  per  cent;  chlorides  were  480 
milligrams.  On  January  1,  1953  a pericardial  friction 
rub  was  heard.  She  was  thought  to  have  chronic 
pyelonephritis  with  renal  insufficiency  and  perhaps 
a salt-wasting  kidney,  since  the  acidosis  and  renal 
insufficiency  had  developed  while  she  was  on  a salt- 
free  diet.  The  non-protein  nitrogen  dropped  to  42 
with  clearing  of  the  acidosis  upon  restoring  salt  and 
potassium  to  the  diet  in  the  form  of  bouillon  and 
orange  juice.  The  pericardial  friction  disappeared. 
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Three  Days  Later 

Three  days  later  she  had  a stiff  neck  and  positive 
Kernig  test  and  a bloody  spinal  fluid.  The  fluid  was 
sterile  and  serology  negative.  There  was  no  paralysis. 
A subarachnoid  hemorrhage  was  diagnosed. 

Shortly  thereafter  she  had  pleural  effusions,  first 
on  one  side  then  the  other  requiring  several  thora- 
centeses. Then  occurred  a macular  rash  over  face 
and  neck,  petechiae  in  the  conjunctivae  and  jaundice. 
Additional  diagnoses  could  not  keep  up  with  the 
development  of  new  manifestations. 

On  January  28,  an  LE  preparation  on  the  peri- 
pheral blood  was  made  and  was  positive.  Although 
the  non-protein  nitrogen  was  again  up  to  62  and 
the  blood  pressure  1 60/100  adrenocorticotrophic  hor- 
mone was  started  and  a remission  was  obtained.  She 
still  required  several  thoracenteses  and  recuperation 
was  .slow  with  the  constant  need  to  control  retention 
of  fluid  with  ion-exchange  resins,  digitalis  and  other 
measures. 

In  April  she  was  maintained  on  small  doses  of 
cortisone  (25  mgm  a day).  In  May  non-protein 
nitrogen  was  only  37  mgm  per  100  cubic  centimeters, 
blood  pressure  140/80  and  physical  examination 
normal  except  for  some  muscular  weakness.  The 
urine  and  sedimentation  rate  remained  abnormal,  but 
anemia  disappeared. 

In  September  1953  she  again  began  to  fail  with 
hypertension,  uremia  and  congestive  failure  and  died 
December  17,  1953,  33  months  from  the  onset  of 
her  disease. 

Autopsy  showed  acute  pulmonary  edema  due  to 
hypertensive  cardiovascular  disease  secondary  to  dis- 
seminated lupus  erythematosus.  Characteristic  hyaline 
capillaries  were  seen  in  the  kidney  and  hyaline  dege- 
neration of  fibrous  tissue  in  the  spleen. 

Comment 

This  case  is  a dramtic  illustration  of  the  diagnostic 
maze  into  which  the  varied  manifestations  may  lead 
the  unwary  clinician.  It  is  also  of  interest  since  it 
shows  a prolonged  remission  with  a return  to  normal 
of  the  non-protein  nitrogen  and  blood  pressure  after 
evidence  of  serious  renal  insufficiency  had  been 
demonstrated. 

Case  Six 

Case  six  was  a 27  year  old  business  man  first 
seen  in  January  1953  because  of  aching  in  the  muscles 
and  joints  of  two  weeks  duration.  He  had  had  some 
swelling  of  the  right  knee  a few  days  before  but 
this  knee  had  ached  for  seven  years  when  weather 
was  cold  or  wet.  The  neck  and  jaw  were  painful. 
The  past  history  included  a concussion  years  before 
and  periodic  headaches  possibly  of  post-concussion 
etiology. 

The  pains  gradually  got  worse  and  migrated  to 
other  parts  of  the  body  including  the  back.  Eever 
began  and  continued  persistently.  Physical  examina- 
tion, and  complete  laboratory  studies  were  normal 
including  blood  count,  urinalysis  and  sedimentation 
rate,  febrile  agglutinations,  spinal  fluid  examination. 


SOUTHWESTERN  MEDICINE 


bone  marrow  aspiration,  skull  and  chest  roentgeno- 
grams, liver  function  studies,  blood  cultures,  and 
serum  proteins. 

He  was  treated  with  various  antibiotics  and  oral 
moniliasis  occurred. 

Tliree  Months 

About  three  months  after  the  onset  of  his  illness, 
pericarditis  developed,  and  there  were  joint  changes 
typical  of  rheumatoid  arthritis.  Dysphagia  became 
very  troublesome  and  painful.  Repeated  laboratory 
results  were  again  normal  and  two  LE  tests  were 
negative. 

Becau.se  of  the  severity  of  his  pericarditis  and 
dysphagia,  cortisone  was  started  and  gave  moderate 
temporary  improvement. 

However,  six  months  after  the  onset,  there  was 
increasing  respiratory  diffiailty  with  severe  pleuritic 
pain  and  an  elevated  somewhat  immobilized  left 
diaphragm,  demonstrated  by  fluoroscopy.  The  urine 
was  normal.  There  was  a slight  leucopenia.  Another 
LE  preparation  was  again  negative  but  the  fourth 
was  positive.  Subsequently  several  other  positive  LE 
tests  were  obtained  in  different  laboratories.  The 
urine  still  was  free  of  albumin  although  a few  red 
blood  cells,  w^hite  blood  cells  and  casts  began  to 
appear.  The  sedimentation  rate  remained  normal  at 
all  times  except  during  an  episode  of  pulmonary 
embolism.  Anemia  and  leukopenia  were  observed 
but  were  slight  and  transient. 

Chest  Pains 

Chest  pains  became  so  severe  that  narcotics  were 
required  leading  to  an  addiction  that  was  later  over- 
come. The  course  was  complicated  by  congestive 
failure,  hypercortisonism,  thrombophlebitis  In  the 
legs,  pulmonary  infarction,  psychosis,  convulsion,  and 
finally  by  several  minor  abscesses  in  the  deltoids  at 
the  site  of  injections.  These  were  drained  and  then, 
18  months  after  the  onset  of  his  illness,  he  abruptly 
went  into  a remission  which,  at  the  time  of  writing, 
has  lasted  a year.  The  remission  was  uneventful 
except  for  two  episodes  of  renal  colic  with  gross 
hematuria.  Subsequent  to  these  episodes,  roentgeno- 
gram of  the  abdomen  was  normal,  the  urine  showed 
no  albumin  and  30  to  35  white  blood  cells  per  high 
power  field;  complete  blood  count,  non-protein  nitro- 
gen determination  and  an  LE  preparation  were  all 
negative  or  normal. 

He  is  at  this  writing  essentially  free  of  symptoms 
and  working  full  time  on  a minimal  dose  of  cortisone. 

Coninieiit 

This  case  is  unusual  in  that  It  occurs  in  a male,  in 
that  the  sedimentation  rate  remained  usually  normal 
throughout  years  of  observation,  and  in  that  the 
diagnosis  was  established  when  there  were  not  as 
yet  any  urinary  abnormalities. 

Case  Seven 

Case  seven  was  a 47  year  old  negro  housewife  first 
seen  in  October  1954  complaining  of  arthritis  of 


many  joints  of  one  year's  duration.  In  1951  she  had 
had  a "heart  attack"  with  palpitation  and  "blackout" 
and  a 10-weeks’  subsequent  illness.  In  December 
1953  her  "whole  body  swelled  up,"  and  both  large 
and  small  joints  were  swollen  and  painful.  Menses 
had  been  irregular.  There  also  had  been  diarrhea, 
sleeplessness,  dizziness,  fatigue,  weight  loss,  chills 
and  fever. 

Examination  showed  swollen  hands,  tenderness  in 
many  joints  and  an  enlarged  liver.  She  had  anemia, 
mild  leucopenia,  albuminuria  with  a few  red  blood 
cells  in  the  urinary  sediment,  an  elevated  sedimenta- 
tion rate,  negative  Mazzini,  normal  chest  fluoroscopy 
and  negative  LE  preparation.  The  electrocardiogram 
showed  T-wave  abnormalities.  The  antistreptolysin 
titre  was  high  (250  Todd  units)  and  the  C-reactive 
protein  test  was  positive.  A second  LE  preparation  was 
negative  and  another  sedimentation  rate  was  higher 
(112  millimeters  per  hour,  'Westergren  method). 

Rlieiiniatic  Fever 

A diagnosis  of  rheumatic  fever  was  made  although 
the  urine  now  (November)  showed  three  plus  albu- 
min, 8-10  white  blood  cells  and  occasional  granular, 
hyaline  and  pus  casts.  The  non-protein  nitrogen  was 
31  milligrams  per  100  milliliters.  Roentgenogram  of 
the  chest  showed  cardiac  enlargement,  pulmonary  con- 
gestion and  pleural  effusion.  In  December  she  was 
much  more  severely  ill  with  an  extensive  ulcerating 
eruption  involving  the  mouth  and  lips  and  bleeding 
from  the  rectum.  The  urine  showed  four  plus  albumin, 
many  red  blood  cells,  few  white  cells  and  many 
hyaline  and  granular  and  a few  pus  casts.  The  red 
blood  cell  count  was  only  2,100,000  with  6.6  grams 
of  hemoglobin.  The  white  blood  cell  count  was 
5,000.  The  sedimentation  rate  was  126  milliliters 
per  hour.  The  non-protein  nitrogen  was  106.5  mil- 
ligrams per  100  milliliters.  An  LE  preparation  was 
positive. 

Striking  Iniprovenieiit 

A striking  improvement  occurred  on  hydrocor- 
tisone at  120  milligrams  a day  initially  and  on  a 
gradually  diminishing  dosage  thereafter.  The  im- 
provement was  interrupted  briefly  by  an  episode  of 
paranoid  psychosis.  In  one  month  the  non-protein 
nitrogen  had  dropped  from  106.5  to  24.5  milligrams 
per  100  milliliters  and  her  subsequent  convalescence 
was  slow  but  progressively  satisfactory. 

In  February  there  developed  a marked  dermatitis 
around  the  left  ear.  In  March  pleural  effusion  be- 
came severe  enough  to  require  thoracenteses;  in  two 
months  on  seven  occasions  thoracenteses  were  re- 
quired because  of  respiratory  distress. 

An  LE  preparation  made  with  thoracentesis  fluid 
and  normal  blood  was  positive,  and  a later  prepara- 
tion using  ascitic  fluid  and  normal  blood  was  also 
positive. 

Because  of  the  rapid  reaccumulation  of  bilateral 
pleural  fluid  a trial  of  hydrocortisone,  25  milligrams, 
intrapleurally  was  undertaken,  first  on  one  side  then 
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on  both  sides.  The  reaccumulation  of  chest  fluid  was 
suppressed  following  local  instillation  of  hydrocor- 
tisone. 

Patient  Fairly  Well 

At  the  time  of  writing,  the  patient  was  fairly 
well.  She  had  a moderate  ascites,  an  enlarged  liver, 
some  weakness,  but  had  been  gaining  weight,  strength 
and  hemoglobin.  The  non-protein  nitrogen,  thymol 
turbidity  and  bromosulfalein  retention  were  normal. 
The  red  blood  cell  count  was  3.24  million  with  7.4 
grams  of  hemoglobin.  White  blood  cell  count  was 
5,400  with  a normal  differential  count.  The  sedi- 
mentation rate  remained  84  millimeters  per  hour 
by  the  Westergren  method.  An  electrocardiogram 
showed  lower  voltage  and  flattened  T-waves. 

Her  maintainance  therapy  consisted  of  meticor- 
tandracin  10  milligrams  a day  and  occasional  instil- 
lations of  hydrocortisone  acetate  in  the  pleural  and 
abdominal  cavities. 

Comment 

This  case  is  another  instance  of  remission  after 
an  episode  of  serious  renal  insufficiency.  It  is  also 
of  interest  because  of  the  demonstration  of  the  LE 
phenomenon  using  pleural  fluid  and  ascitic  fluid  as 
sources  of  the  LE  factor.  It  is  of  therapeutic  interest 
that  the  tendency  to  pleural  effusion  appears  to  have 
been  suppressed  by  the  intrapleural  instillation  of 
hydrocortisone  acetate.  Brown  et  found  intra- 

pleural hydrocortisone  effective  in  one  case  of  lupus 
but  in  a second  case  repeated  injections  lost  their 
effectiveness.  It  is  as  yet  too  soon  to  tell  whether 
the  intraabdominal  instillation  of  hydrocorti.sone  will 
be  of  benefit  in  this  patient. 

Discussion 

The  availability  of  a simple  test,  namely  the  LB 
test,  to  establish  the  diagnosis  of  this  otherwise  some- 
what obscure  malady  should  make  for  the  more 
widespread  recognition  of  disseminated  lupus  erythe- 
matosus. The  fact  that  the  disease  is  being  recognized 
in  large  numbers  in  various  cities  indicates  that  it  is 
not  a rare  disease.  The  LE  test,  compared  to  other 
laboratory  determinations,  is  a fairly  specific  test.''^®' 
In  patients  who  have  been  on  long-term  high-dosage 
therapy  with  hydrazino-phthalazine  (apresoline)  a 
false  positive  LE  phenomenon  may  be  observed. 
However,  such  patients  will  also  exhibit  many  of 
the  other  features  of  systemic  lupus  erythematosus, 
including  fever  and  other  findings,  and  it  is  possible 
that  the  disease  itself  may  have  been  reproduced  by 
apresoline.  Ealse  positive  results  have  also  been  re- 
ported rarely  in  other  diseases,  but  are  quite  uncom- 
mon, and  it  reasonably  may  be  assumed  that  a 
positive  test  implies  a diagnosis  of  disseminated  or 
systemic  lupus  erythematosus.^^**  On  the  other  hand, 
false  negative  results  occur  with  considerably  greater 
frequency.*®*  A false  negative  result  is  common 
during  remission.  It  may  also  occur  when  a patient 
with  lupus  is  under  control  by  adequate  cortisone  or 
adrenocorticotropic  hormone  therapy.  Ealse  negative 
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results  also  occur  inexplicably  during  active  disease 
and  for  this  reason  it  is  wise  in  a suspicious  instance 
to  repeat  the  LE  test  should  a single  trial  turn  out 
contrary  to  the  clinical  expectation.  In  the  author’s 
series  all  but  one  of  the  patients  on  whom  LE  tests 
were  performed  .had  both  positive  and  negative  tests. 
The  one  exception  succumbed  after  only  one  LE 
preparation  had  been  made. 

Summary 

With  current  clinical,  laboratory,  and  pathologic 
means  of  identifying  disseminated  or  systemic  lupus 
erythematosus,  the  diagnosis  may  be  established  much 
more  easily,  more  accurately  and  apparently  much 
more  frequently  than  was  formerly  the  case. 

TABLE  I 

Prominent  Symptoms  in  11  cases 


Weakness  11  cases 

Anoerexia  8 

Arthralgia  11 

Dyspnea  8 

Cough  7 

Weight  loss  6 

Chest  pain  7 

Arthritis  6 

Nausea  and  vomiting  7 

Orthopnea  6 

Psychosis  5 


TABLE  II 

Prominent  Signs  in  11  eases 


Fever  11  cases 

Skin  lesions  9 

Systolic  murmur  5 

Lymphadenopathy  6 

Pedal  edema  6 

Mental  changes  6 

Rales  8 

Hepatomegaly  8 

Splenomegaly  3 

Pleural  effusion  4 

Congestive  failure  7 

Pericardial  rub  or  effusion  5 

Convulsions  6 


TABLE  III 

Laboratory  Abnormalities  in  11  cases 


Elevated  sedimentation  rate  11  cases 

Anemia  10 

LE  cells  9 

Proteinuria  10 

Pyuria  9 

Hematuria  8 

Cylindruria  9 

Azotemia  6 

Abnormal  electrocardiogram  7 

Abnormal  liver  tests  4 

Chest  X-ray: 

Enlarged  heart  5 

Pleural  changes  6 

Pulmonary  infiltration  3 
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I’AltLE  IV  — SYNOPSIS  OF  CASKS 


CASE  NUMBER 

1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

10. 

11. 

DATE 

1949 

1951 

1952 

1953 

1953 

1953 

1954 

1954 

1954 

1955 

1955 

AGE 

17 

15 

30 

31 

60 

27 

47 

41 

23 

12 

31 

SEX 

F 

F 

F 

F 

F 

M 

F 

F 

F 

F 

F 

RACE 

W 

W 

W 

C 

W 

W 

C 

W 

W 

W 

W 

DURATION,  (MO.) 

3 

4 

33 

16 

3 

30 

18 

24 

18 

8 

6 

STEROID  TREATMENT 

0 

+ 

+ 

+ 

-I 

+ 

+ 

+ 

+ 

-f 

+ 

REMISSIONS,  (MO.) 

0 

1 

6 

4 

0 

12 

0 

12 

0 

0 

TERMINAL  EVENT 

pneumonia 

uremia 

uremia 

7 

congestive 

failure 

uremia, 

jauniiice 

PRESENT  STATE 

dead 

dead 

dead 

dead 

dead 

remis- 

sion 

active 

remis- 

sion 

remis- 

sion 

active 

dead 

LE  CONFIRMATION 

N.  A.* 

N.  A. 

_l„ 

+ 

+ 

+ 

+ 

“T 

-h 

+ 

+ 

NECROPSY  CONFIRMATION 

-1 

+ 

_L 

i 

+ 

* N.  A.  indicates  not  available 
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Trultis  and  Concepts  Concerning 

(Continued  From  Page  537) 
with  fulminating  SEE  and  only  minor  pathuk)gical 
changes  after  meticulous  search  at  post-mortem.” 
A.  M.  Harvey,  loc.  at.,  p.  420. 

16.  "Increasing  familiarity  with  the  varied  clinical 
manifestations  of  SEE,  together  with  improved  meth- 
ods of  definitive  diagnosis,  have  led  to  an  altered 
concept  of  the  character  of  this  disease.  It  has  become 
apparent  that  the  course  is  frequently  chronic,  asso- 
ciated with  exacerbations  and  remissions  over  a period 
of  many  years.  The  disease  is  often  characterized  by 
recurrent  mild  illnesses,  seemingly  unrelated,  with 
prolonged  asymptomatic  intervals.  Even  when  severe 
manifestations  appear,  they  may  be  followed  by  spon- 
taneous improvement  or  complete  remissions.”  A.  M. 
Harvey,  loc.  cit.,  p.  425. 

17.  "It  is  entirely  possible  that  some  patients 
may  recover,  or  that  the  disease  will  fail  to  progress. 
The  possibility  cannot  be  overlooked  that  even  now 
we  are  failing  to  recognize  many  mild  cases  of  SEE 
because  of  the  lack  of  an  adequate  diagnostic  test. 
It  should  be  emphasized  that  a negative  L.  E.  cell  test 
does  not  exclude  the  existence  of  this  disease.”  A.  M. 
Harvey,  loc.  cit.,  p.  425. 
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Teen-Agers  Need  Doctors  Too 

By  E.  W.  Lander,  M.  D.,  Roswell,  N.  M. 


Adolescents  are  generally  regarded  as  being  one 
of  our  most  healthy  age  groups.  It  is  true  that  they 
are  seen  in  the  office  of  the  physician  less  frequently 
than  during  the  childhood  years.  More  often  the 
doctor  sees  them  in  the  emergency  ward  at  the  hospi- 
tal, but  more  of  that  later.  Just  because  they  are 
basically  healthy  and  apparently  have  less  need  for 
medical  care  does  not  mean  that  they  should  be 
excused.  The  adolescent  is  in  the  throes  of  maturing,  of 
growing  rather  abruptly  from  a child  to  an  adult.  This 
relatively  sudden  development  is  not  merely  physical 
or  a matter  of  acquiring  long  pants.  Of  equal  im- 
portance and  consideration  are  the  emotional,  mental 
and  sociological  aspects. 

Fifteen  Million 

The  teen-age  population  of  the  United  States  is 
approximately  15,000,000  or  ten  per  cent  of  the  total 
population.  Statistics  show  that  the  early  years  of 
adolescence  are  associated  with  the  lowest  death  rate 
and  with  low  illness  rates  for  most  types  of  disease. 
However,  this  picture  changes  in  the  later  teen-age. 
Accidents,  collectively,  are  the  leading  cause  of  death 
at  all  ages  from  10  to  19  in  the  United  States  and 
account  for  approximately  one-third  of  all  deaths 
during  these  years.  They  are  twice  as  frequent  during 
the  15  to  19  year  period  as  between  10  and  14,  and 
with  boys  more  than  girls.  Statistics  show  that  the 
girls  are  safer  drivers  and  have  less  accidents  outside 
the  home. 

Hoys  More  Reckless 

However,  the  girls  have  more  mishaps  in  the  home 
due,  primarily,  to  activity  in  the  kitchen  and  the  fact 
that  dresses  are  more  vulnerable  to  the  hazards  of 
open  fire.  Boys  are,  by  nature,  more  daring,  reckless 
and  adventurous;  furthermore  they  are  less  mature 
year-for-year,  and  thus  their  judgment  of  risk  in- 
volved by  their  actions  is  not  so  well  developed. 
Cancer,  heart  and  lung  diseases  account  for  approxi- 
mately another  third  of  the  deaths,  especially  in  the 
15  to  19  age  group.  Although  respiratory  infections 
lead  among  the  illnesses  during  adolescence,  their 
incidence  is  substantially  lower  than  at  earlier  ages 
and  the  recovery  rate  is  high.  The  incidence  of 
allergic  reactions  to  foreign  proteins  also  diminishes 
sharply  during  the  teen-age  years. 

Several  Reasons 

The  teenager  fails  to  receive  proper  medical  super- 
vision for  several  reason  other  than  the  fact  that  he  is 
basically  healthy.  It  is  rather  astounding  the  amount 
of  abuse  that  a body,  stomach  or  nervous  system  will 
tolerate  before  it  actually  becomes  ill.  The  youth  has 
great  power  of  recuperation,  but  even  that  has  its 
limitations. 
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Many  are  indifferent  to  the  seriousness  of  illness 
or  the  consequences  of  neglected  medical  care.  Some 
are  woefully  ignorant  of  the  rules  of  personal  hy- 
giene. This  indifference  and  even  belligerent  atti- 
tude toward  matters  of  health  is  indicative  of  the 
emotional  instability  of  the  teenager. 

Confused  and  Bewildered 

They  are  really  confused  and  bewildered  by  the 
problems  of  adolescent  adjustment,  though  far  be  it 
for  them  to  admit  it.  The  struggle  to  mature,  become 
educated  and  socially  popular  contrives  to  build  up 
strange  complexes  and  behavior  reactions.  They  are 
positively  not  receptive  to  advice,  parental  or  medical. 
They  are  emotionally  immature  and  in  that  transi- 
tional stage  of  development  when  troubles  or  prob- 
lems of  any  kind  may  be  ignored,  obscured  or 
exaggerated.  They  wouldn’t  be  caught  "dead”  seek- 
ing advice  from  their  elders.  (Sometimes  I wonder 
how  often  the  belittling  attitudes  of  the  latter  are 
responsible  for  this  trait.  Children  should  be  secure 
in  the  knowledge  that  their  parents  would  never 
willfully  permit  them  to  be  injured  or  embarrassed.) 
In  reality,  they  are  desperately  trying  to  grow  up 
and  at  the  same  time  prove  that  they  ARE  grownup ; 
this  can  be  quite  a dilemma. 

Relationship  Changes 

The  parent-child  relationship  changes  during  these 
years.  Parental  control  must  necessarily  be  tempered 
with  the  process  of  growing  up.  Good  rapport,  built 
up  during  the  childhood  years,  will  pay  dividends  at 
this  time  for  both  parent  and  physician.  A cooper- 
ative and  respectful  adolescent  is  the  reward  of  a 
conscientious  parent. 

Why  then  does  the  teenager  need  the  doctor  and 
how  can  the  physician  best  serve  the  parent  and  his 
offspring?  Eirst,  let  us  discuss  growth  and  physical 
development.  Girls  enter  the  phase  of  pre-adolscence 
usually  between  the  ages  of  10  and  12  and  spend 
roughly  two  years  in  development.  Boys  lag  approxi- 
mately two  years  behind  the  girls.  It  is  not  unusual 
for  children  in  this  stage  to  overeat  and  become 
actually  obese.  This  condition  has  a physical  basis 
but  may  be  exaggerated  by  emotional  disturbances. 
There  is  a sudden  stimulation  of  various  hormones 
as  the  body  gathers  momentum  for  the  rapid  change 
from  childhood  to  adulthood. 

Rarely  Disturbing 

These  changes  are  rarely  disturbing  to  adolescents 
or  parents  when  they  remain  within  reasonable  limits. 
Heredity,  racial  characteristics,  dietary  habits,  socio- 
economic circumstances,  etc.  can  produce  marked 
deviations  from  the  average  height-weight  relation- 
ship that  are  nevertheless  compatible  with  normal 
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health.  The  girl  of  eleven  who  suddenly  towers 
above  her  classmates  frec]uently  becomes  self-consci- 
ous of  her  height  and  her  parents  worry  for  fear 
they  have  an  amazon  on  their  hands.  Usually  this 
means  simply  that  she  will  mature  early  and  her 
classmates  will  eventually  catch  up  or  even  surpass 
her  in  height.  On  the  other  hand  we  see  the  boy 
of  fifteen  who  still  has  the  physical  appearance  of 
a twelve  year  old.  Perhaps  he  is  destined  to  be  of 
short  stature,  like  his  mother's  uncle,  or  maybe  he 
will  belatedly  start  to  grow  and  continue  even  beyond 
teen  age  to  become  quite  a man  after  all.  On  the 
other  hand,  he  may  really  have  a glandular  deficiency. 

Abnormalities  in  growth  and  development  can 
best  be  determined  by  an  interested  family  physician 
who  .sees  the  child  from  year  to  year  --  ill  or  well. 
We  will  assume  that  the  obviously  ill  youth  will  seek 
or  be  brought  to  the  doctor  for  medical  care.  Blood 
pressure  determination  may  indicate  abnormalities  of 
a serious  nature  that  might  well  cause  no  symptoms 
whatsoever.  Examination  may  reveal  an  unknown 
heart  murmur  or  a hernia.  A urine  examination  may 
show  the  presence  of  microscopic  blood  or  pus.  A 
blood  count  might  reveal  an  unsuspected  anemia  or 
leukemia.  And  that  big  abdomen  may  not  be  just 
fat  after  all ; maybe  there's  a tumor  in  there.  Nor 
is  it  uncommon  to  find  in  a thirteen  year  old  girl 
a .scoliosis  previously  not  noticed  by  the  parent  — an 
important  discovery  before  the  growth  period  is  over. 

Obesity 

Now  back  to  the  subject  of  obesity.  The  time 
when  dietary  control  is  most  important  is  during  the 
period  when  fat  is  being  accumulated.  The  problem 
of  helping  the  child  who  has  already  become  obese 
is  a discouraging  one.  Obesity  is  primarily  due  to 
overeating,  especially  of  high  caloric  foods  and  is 
seldom  the  result  of  glandular  disturbance  in  the 
child.  Teen  age  dances  often  solve  this  problem  most 
quickly;  — it’s  no  fun  being  a wall  flower. 

bigger  an<I  Better 

Much  has  been  written  in  the  professional  journals 
and  lay  magazines  on  the  subject  of  nutrition.  Statis- 
tics show  that  we  are  growing  bigger  and  better 
physically  from  generation  to  generation.  Undoubt- 
edly, good  food  must  be  given  proper  credit  for  its 
share  in  this  progressive  change.  Although  there 
may  be  some  disagreement  over  the  composition  of 
a well-balanced  diet  the  consensus  is  that  the  basis 
be  formed  by  plenty  of  proteins,  regardless  of  source. 
Diets  deficient  in  protein,  minerals  and  vitamins  can 
be  especially  harmful  for  the  rapidly  growing  teen- 
ager. All  too  often,  they  "don't  have  time"  for 
mother's  table;  later  if  you’ll  look,  you  find  them 
at  some  drive-in  partaking  of  a sandwich  of  sorts, 
"coke"  and  potato  chips.  Adole.scents,  especially  the 
boys,  can  and  should  be  taught  to  appreciate  the 
"goodness"  of  fresh  fruits  and  vegetables.  It  seems 
only  logical  that  the  best  food  is  that  which  comes 
to  the  table  in  its  most  natural  and  fresh  form.  Dr. 


Frederick  Stare  of  Harvard  recently  stated;  "Over 
one  third  of  school  chiUlren  eat  an  inadequate  break- 
fast." Breakfast  should  be  one  of  our  best  meals 
and  should  contain  one  fourth  to  one  third  of  total 
calories  and,  especially.  Vitamin  C.  The  pattern  for 
breakfast  is  set  by  the  parents:  mother  mu.st  get  up 
and  prepare  it  and  father  must  get  himself  and  the 
children  to  the  table  with  time  to  enjoy  it. 

IVrsiiasive  Note 

Sometimes  a friendly  physician  can  lend  a per- 
suasive note  or  strong  word  on  behalf  of  an  anxious 
parent  who  is  unable  to  induce  a rather  defiant  off- 
spring to  get  to  bed  earlier,  eat  breakfast  or  cut  down 
on  outside  activities  which  interfere  with  proper 
study.  Many  of  the  fears  of  adolescents  which  harrass 
those  of  a sensitive  nature  have  a real  physical  basis. 
Visual  and  hearing  defects  are  frequently  covered  up. 
Acne  may  be  misinterpreted  as  a disease  of  the 
blood.  The  adolescent  has  a real  fear  of  inferiority 
or  being  called  a weakling.  Certain  anxiety  states 
and  emotional  disturbances  may  be  caused  by  or  aggra- 
vated by  an  unstable  family  situation.  The  family 
physician  can  sometimes  help  these  troubled  ones  over 
the  rough  spots  — if  he  deserves  the  confidence  of 
the  youth. 

Abnormalities  in  menstruation  are  usually  brought 
to  the  attention  of  the  physician  promptly  by  the 
observant  mother.  However,  we  occasionally  see  the 
teenage  girl  who  has  not  menstruated  for  several 
months  due  to  the  development  of  a tumor.  Sur- 
prisingly so,  the  mother  may  not  be  cognizant  of  this 
aberration  and  the  girl  is  reluctant  to  tell  her  in  some 
cases  because  of  the  implications. 

BreasI  Develojuiieiil 

Abnormalities  in  breast  development  may  be 
covered  up  by  the  sensitive  teenager.  Either  early 
normal  or  abnormal  breast  development  in  both 
sexes  can  cause  untold  anxiety  to  the  cancer-conscious 
parent. 

Before  concluding  I should  like  to  mention  one 
type  of  doctor  care  that  the  teenager  needs  perhaps 
more  than  any  other  and  that  is  the  dentist.  The 
sudden  spurt  of  growth  which  occurs  between  the 
ages  of  12  and  15  requires  much  in  the  way  of 
nutrition;  not  only  in  calories  but  in  minerals  and 
vitamins.  Lack  of  proper  intake  of  nutritious  food, 
too  much  sweets,  insufficient  rest  etc.  cause  the 
body  to  use  up  its  ov/n  reserves.  One  of  the  first 
indications  of  this  is  the  apparently  sudden  collapse 
of  tooth  structure.  Lack  of  proper  oral  hygiene  is  an 
added  factor  in  deterioration  of  the  teeth.  See  that 
teenagers  have  dental  supervision  regularly  and  proper 
instruction  in  the  care  of  their  teeth. 

Personal  Comtaet 

The  physician  who  is  to  be  effective  in  serving 
the  teenager  must  be  aware  of  the  changes  occuring 
at  each  stage  of  development  and  their  relation  to 
(Continued  on  Page  557) 


NOVEMBER,  1955 


Page  545 


A Short  Outline  on  the  Present  Status  of  Multiple  Myeloma 

From  Midland,  Texas,  Cancer  Clinic,  Kurt  Lekisch,  M.  D.,  Execu  tive  Officer 


Multiple  myeloma  occurs  twice  as  frequently  in 
men  as  in  women.  In  the  greater  majority  of  cases 
it  occurs  in  patients  over  40  years  of  age. 

The  most  characteristic  symptom  of  multiple  mye- 
loma, of  course,  is  bone  pain.  The  onset  usually  is 
gradual.  Many  patients  complain  of  pain  in  several 
areas  at  the  same  time. 

Low  back;  75  per  cent. 

Rib  cage:  58  per  cent. 

Hips  and  legs:  42  per  cent. 

Shoulders  and  arms:  33  per  cent. 

All  bone  pain  is  made  worse  on  coughing  and 
sneezing.  Pathological  fractures  occur  most  commonly 
in  the  form  of  compression  fractures  of  one  or  more 
vertebrae. 

The  neurological  signs  are  direct  involvement  of 
nervous  tissue  by  extension  of  myelomatous  tissue 
from  the  neighboring  bones,  compression  of  nervous 
tissue  or  its  vessels  by  collapsed  vertebrae  or  periph- 
eral neuritis  where  no  direct  involvement  of  nerves 
or  nerve  roots  can  be  demonstrated  (perineuritis). 

Bone  Marrow:  There  is  no  unanimous  opinion 
regarding  the  origin  of  the  myeloma  cells  but  there 
is  increasing  adherence  to  the  view  that  they  are 
derived  from  the  reticulum  cells  of  the  bone  marrow. 
The  immature  plasma  cells  have  a basophilic  cyto- 
plasm. The  eccentric  nucleus  has  the  chromatin 
arranged  in  clumps.  A small  number  of  plasma  cells 
are  commonly  found  in  the  peripheral  blood. 

Benal  Impairment:  Renal  impairment  occurs  in 
86  per  cent.  Severe  involvement  is  known  as  "mye- 
loma kidney.”  Cast  formation  extends  as  high  as  the 
proximal  convoluted  tubules.  Tubular  damage  (ob- 
struction) in  return,  leads  to  atrophy  of  the  glomeruli. 
6l  per  cent  reveal  Bence-Jones  protein.  An  especially 
severe  form,  ''nonhypertensive  uremia,”  according  to 
Snapper,  runs  a short  course  with  severe  anemia  due 
to  extensive  bone  marrow  replacement. 

There  is  some  reason  to  believe  that  both  Bence- 
Jones  protein  and  the  abnormal  serum  globulin  in 
multiple  myeloma  are  synthesized  by  the  myelo- 
ma cells. 

Almormalities  Of  The  Serum  Protein: 

Electrophoretic  separation  reveals  gamma  globulin 
increased.  Howe  fractionation  of  the  serum  is  sup- 
posed to  reveal  a pattern  of  serum  globulin  which 
differentiates  multiple  myeloma  from  such  abnormali- 
ties as  lupus  erythematodes,  Boeck's  sarcoid,  SBE, 
liver  cirrhosis,  schistosomiasis,  leprosy,  lymphogranu- 
loma venerum  and  kala-azar.  Differentiation  is  in 
the  pseudo  globulin  and  euglobulin  fraction,  both 
increased  in  multiple  myeloma.  Due  to  the  changes 
in  blood  protein  the  sedimentation  rate  of  RBC  is 
high  and  roleau  formation  is  common.  In  this  con- 
nection the  cryoglobulin  should  be  mentioned.  This 
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globulin  is  found  very  seldom  and  it  precipitates  at 
low  temperature.  It  is  also  found  in  chronic  arthritis, 
PA  and  SBE.  The  third  anomaly  of  protein  meta- 
bolism in  multiple  myeloma  consists  of  par  amylo- 
dosis.  Unexplained  heart  failure  has  been,  in  this 
disease,  explained  by  amylodosis  in  the  myocardium. 

X-Ray:  Destructive  lesions  on  X-Ray  are  noted 
in  ribs,  spine,  skull,  extremities  and  pelvis.  There  is 
a remarkable  diffuse  generalized  demineralization. 
Probably  the  sternal  marrow  puncture  should  be 
replaced  by  iliac  crest  puncture  due  to  the  frequent 
deformities  of  the  sternum  following  this  procedure. 
In  contrast,  there  is  remarkable  callous  formation 
due  to  the  hypercalcemia. 

Calcium  and  Phosphorus:  Calcium  contents 
of  serum  is  increased  probably  as  a result  of  the  rapid 
demineralization  of  the  bones.  Also  hypercalcinuria 
is  common.  Inorganic  phosphorus  is  normal  except 
in  the  presence  of  uremia. 

Alkaline  Phosphatase  is  usually  normal  in  multiple 
myeloma. 

Uric  Acid:  The  increased  catabolism  of  the 
nucleo  proteins  derived  from  the  nuclei  of  myeloma 
cells  is  evidently  responsible  for  the  elevated  uric 
acid  level. 

Pidmonary  Involvement:  This  is  very  com- 
mon and  recurrent.  The  reason  is  given  due  to  the 
fact  that  the  immature  plasma  cell  is  unable  to  form 
antibodies  in  contrast  to  the  normal  plasma  cell  which 
most  likely  is  the  site  of  the  production  of  humeral 
antibodies. 

Common  causes  of  death  are  cachexia,  anemia, 
broncho  pneumonia,  and  uremia. 

It  should  be  borne  in  mind  that  the  myeloma 
infiltration  in  the  bone  marrow  may  be  patchy  in 
nature,  which  in  return,  brings  the  following  diseases 
as  differential  diagnostic  possibilities,  particularly 
when  bone  pain  is  absent. 

1.  Skeletal  metastases  of  carcinoma 

2.  Postmenopausal  and  senile  osteoporosis 

3.  Hyperparathyroidism 

4.  Unexplained  anemia 

5.  Lymphatic  leukemia  (Myeloma  cells  in  periph- 
eral blood  resemble  lymphocytes) 

6.  Giant  cell  tumors,  bone  sarcoma,  Pott’s  Disease, 
lipoid  granuloma 

7.  Albuminuria,  chronic  glomerulonephritis  with  or 
without  uremia  (Bence-Jones) 

8.  Fever  of  unknown  origin  with  anemia  (hyper- 
nephroma, SBE) 

9.  Back  pain,  osteomalacia  (rare) 

(Continued  on  Page  549) 
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Amoebiasis  - Medical  Aspects 

B'l’  Frank:  C.  Golding,  M.  D.,  Hi,  Paso 


Amoebiasis  signifies  the  inx'asion  of  human  tissues 
by  the  protozoan  parasite  endamoeba  histolytica. 

The  best  known  manifestation  of  amoebiasis  is 
the  acute  phase  known  as  amoebic  dysentery,  char- 
acterized by  diarrhea  with  blood  and  mucus,  nausea 
and  vomiting,  fever,  leucocytosis,  weakness  and  pros- 
tration. This  is  the  stage  of  the  disease  in  which 
no  one  should  have  any  difficulty  in  establishing  a 
diagnosis.  However,  to  limit  one’s  diagnosis  of 
amoebiasis  to  this  phase  of  the  disease  is  as  repre- 
hensible as  to  diagnose  pulmonary  tuberculosis  only 
after  it  has  reached  the  stage  of  the  old  fashioned 
consumption." 

SecMHid  Phase 

The  second  phase  of  amoebiasis  is  the  chronic, 
non-dysentery  stage.  Here  there  may  be  normal 
bowel  habits,  constipation,  or  diarrhea  alternating 
with  constipation.  The  most  important  manifestations 
are  fatigue,  depression,  and  malaise,  combined  with 
rather  vague  gastro-intestinal  symptoms  such  as 
anorexia,  nausea,  gas,  belching,  abdominal  distention 
and  pain,  abdominal  tenderness,  particularly  o\er  the 
lower  right  quadrant.  This  latter  manifestation  fre- 
quently is  mistaken  for  appendicitis.  This  was  a 
very  tragic  mistake  in  the  serious  epidemic  of  amoebia- 
sis that  occurred  in  Chicago  during  the  World's  Fair 
in  the  early  thirties.  Some  of  these  cases  died  as  a 
result  of  surgery  based  on  this  mistaken  diagnosis. 

.\synij>toinatic  Carriers 

Thirdly,  there  are  apparently  asymptomatic  car- 
riers who,  in  spite  of  their  freedom  from  symptoms, 
are  hazards  to  their  contacts  and  are  potential  subjects 
for  amoebic  hepatitis  and  abscess. 

One  example  of  this  latter  group  was  a 16  month 
old  baby  who  was  sent  to  me  for  treatment  of 
amoebiasis  after  the  diagnosis  had  been  made  by  the 
pediatrician.  Realizing  that  a child  this  young  had 
little  opportunity  for  extrahousehold  contacts,  I had 
the  parents  and  the  two  older  children  in  the  family 
examined  for  amoeba.  The  mother  was  found  to  be 
infested  with  endamoeba  histolytica  but  had  abso- 
lutely no  symptoms  of  this  that  could  be  elicited. 
Another  patient  was  a middle-aged  male  who  had 
been  having  indefinite  digestive  symptoms  for 
months ; he  was  found  to  be  carrying  endamoeba 
histolytica.  However,  adequate  treatment  did  not 
relieve  any  of  his  symptoms,  indicating  that  the  symp- 
toms were  due  to  other  causes,  probably  emotional, 
and  not  due  to  the  amoeba. 

Ifow  To  D iag;iios<* 

How  can  we  hope  to  diagnose  these  latter  two 
types  of  amoebiasis?  First,  the  physician  must  have 
a high  index  of  suspicion  in  all  cases  presenting 
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digestive  complaints.  Secondly,  the  physician  must 
be  assured  that  adequate  and  suitable  specimens  of 
bowel  di.scharge  reach  the  laboratory.  Certain  sub- 
stances, such  as  mineral  oil,  kaolin,  barium  or  bis- 
muth, taken  before  stool  specimens  are  collected, 
make  them  unsatisfactory  for  examination,  and  this 
circumstance  should  always  be  ruled  out. 

The  approved  practice  at  present  is  to  have  the 
patient  bring  three  normally  passed  stool  specimens 
to  the  laboratory  on  consecutive  days,  followed  by 
a liquid  stool  obtained  after  a brisk  saline  cathartic. 
This  latter  specimen  should  be  examined  promptly 
after  being  expelled  by  the  patient,  since  in  liquid 
specimens  trophozoites  are  to  be  looked  for,  and 
these  lose  their  motility  soon  after  passing  from  the 
bowel.  Finally,  a sigmoidoscopic  examination  should 
be  done.  This  may  reveal  amoebic  ulcerations  in  the 
rectum  or  lower  sigmoid,  but  more  frequently  there 
is  mucus,  usually  blood-tinged,  which  can  be  aspirated 
for  miscroscopic  study,  and  this  is  positive  for  amoeba 
in  a high  percentage  of  cases  previously  undetected 
by  repeated  stool  examinations.  I might  add  that  the 
method  I use  for  preparing  these  patients  for  sigmoi- 
doscopic examination  is  to  use  warm  water  enemas 
repeated  until  they  have  two  or  three  passages  with- 
out any  fecal  material.  It  is  possible  that  this  stimu- 
lates peristalsis  and  brings  the  mucus  to  the  lower 
colon  from  the  cecal  area,  where  amoebiasis  occurs 
most  frequently,  because  this  mucus  is  often  positive 
where  the  rectum  and  lower  sigmoid  are  entirely 
healthy  in  appearance. 

Competent  Teeliiiieiaii 

Thirdly,  one  must  have  a competent  trained  medi- 
cal technician  to  examine  the  specimens  of  bowel 
discharge.  False  positive  diagnoses  of  amoebiasis 
based  on  macrophages  are  fairly  common,  and  we 
are  convinced  that  there  are  many  false  negative 
diagnoses.  One  reason  for  this  weakness  is  that  in 
all  but  the  larger  medical  centers,  stool  examinations 
are  relatively  few  in  comparison  with  the  number  of 
examinations  of  urine  and  blood,  and  the  oppor- 
tunity of  seeing  adequate  positive  specimens  is  too 
limited.  As  a result,  there  are  many  otherwise  com- 
petent technicians  who  are  unqualified  to  perform 
adequate  parasitology  diagnosis.  As  an  example  of 
the  difficulty  in  establishing  this  diagnosis,  I would 
like  to  review  one  case  of  a young  woman  who  had 
had  diarrhea  for  several  months.  She  had  had  two 
negative  stool  examinations  before  1 had  seen  her. 
We  had  the  above  routine  of  three  normally  passed 
stools  and  one  laxative  specimen  examined,  all  of 
which  were  negative,  and  it  was  only  upon  the  second 
sigmoidoscopic  study  that  we  found  amoeba  in  the 
aspirated  mucus.  This  patient  came  back  a year  and 
a half  later,  with  another  attack  of  amoebiasis.  Again, 
four  stool  examinations  were  negative,  but  the  sig- 
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moidoscopic  aspirate  was  positive.  In  other  words, 
the  physician  has  to  work  hard  to  establish  this  diag- 
nosis at  times,  and  must  not  be  satisfied  with  a 
negative  report  from  the  laboratory  on  one  or  two 
stool  examinations. 

Diagnosis 

The  diagnosis  of  amoebiasis  can  also  be  suggested 
by  barium  enema  x-ray  examination  of  the  colon. 
The  significant  finding  is  coarsening  of  the  mucosal 
pattern  on  the  evacuation  film.  While  this  is  a 
non-specific  finding  there  is  a high  correlation  be- 
tween this  finding  and  the  diagnosis  of  amoebiasis. 

Now,  we  come  to  the  controversial  problem  of 
the  treatment  of  amoebiasis.  First,  a bland,  low- 
residue  diet,  excluding  all  alcohol,  should  be  insti- 
tuted. Emetine  hydrochloride  given  by  hypodermic 
injection  should  be  used  in  the  treatment  of  intes- 
tinal amoebiasis  only  to  control  the  symptoms  of 
dysentery.  This  drug  does  not  eradicate  the  infection. 
When  given  it  should  be  done  under  carefully  con- 
trolled circumstances.  The  patient  should  be  at  com- 
plete bed  rest,  with  daily  checks  on  pulse  and  blood 
pressure,  and  possibly  electrocardiogram  before  each 
daily  dose  of  emetine  is  given,  and  it  should  be 
discontinued  as  soon  as  the  dysentery  has  been 
controlled. 

Usual  Treatment 

The  usual  treatment  for  the  intestinal  phase  of 
amoebiasis,  however,  consists  of  oral  medications 
only.  The  first,  and  I believe,  the  most  effective,  of 
these  is  arsenic  which  is  usually  given  in  the  forms 
of  Carbarsone,  Milibis,  or  both.  Secondly,  we  use 
iodine  preparations  such  as  Diodoquin,  Vioform  or 
Chiniofon.  Diodoquin  is  the  one  most  commonly 
used.  The  conventional  treatment  of  amoebiasis  con- 
sists of  one  to  three  weeks  of  one  or  a combination 
of  these  drugs,  frequently  repeated  after  seven  or 
ten  day  intervals. 

Entirely  Inadequate 

In  my  opinion,  this  is  entirely  inadequate.  First, 
we  must  consider  the  question,  "are  we  able  to 
actually  cure  amoebiasis.?”  I do  not  believe  this  ques- 
tion can  be  answered  at  this  time,  but  if  it  is  possible 
to  do  so,  my  experience  has  taught  me  that  continuous 
treatment  should  be  planned  in  units  of  months 
rather  than  weeks.  One  example  to  confirm  this 
consisted  of  a young  male  whom  I saw  in  July  of 
1950,  who  had  been  living  in  Mexico  most  of  his 
life.  He  gave  a history  of  a recent  attack  of  high 
fever,  and  when  we  examined  him,  he  had  an 
elevated  diaphragm  on  the  right  side.  Because  of 
this,  we  ordered  a stool  examination,  which  was 
positive  for  endamoeba  histolytica.  He  was  treated 
continuously  from  7-17-50  until  we  sigmoidoscoped 
him  on  8-23-50.  This  sigmoidoscopic  examination 
was  done  to  rule  out  tumor,  due  to  the  fact  that  he 
had  recently  passed  blood  in  his  stools.  In  spite  of 
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continuous  treatment  for  over  a month,  his  rectum 
and  lower  sigmoid  still  had  numerous  amoebic  ulcer- 
ations. When  sigmoidoscoped  again  9-18-50,  two 
months  after  treatment  had  been  instituted,  these 
ulcers  were  healed.  This  patient  had  no  symptoms 
at  any  time  of  disturbed  bowel  habits,  in  spite  of 
these  ulcerations  in  his  colon.  Another  case  seen 
6-12-51  was  a referral  because  of  amoebiasis.  This 
patient  was  treated  continuously  for  a period  of  over 
ten  weeks,  when  she  went  to  a very  famous  clinic 
for  another  complaint.  At  this  clinic  they  made  com- 
plete examinations  for  evidence  of  amoebiasis,  all  of 
which  were  negative,  and  they  advised  her  to  dis- 
continue the  treatment.  In  a little  over  a year  this 
patient  again  returned  with  a positive  diagnosis  of 
amoebiasis,  and  after  carrying  out  a more  adequate 
course  of  treatment,  she  has  had  no  recurrence. 

Several  Cases 

There  have  been  several  cases  that  consulted  me 
after  having  been  diagnosed  as  having  amoebiasis  by 
other  physicians  and  treated  from  one  to  three  weeks. 
These  patients  had  been  discharged  as  "cured”  by 
their  physicians.  Some  of  these  have  asked  me  to 
continue  the  treatment  as  they  felt  that  they  were  not 
cured,  and  have  had  relief  of  symptoms  with  further 
treatment.  Others  were  treated  further  by  me  on  my 
own  initiative  on  the  basis  of  symptoms  still  being 
present,  and  these  were  improved. 

If  a cure  cannot  be  estabh’shed  in  all  cases  of 
amoebiasis,  it  seems  reasonable  that  intermittent 
treatment  should  be  continued  to  maintain  the  pa-, 
tient  in  a relatively  quiescent  stage.  The  following 
is  an  outline  of  the  treatment  which  we  use  on  the 
average  case  for  the  intestinal  phase  of  amoebiasis; 

Carbarsone  — gr.  3%  t.  i.  d.  pc  — one  week 

Diodoquin  — gr.  10  t.  i.  d.  pc  — ten  days 

Milibis  — gram  0.5  t.  i.  d.  pc  — one  week 

Diodoquin  — gr.  10  t.  i.  d.  pc  — ten  days 

This  is  repeated  twice  without  interruption.  This 
is  then  repeated  twice  again,  with  rest  periods  be- 
tween each  change  in  medication.  One  of  these  five 
week  courses  is  then  advised  twice  a year  for  two 
years,  and  then  once  a year  thereafter,  unless  symp- 
toms recur. 

If  there  are  localized  lesions  in  the  rectum,  Vio- 
form ointment  locally  has  been  used  two  or  three 
times  daily.  Other  forms  of  local  rectal  treatment 
that  have  been  recommended  are  6 gm.  Chiniofon 
dissolved  in  300  cc.  of  warm  water  as  a retention 
enema  for  seven  to  eight  days;  Carbarsone,  2 gm. 
dissolved  in  200  cc.  of  two  per  cent  sodium  bicar- 
bonate solution  as  retention  enema  for  five  nights. 

Hepatic  Phase 

Finally,  treatment  of  the  hepatic  phase  of  amoebia- 
sis must  be  considered.  Even  in  asymptomatic  cases, 
there  is  strong  presumption  that  some  amoebic  organ- 
isms reach  the  liver.  Therefore,  a course  of  treatment 


SOUTHWESTERN  MEDICINE 


for  the  hepatic  pliase  should  be  given,  specially  as 
we  now  have  the  relatively  non-toxic  drug  Chloro- 
quine  (Aralen)  for  this  purpose.  The  dosage  of 
Aralen  is  four  .25  gm.  tablets  daily  for  two  days, 
then  two  tablets  daily  for  three  weeks.  The  usual 
custom  is  to  start  the  Chloroquine  at  the  onset  of  the 
amoebic  treatment.  I also  do  this  if  there  are  any 
signs  of  hepatic  involvement  at  the  time  of  the 
original  examination,  but  otherwise  I prefer  to  wait 
until  six  or  seven  weeks  of  the  intestinal  treatment 
has  been  completed,  and  then  I give  this  along  with 
the  intestinal  medication.  In  this  way  there  is  less 
opportunity  for  re-infection  of  the  liver  after  the 
Aralen  has  been  discontinued. 

Antihiolies  Coii<leniiie<l 

The  use  of  antibiotics  such  as  Aureomycin,  Ter- 
ramycin.  Bacitracin,  Neomycin,  and  Chloromycetin  in 
the  routine  treatment  of  amoebiasis  is  mentioned  only 
to  be  condemned.  First,  the  more  conventional  medi- 
cations are  equally,  if  not  more,  effective;  secondly, 
the  complications  of  these  drugs  are  frequent  and 
dangerous  and  can  be  even  fatal;  thirdly,  there  is  the 
risk  of  establishing  an  idiosyncrasy  to  these  drugs; 
thereby  depriving  the  patient  in  the  future  of  their 
use  in  other,  perhaps  more  serious,  disea.ses  in  which 
there  is  no  alternative  treatment.  These  drugs  are  of 
great  value  in  the  treatment  of  patients  who  are 
unable  to  tolerate  arsenic  or  iodine  preparations,  or 
when  the  amoebiasis  is  associated  with  other  infec- 
tions such  as  bacillary  dysentery  in  which  these  drugs 
are  specific.  The  one  exception  to  this  objection  to 
the  use  of  antibiotics  is  Fumagillin.  This  is  an  anti-i 
biotic  that  apparently  has  little  use  except  in  the 
treatment  of  amoebias's.  The  dose  is  two  10  mg. 
capsules  t.  i.  d.  for  two  weeks.  This  has  been  com- 
plicated in  some  cases  by  nausea  and  vomiting,  which 
makes  it  necessary  to  discontinue  the  medication. 

.\lahrio 

For  completeness  it  should  be  mentioned  that 
Atabrin  has  also  been  used  in  the  treatment  of  the 
intestinal  phase  of  amoebiasis. 

There  recently  have  been  reports  of  a new  anti- 
amoeba medication  Camoform  being  prepared  by 
Parke-Davis  and  Co.,  but  it  is  not  available  locally 
at  this  time.  This,  similar  to  Chloroquine,  is  another 
anti-malarial  drug  and  contains  no  arsenic  or  iodine 
and  probably  will  fill  a very  important  place  in  the 
future  treatment  of  amoebiasis.  On  the  two  reports 
that  I have  available,  the  first  shows  85  per  cent 
apparent  cures  after  seven  days  of  treatment.  The 
second  '2)  report  showed  100  per  cent  apparent  cures 
but  in  these  cases  the  treatment  was  continued  in  all 
cases  until  evidence  of  the  disease  had  been  eradi- 
cated, and  in  one  case  the  treatment  was  prolonged 
for  25  days.  This  seems  to  confirm  my  opinion  as 
expressed  above  that  more  prolonged  treatment  for 
amoebiasis  is  necessary. 

Controversial  Sul>ject 

Another  controversial  subject  in  amoebiasis  is  the 


cjuestion  of  the  so-called  non-pathogenic  amoeba  — 
endamoeba  coli,  endolimax  nana,  iodamoeba  Butschlii 
and  dientamoeba  fragilis.  In  studies  made  at  the 
University  of  Pennsylvania  they  made  a five  year 
study  of  over  400  patients  showing  amoeba.  They 
made  no  di,stinction  between  the  histolytica  and  the 
so-called  non-pathogenic  amoeba.  They  treated  these 
patients  with  Carbarsone  for  ten  days  and  44  per 
cent  showed  improvement  of  their  digestive  com- 
plaints. To  avoid  the  criticism  that  the  improvement 
might  be  due  to  the  non-specific  tonic  effect  of 
arsenic,  some  patients  were  treated  with  solution  of 
potassium  ar.senite  in  therapeutic  doses,  none  of 
which  showed  any  improvement  in  their  symptoms. 
In  addition,  28  patients  in  which  the  diagnosis  of 
amoebiasis  had  not  been  established,  were  treated 
with  Carbarsone  and  only  four  showed  symptomatic 
relief.  This  raises  the  question,  were  these  patients 
actually  infested  with  amoeba  which  were  not  de- 
tected by  examination?  Rankin,  Bargen  and  Buie,  in 
their  book  "Colon,  Rectum  and  Anus"'"  stated  that 
amoeba  coli  and  nana  should  be  considered  patho- 
genic, when  found  in  patients  with  gastro-inte.stinal 
symptoms.  With  this  much  evidence,  I think  it  is 
safer  to  treat  patients  who  have  the  so-called  non- 
pathogenic  amoeba  rather  than  to  ignore  them. 
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A Short  Outline  on  the  Present  .... 

(Continued  From  Page  546) 

10.  Hepatosplenomagley  (lymphoma,  Flodgkin’s), 
important  as  these  organs  are  enlarged  by  infil- 
tration of  myeloma  cells  in  about  one  third 
of  cases. 

Treatment  of  Multiple  Myeloma 

1.  Urethane:  Reduction  in  myeloma  cells  in  bone 
marrow,  decrease  in  abnormal  serum  globulin. 

2.  Ratliollierapy : Palliative  treatment  of  localized 
plasmacytoma  causing  pain  or  exerting  pressure 
on  adjacent  structures. 

,3.  ACTH  ami  Cortisone:  Thorn  reported  that 
ACTH  had  favorable  influence  on  the  course  of 
this  disease  with  fever  depressed  and  periods  of 
apparent  well  being. 

4'.  Nitrogen  Mustarrl:  Found  to  be  of  little  value. 
.3.  Ilydroxy-Stilhamidine:  It  is  known  that  this 
drug  and  other  diamidines  are  capable  of  precipi- 
tating nucleic  acid  which  represents  an  effect  upon 
the  disease  although  nonpermanent. 

6.  Aniihiolies,  RIood,  General  Support. 

Multiple  myeloma  has  remained  a universally  fatal 
disease,  and  the  average  period  of  survival  is  20 
months. 
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Clinical  Note  On  Amoebiasis  In  The  Southwestern  United  States 

By  Joseph  B.  Raddin,  M.  D.,  Phoenix 


In  my  private  practice  clinical  diagnosis  of 
amoebiasis  is  frequently  made  without  laboratory 
confirmation.  Response  of  these  ill  men  and  women 
to  specific  anti-amebic  therapy  has  of  necessity  been 
accepted  as  confirmation  of  the  tenative  diagnosis. 

In  acute  flareups  of  the  disease,  when  emetine 
HCl  in  one-half  grain  dosage  daily  intramuscularly 
for  several  days  results  in  prompt  relief  of  symptoms, 
the  diagnosis  seems  highly  probable.  It  should  be 
given  in  the  buttocks  as  local  induration  occurs  at 
other  sites.  For  chronic  colon  and  gastro-intestinal- 
liver  symptoms,  good  symptomatic  improvement  fol- 
lowing therapy  with  Carbarsone,  Diodoquin,  Milibis 
and  Fumidil  supports,  in  my  experience,  the  diag- 
nosis of  amebic  colitis.  Aralen  is  apparently  the  only 
drug,  other  than  emetine,  effective  for  systemic 
amebiasis  such  as  involvement  of  the  liver,  lungs, 
skin,  upper  respiratory  tract,  brain,  urinary  tract, 
vaginitis  and  certain  bone  and  joint  changes. 

Diagnosis 

Diagnosis  is  for  practical  therapeutic  purposes 
highly  probable  when  palpation  of  any  portion  of 
the  colon  is  painful.  The  caecum  is  usually  the  most 
sensitive  region.  Protoscopic  examination  is  regularly 
confirmatory.  Sigmoidoscopy  is  helpful.  Stool  exami- 
nations are  infrequently  positive  and  a negative  report 
is  meaningless.  Specific  therapy  is  less  nuisance,  less 
expensive,  harmless  and  with  experience,  regularly 
successful,  both  as  a cure  and  as  a diagnostic  proce- 
dure. Barium  enema  examination  is  not  helpful. 

Systemic  Involvement  is  Common 

Amebic  colitis  involving  the  caecum  regularly 
causes  symptoms  resembling  appendicitis.  I have 
palpated  lesions  of  the  colon  not  demonstrated  by 
barium,  enema  which  disappeared  following  anti- 
amebic  medication. 

Amebic  hepatitis  is  commonly  associated  with 
cholecystitis  but  in  the  absence  of  calculi  and  with 
poor  response  to  antibiotics,  the  possibility  of  amebic 
cholecystitis  must  be  evaluated. 

Gastro-intestinal  tract  symptoms  may  mimic  many 
organic  lesions.  I have  as  patients  a man  and  a 
woman  whose  symptoms  were  not  relieved  by  gastrec- 
tomy but  responded  promptly  to  anti-amebic  medica- 
tion. Many  have  been  treated  for  "gastritis,”  nervous 
indigestion  and  a host  of  other  named  disorders 
without  benefit  prior  to  the  diagnosis  of  amebiasis. 
There  is  a marked  tendency  to  spontaneous  flareups 
and  remission  of  symptoms. 


Invasion  of  Lungs 

Amebic  invasion  of  the  lungs  is  known  but  diag- 
nosis by  X-ray  is  impossible.  Upper  respiratory  tract 
involvement  simulates  nasal  infections,  bronchitis  and 
bronchiectasis  with  purulent  discharges  which  do  not 
respond  to  antibiotic  therapy.  Response  to  Aralen 
and  emetine  is  apparently  diagnostic  in  these  cases. 

Since  it  is  a fact  that  amebic  brain  abscess  do 
occur,  there  is  no  reason  to  deny  the  possibility  of 
psychosis,  psychoneurosis  and  central  nervous  system 
syndromes  being  caused  by  amebic  infestation.  These 
conditions  may  not  be  as  rare  as  commonly  supposed 
as  they  cause  much  chronic  illness.  Specific  therapy 
should  be  considered  in  chronic  cases  resistant  to  con- 
ventional treatment. 

No  Diagnosis 

Urinary  tract  symptoms  for  which  no  diagnosis 
can  be  made  after  thorough  urological  investigation 
is  fairly  common  in  my  practice.  Amebic  cystitis  and 
urethritis  have  responded  promptly  to  specific  anti- 
amebic  medication. 

Amebic  vaginitis  is  uncommon  but  the  diagnosis 
has  been  made  and  apparently  confirmed  in  several 
women  based  on  response  to  therapy. 

Chronic  bone  and  joint  lesions  demonstrable  by 
X-ray  accompanying  systemic  amoebiasis  have  been 
encountered  and  the  pain  relieved  by  anti-amebic 
medication. 

Several  unusual  and  undiagnosed  skin  lesions, 
some  suggestive  of  lupus  erythematosus,  have  inci- 
dentally cleared  during  therapy  with  Aralen  and 
emetine. 

Discussion 

It  seems  that  amebiasis  is  highly  prevalent  in 
southwestern  United  States  and  should  be  considered 
a public  health  problem.  Systemic  infestation  causing 
many  bizarre  symptom  complexes  is  apparently  pos- 
sible. Diagnosis  of  colon  disease  as  revealed  by  stool 
examination  is  rarely  positive.  Diagnosis  of  systemic 
amebiasis  is  not  possible  by  any  laboratory  procedure 
known  to  me.  Amebic  colitis  invariably  is  the  pri- 
mary lesion  and  precedes  and  accompanies  systemic 
infestations.  Positive  response  to  specific  anti-amebic 
medication  is  the  only  presently  known  confirmation 
of  the  diagnosis.  Common  surgical  errors  are  appen- 
dicitis and  cholecystitis.  Lung,  brain,  dermatological, 
urinary  tract  and  orthopedic  diagnostic  possibilities 
are  suggested. 
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Frederick  P.  Bornstein,  M.  D.,  Editor  — Case  No.  A-505 
Presentation  of  Case  by  Dr,  James  L.  McNeil 


History  — Dr.  Natliau  Klehan : 

This  three  year  old  white  girl  from  Las  Cruces, 
N.  M.,  was  admitted  to  El  Paso  General  Hospital 
for  the  first  time  on  July  21,  1955,  with  an  illness 
of  10  days  duration.  After  experiencing  chills  and 
fever  for  five  days  the  child  was  taken  to  a doctor 
who  prescribed  a red  Iit|uid  medicine.  Frontal  head- 
ache. photophobia,  and  slight  weakness  of  the  right 
leg  developed.  On  the  day  of  admission,  a physician 
noted  a stiff  neck  and  straight  back.  Examination  of 
the  cerebrospinal  fluid  at  another  hospital  yielded 
these  results:  104  WBC/cu.m.m.,  100  per  tent  lym- 
phocytes, protein  102  mg.  per  cent,  chloride  410  mg. 
per  cent.  Slight  difficulty  in  swallowing  was  ob- 
served. The  patient  was  referred  to  this  hospital. 

There  were  neither  respiratory  nor  gastro-intestinal 
symptoms  with  the  illness.  Past,  environmental,  and 
family  history  was  not  recorded. 

Physical  Examination 

T.  99-8  (R).  P.  120  irregular  (type  not  recorded). 
R.  32  regular.  The  patient  was  a well  developed 
three  year  old  girl,  acutely  ill  and  cooperative.  Posi- 
tive findings  were:  a bloody  crust  in  the  nostrils; 
a grade  II  blowing  systolic  murmur  heard  at  all  valve 
areas,  loudest  in  the  third  intercostal  space  to  the  left 
of  the  sternum  with  a thrill  felt  in  the  second  and  third 
left  intercostal  spaces;  there  were  resistance  and  pain 
on  attempted  neck  flexion  with  a positive  Kernig  and 
Brudzinski  sign;  she  was  unable  to  stand  unaided 
but  was  able  to  move  all  extremities;  the  superficial 
abdominal  and  brachioradialis  were  the  only  reflexes 
elicited;  the  gag  reflex  was  weak  and  swallowing 
difficult. 

Hospital  Course 

The  patient  was  given  aspirin  and  oxygen  by  nasal 
catheter.  On  the  first  hospital  day  Combiotic  1.0  cc. 
daily  was  started ; she  was  able  to  take  a regular  diet, 
moved  all  extremities  well;  T.  was  100;  bilateral 
Babinskis  were  thought  to  be  present.  T.  went  to 
102  on  the  second  day;  early  she  ate  well  but  later 
vomited  and  appeared  drowsy.  The  patient  was  rest- 
less but  drowsy  on  the  third  day;  without  oxygen 
she  became  cyanotic;  T.  went  to  101;  eyes,  head, 
and  body  were  said  to  "move  to  the  right,”  and  she 
seemed  to  have  trouble  focusing  her  eyes ; it  was 
necessary  to  suction  her  pharynx;  later  in  the  day 
she  was  able  to  eat,  but  again  became  drowsy.  After 
an  enema  was  given,  there  were  three  liquid  stools. 
Chills  and  T.  elevation  to  106  occurred  on  the  fourth 


day.  There  was  a green  licjuid  stool.  Drowsiness 
progressed  to  stupor,  then  to  coma.  There  was  emesis 
and  a question  of  aspiration  of  vomitus.  The  pharynx 
was  suctioned  for  pooled  secretions.  Dullness  and 
equivocal  rales  were  detected  in  the  right  lower  chest. 
Cyanosis  appeared  despite  oxygen.  The  patient  was 
placed  in  a tank  respirator.  Alevaire  mist  was  used 
with  the  oxygen.  Tetracyn  250  mg.  and  Chloromy- 
cetin 1.0  gm.  were  given  i.m.  A clysis  of  200  cc.  of 
Lactate-Ringer's,  4oo  cc.  of  5 per  cent  glucose,  and 
200  cc.  of  Darrow's  solution  were  given.  Absence  of 
vital  signs  was  noted  while  the  patient  was  in  the 
respirator,  96  hours  after  admission. 

X-Ray 

July  25,  1955:  Portable  chest  film:  "Radiographic 

examination  of  the  chest  reveals  a 
consolidation  of  the  right  upper  lobe 
consistent  with  pneumonitis.  Tuber- 
culosis must  be  excluded.” 

Laboratory 

July  21,  1955:  Hb.  11.0  gms.,  RBC  3.05,  WBC 
13,700,  Segs  75,  Stabs  6,  Lymphs  19. 
Urine:  Yellow  cloudy,  alkaline,  1.01  3, 
albumen  and  sugar  negative. 

X-Ray  Di  srussioii 

Dr.  Charles  C.  MeVaiigh: 

Radiographic  examination  of  the  chest  reveals  an 
infiltration  in  the  right  upper  lobe.  This  is  not  an 
unusual  finding  in  children  in  this  hospital.  Most 
of  these  turn  out  to  be  tuberculosis ; however,  this  is 
compatible  with  any  pneumonitis  from  any  cause, 
fungus  infection  or  pneumococcus.  The  heart  size  I 
think  is  exaggerated  by  the  elevation  of  the  dia- 
phragm and  by  the  fact  that  the  patient  here  pictured 
was  taken  in  the  AP  view  at  a short  distance.  In  a 
child  this  age,  the  heart  size  and  contour  vary  greatly 
and  I believe  they’re  within  normal  limits  here.  In 
the  lateral  view  there  also  appears  to  be  some  heavier 
infiltration  in  the  posterior  lobe.  The  abdomen  shows 
a markedly  distended  stomach  and  pylorus,  and  a 
marked  amount  of  gas  throughout  the  large  and 
small  bowel.  These  changes  are  merely  in  keeping 
W'ith  a dynamic  or  paralytic  type  ileus.  I see  nothing 
in  the  visible  portion  of  the  abdomen  here  to  indicate 
that  there  is  any  peritonitis  or  bowel  obstruction. 

So,  in  conclusion,  there  is  a definite  pneumonitis 
of  the  right  upper  lobe  which  may  be  associated  with 
some  atelectasis.  There  are  changes  in  the  left  lobe 
posteriorly  of  pneumonitis.  As  a first  diagnosis,  I 
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would  consider  tuberculosis  in  view  of  the  distribu- 
tion of  the  lesions,  but  it  may  be  a pyogenic  or 
fungus  infection. 

Differential  Diagnosis 
Dr.  James  L.  McNeil: 

This  is  a case  of  a child,  three  years  old,  with  an 
acute  and  fatal  illness  of  approximately  two  weeks 
duration,  onset  with  chills  and  fever  followed  by 
headache,  photophobia,  muscle  weakness,  possible 
paralysis  and  evidence  of  meningeal  irritation.  The 
physical  examination  revealed  an  acutely  ill  child 
with  a heart  murmur  and  thrill,  bloody  nasal  crusts, 
a stiff  neck,  positive  Kernig  and  Brudzinski  signs, 
c]uestion?ble  Babinski,  weakness  of  the  leg  and  palate 
and  absence  of  some  of  the  deep  reflexes.  While  in 
the  hospital  she  developed  a diplopia,  pharyngeal 
mucous,  restlessness,  drowsiness,  stupor  and  then 
coma.  On  the  final  day  she  was  cyanotic  and  rales 
were  heard  in  her  chest.  From  the  laboratory  we 
find  that  she  had  a leucocytosis  with  a left  shift,  a 
normal  urine,  and  X-ray  diagnosis  of  probable 
tuberculosis,  at  least  a right  upper  lobe  pneumonitis, 
an  abnormal  soinal  fluid  with  104  white  cells,  all 
lymphocytes,  102  mg.  per  cent  protein  and  410  mg. 
per  cent  chloride.  The  obvious  first  question  is 
"where  is  the  sugar?’’  This  spinal  tap  was  done  in 
another  hospital  before  the  child  was  referred  here 
and  the  comment  was  made  "sugar  was  not  done  due 
to  a laboratory  error.” 

Nervous  Infections 

This  will  primarily  have  to  be  a discussion  of 
central  nervous  system  infections  which  may  termi- 
nate fatally.  First,  I think  we  should  dispose  of  the 
heart  murmur.  There  was  a murmur  and  there  was 
a thrill.  The  murmur  was  systolic,  blowing,  widely 
transmitted,  most  intense  in  the  third  left  intercostal 
space  and  the  thrill  was  felt  in  the  second  and  third 
intercostal  space.  There  is  no  history  that  suggests 
heart  disease  and  apparently,  from  the  PA  view  of 
the  chest,  this  is  probably  a normal  contour  heart. 
I think  this  is  an  interventricular  septal  defect  and 
probably  is  of  no  significance  in  this  particular  case. 

The  admitting  diagnosis  was  poliomyelitis  and  I 
think  probably  it  was  reasonable  at  the  time  in  view 
of  the  febrile  illness  which  was  followed  by  stiff 
neck,  lymphocytes  in  the  spinal  fluid,  swallowing 
difficulty,  leg  paralysis,  absence  of  the  deep  tendon 
reflexes  and  all  of  this  occurring  at  the  time  of  the 
peak  of  the  poliomyelitis  season.  We  would  like  to 
know,  of  course,  if  there  was  a head  drop,  if  there 
was  a tripod  position,  and  I think  it’s  really  important 
to  ask  if  this  is  a true  paralysis. 

Protocol 

It’s  a little  bit  confusing  in  the  protocol.  She  had 
trouble  swallowing,  but  after  the  pharynx  was  suc- 
tioned, she  was  able  to  eat.  In  the  referral  note  from 
the  previous  hospital  the  statement  was  made  that 
no  extremity  was  completely  paralyzed  and,  in  the 
hospital  course,  they  make  the  statement  that  she 
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moved  all  extremities  well.  The  tendon  reflexes 
were  not  obtained.  They  are  sometimes  difficult  to 
obtain  but  certainly  this  doesn’t  suggest  the  usual  type 
of  flaccid  paralysis  that  you  see  with  poliomyelitis. 
I think  the  spinal  fluid  protein  is  probably  higher 
than  you’d  expect.  It  may  go  up  later  on  in  polio- 
myelitis, but  considering  the  time  that  it  was  drawn, 
I think  probably  102  mg.  per  cent  is  higher  than 
you  would  ordinarily  expect.  Sugar  determination,  of 
course,  would  be  helpful,  but  we  don't  have  it. 
Apparently  no  bacteria  were  seen;  we  have  no  evi- 
dence of  a search  for  them,  so  we  don’t  know  whether 
there  were  any  bacteria  in  the  spinal  fluid  or  not. 
The  lumbar  puncture  was  not  repeated  here,  inasmuch 
as  it  was  probably  thought  that  the  diagnosis  was 
reasonably  well  established.  In  retrospect,  it  is  un- 
fortunate for  I think  it  might  have  been  diagnostic. 
A lumbar  puncture  was  scheduled  for  the  26th  of 
July  and  of  course  the  child  died  on  the  25th  of 
July.  Therefore,  I do  not  feel  that  poliomyelitis  is 
a very  likely  diagnosis  in  this  child,  although  that 
was  the  admitting  diagnosis. 

Cliorionienin^itis 

A lymphocytic  choriomeningitis  may  be  encephal- 
omyelitic  in  type  with  various  types  of  neurological 
changes  and  it  may  be  fatal.  However,  it  usually 
occurs  in  the  winter;  it  is  usually  in  an  older  age 
group  and  usually  produces  an  interstitial  pneumonia 
in  place  of  the  lobar  type  pneumonia;  and,  of  course, 
it  should  have  a normal  chloride  and  sugar  in  the 
spinal  fluid  — yet  we  have  a definitely  decreased 
chloride. 

The  other  viral  encephalitides  should  be  men- 
tioned. Again  I think  there’s  very  little  evidence  of 
those  and  most  of  them  have  a normal  chloride  in 
the  spinal  fluid,  whereas  here  we  have  a definitely 
decreased  chloride. 

An  aseptic  or  serous  type  meningitis  could  be 
considered.  Leptospirosis  may  occasionally  occur  in 
a more  or  less  pure  meningeal  form  without  urinary 
findings  and  without  jaundice  and  may  have  sudden 
onset  with  headache,  photophobia  and  muscle  pain 
severe  enough  to  prevent  movement.  Usually  the 
meningeal  signs  are  less  prominent  and  the  cerebro- 
spinal fluid  chemistries  are  normal  or  only  slightly 
elevated. 

Vascular  Accident 

I think  a vascular  accident  is  unlikely.  First,  there 
is  no  history  of  trauma,  and  spontaneous  bleeding  is 
rare  in  children.  A subarachnoid  hemorrhage,  which 
is  the  one  that  may  mimic  a meningitis,  ordinarily 
could  be  diagnosed  by  a bloody  spinal  fluid  which 
we  did  not  have. 

I think  we  should  consider  brain  abscess.  The 
neurological  manifestations  of  a brain  abscess  will 
vary,  of  course,  with  its  degree  and  extent.  Ordinarily 
they  are  not  hematogenous  in  origin  but  they  may 
be  metastatic  or  embolic  and  particularly  from  some 
pulmonary  infection.  And  again,  they  are  particularly 
apt  to  occur  when  there  is  an  interventricular  septal 
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defect.  A submeningeal  abscess  could  produce  a 
serous  type  meningitis  with  an  increased  protein  and 
lymphocytic  pleocytosis  in  the  spinal  fluid.  The 
terminal  febrile  exacerbation  is  not  apparent  in  the 
protocol  but  her  temperature  had  run  about  100  to 
101  until  the  last  day  when  it  shot  up  to  106.  It 
could  have  represented  the  rupture  of  an  abscess  into 
the  meninges  as  part  of  the  terminal  episode.  Usually, 
however,  there  is  a longer  interval  between  an  initial 
illness  and  the  final  stage.  I think  it  is  interesting 
in  this  particular  case,  inasmuch  as  we  probably  did 
have  an  interventricular  septal  defect  and  we  defi- 
nitely know  we  had  a pneumonitis. 

l*ulnioiiary  Tuberculosis 

To  me,  certainly,  the  most  likely  diagnosis  is 
pulmonary  tuberculosis  and  tuberculous  meningitis. 
First  of  all,  we  have  an  X-ray  which  strongly  suggests 
tuberculosis.  The  clinical  course  is  entirely  consistent 
with  an  untreated  tuberculous  meningitis  which  usual- 
ly runs  a course  of  about  three  weeks.  The  initial  or 
prodromal  phase  of  irritation  is  pretty  hard  to  date, 
and  on  careful  questioning  this  child's  illness  may 
have  been  slightly  longer  than  two  weeks,  although 
two  weeks  is  entirely  possible  with  untreated  tubercu- 
lous meningitis.  The  transitional  stage  of  meningeal 
irritation  and  the  terminal  stage  of  paralysis  and 
coma  which  occur  in  tuberculous  meningitis  are  con- 
sistent with  this  child’s  illness.  Of  course,  there  is 
no  sharp  line  between  these  various  stages.  Ordina- 
rily you'd  expect  hyperactive  reflexes  in  the  transi- 
tional stage,  whereas  here  we  had  no  reflexes ; but 
you  may  have  an  absence  of  reflexes  in  the  terminal 
stage  and  this  was  a pretty  rapidly  progressive  disease. 

Eye  Signs  Common 

Eye  signs  are  pretty  common  with  tuberculous 
meningitis,  and  certainly  we  had  photophobia  and 
diplopia  and  the  stated  trouble  in  focusing  vision 
mentioned  in  the  protocol.  The  cerebro-spinal  fluid 
sugar  would  have  again  been  helpful  and  if  done  on 
the  initial  tap  may  have  saved  a lot  of  confusion.  It  is 
unfortunate  that  a repeat  tap  was  not  done  here  and 
that  a real  effort  was  not  made  to  identify  acidfast 
organisms.  We  do  have  a finding  of  decreased  spinal 
fluid  chloride,  which  is  a fairly  constant  finding  in 
tuberculous  meningitis  and  usually  a pretty  good 
point  of  differentiation  from  the  other  types  of  viral 
encephalitidies.  Tuberculous  meningitis  is  frequently 
the  primary  manifestation  of  tuberculous  infection  in 
children.  It  is  not  the  primary  infection.  Usually  it 
comes  as  a result  of  spread  from  an  older  caseous 
lesion  either  in  the  bone  or  an  old  tuberculoma  or 
possibly  a miliary  tubercle.  A good  fundoscopic 
examination  of  a child  like  this  may  have  established 
the  diagnosis  if  she  had  had  miliary  tubercles  in  her 
fundi.  A positive  skin  test  would  have  been  sup- 
portive evidence,  but  in  a child  with  this  type  of 
rapidly  fatal  illness  it  still  may  have  been  negative. 
Cultures  and  animal  inoculations,  of  course,  would 
have  come  too  late  to  have  been  helpful. 


Fungal  Meiiiiigilidies 

Before  dismissing  tuberculosis,  of  course,  we 
should  consider  the  fungal  meningitidies,  particularly 
coccidiomycosis.  Coccidiomycosis  is  endemic  in  this 
area  and  the  clinical  history,  signs  and  symptoms  are 
frequently  identical  with  those  of  tuberculosis  and 
tuberculous  meningitis.  It  is  frequently  impossible  to 
differentiate  the  two  except  by  means  of  skin  tests, 
cultures,  complement  fixation,  biopsy  or  autopsy. 
None  of  these  findings  do  we  have  except  the 
autopsy,  which  we'll  hear  from  shortly.  So  in  this 
case  I don’t  see  that  there  is  sufficient  evidence  to 
differentiate  between  coccidiomycosis  and  tubercu- 
losis. I think  from  the  statistical  standpoint  the  most 
likely  diagnosis  is  pulmonary  tuberculosis,  tuberculous 
meningitis  and  an  incidental  anatomical  diagnosis  of 
interventricular  septal  defect. 

Dr.  Edward  J.  Stern : 

I think  the  most  likely  diagnosis  is  pulmonary 
tuberculosis  with  tuberculous  meningitis.  If  the  case 
has  run  long  enough,  you  can  usually  demonstrate 
miliary  tuberculosis  of  the  lung.  That  in  itself  may 
be  enough  to  clinch  the  diagnosis,  even  though  one 
is  unable  to  recover  acidfast  organisms  from  the 
spinal  fluid.  There  are  a couple  of  points  that  might 
be  mentioned  here  in  passing.  The  roentgen  picture 
does  not  remind  one  of  the  putrid  lung  abscess,  and 
yet  a metastatic  brain  abscess  in  the  left  parietal 
region  from  a putrid  lung  abscess  of  the  right  upper 
lobe  might  be  considered.  The  roentgen  film  does 
not  suggest  very  much  in  the  way  of  congenital  heart 
disease  but  the  clinical  findings  might  suggest  either 
a patent  ductus  or  as  was  mentioned  a patent  inter- 
ventricular septum  and  acute  bacterial  endocarditis 
which,  superimposed  on  the  patent  septum  or  the 
patent  ductus,  could  infect  from  it  both  the  lung  and 
the  brain  at  the  same  time  and  without  difficulty. 
I say  in  this  connection,  acute  bacterial  endocarditis 
or  acute  endarteritis  of  the  ductus  because  the  violent 
temperature  fluctuations  would  not  be  those  of  a 
relatively  bland  streptococcus. 

So,  to  recapitulate,  I think  that  the  diagnosis 
initially  offered  is  probably  the  correct  one,  pulmo- 
nary tuberculosis  with  miliary  spread  to  the  meninges. 
I mentioned  the  other  two,  one  is  a rarity,  a con- 
genital cardiac  lesion  infected  with  a virulent  organ- 
ism with  spread  to  lung  and  brain  and  the  other  a 
putrid  lung  abscess  in  the  early  stages  with  a metasta- 
sis to  the  left  parietal  lobe. 

Dr.  Jack  C.  Postlewaite: 

The  thing  which  I think  deserves  a real  comment 
is  the  problem  of  therapy,  and  I believe  that  we  can 
all  see  that  therapy  involved  in  this  case  was  really 
beside  itself.  Obviously  the  diagnosis  wasn’t  known; 
thus,  the  therapy  followed  the  thinking  of  the  errone- 
ous, or  at  least  inconclusive  diagnosis.  Practically 
all  of  the  antibiotics  have  been  used  here  and  for- 
tunately combiotic  and  streptomycin,  which  were 
perhaps  of  some  value  if  this  was  tuberculosis.  Here, 
as  in  the  literature,  however,  one  is  aware  of  greater 
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problems  in  antibiotics  than  those  of  our  individual 
short  term  cases.  Pediatricians  are  bringing  it  to  our 
attention  much  more  than  those  who  treat  adult 
patients.  We’ve  seen  complications,  the  surgeons  are 
seeing  them,  and  I’d  like  to  point  out  a few.  One 
author  divided  antibiotics  into  group  one  and  group 
two.  Group  one  antibiotics  represent  the  penicillin 
streptomycin  combination,  the  sulfa  drugs  and  per- 
haps Ilotycin.  Group  two  antibiotic  series  are  the 
tetracyclines.  Now  all  antibiotics  within  group  one 
may  assist  in  handling  the  case,  both  in  vivo  and 
in  vitro. 

Used  ill  Combinations 

They  may  be  used  in  combinations.  All  the  tetra- 
cyclines are  almost  mutually  exclusive.  Group  one 
and  group  two  may  be  used  in  particular  combina- 
tions and  may  save  embarrassment  when  you  have 
resistance  occurring  in  organisms.  I’ll  give  an  ex- 
ample. Carbomycin  and  magnomycin  are  direct  oppo- 
sites. Antibiotic  combination  such  as  penicillin  and 
streptomycin  are  complementary  and  they  are  thus 
put  out  by  the  drug  houses  because  they’re  comple- 
mentary and  work  apparently  in  this  form.  But  if  we 
use  penicillin  and  streptomycin  plus  Chloromycetin, 
there  is  some  reason  to  believe  that  drug  resistance 
occurs  more  quickly  and  that  the  situation  may  turn 
the  tide  against  the  patient  by  virtue  of  this  peculiar 
idiosyncrasy  of  the  antibiotic.  Now  the  complications 
of  antibiotic  therapy  must  be  kept  in  mind.  The 
pediatricians  have  informed  us  in  their  literature  of 
superinfections.  Apparently  the  use  of  antibiotics  in 
measles  and  some  other  virus  infections  have  created 
ear  infections  and  pneumonia  because  of  antibiotic 
use  in  debilitating  disease. 

Drug  Kesistaut 

Then  the  patients  may  come  up  with  a pneumonia 
which  is  drug  resistant.  In  addition  to  superinfection, 
drug  resistance  may  occur:  our  tuberculosis  group  is 
outstanding  in  this  field.  The  third  adverse  pos- 
sibility is  the  fact  that  you  may  be  using  the  wrong 
drug,  and  therefore  the  early  identification  of  the 
organism  and  the  sensitivity  tests  are  worthwhile. 
It’s  true  that  we  cannot  take  the  laboratory  examina- 
tion and  the  sensitivity  tests  per  se  as  the  gospel 
truth.  You  may  have  to  seek  some  antibiotic  com- 
binations that  seem  improbable  because  they’re  re- 
sistant in  the  laboratory  but  work  very  well  in  people. 
The  final  remarks  are  the  complications  that  we’re 
meeting  in  regard  to  reactions  in  the  human  body. 
The  sulfas  have  been  notoriously  bad  with  regard  to 
the  hemopoietic  system.  A final  remark  is  that  if 
antibiotic  therapy  is  carried  five  days  and  is  ineffec- 
tive, one  ought  to  look  further  — "we’ve  made  a 
mistake.”  Either  the  bacteriology  is  wrong,  we’re 
dealing  with  a violent  infection  or  we  have  an  anti- 
biotic that  is  completely  ineffective  and  we  should 
switch  antibiotics.  It’s  true  that  if  you’re  getting 
response,  you  should  get  it  in  five  days. 

Dr.  Ira  A.  Budwig: 

I saw  the  patient  on  the  first  or  second  day,  and 
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I also  saw  her  on  the  ninth  at  exitus,  and  we  actually 
did  think  she  had  poliomyelitis  when  she  first  came 
in.  She  had  a stiff  neck,  stiff  back,  and  she  seemed 
to  be  recovering.  She  had  five  or  six  days  of  elevated 
temperature  and  then  the  temperature  came  down. 
The  spinal  fluid  went  with  poliomyelitis.  She  had 
an  elevated  protein  and  we  actually  did  think  she 
was  a poliomyelitis  case.  Now  I didn’t  see  this  case 
again  until  the  intern  called  me  and  said  that  she 
had  suddenly  gone  bad.  It  was  the  truth,  she  just 
had  suddenly  gone  bad.  And  I said,  "Well,  I better 
come  down,  it  doesn't  sound  like  a poliomyelitis 
because  they  don’t  suddenly  go  bad  about  the  eighth 
or  ninth  day  when  the  temperature  is  coming  down.” 

Tracheotomy  Suggested 

He  wanted  to  know  about  doing  a tracheotomy 
and  he  had  her  in  the  respirator.  When  I got  there 
and  took  a look  at  her,  we  immediately  knew  that 
this  was  not  a poliomyelitis  case.  This  was  not  a child 
going  through  respiratory  weakness  from  muscles, 
not  a bulbar  polio,  nor  the  type  of  case  you  see  some- 
times in  a child  who  has  leg  paralysis,  nor  what  we 
call  an  ascending  Landry’s  type  of  paralysis  in  polio- 
myelitis. In  Landry’s  type  the  arms,  the  deltoids  and 
then  the  diaphragm  go  out  and  then  you  get  the 
respiratory  weakness  and  you  have  to  put  them  in  a 
respirator  and  often  do  a tracheotomy  as  it  goes  fur- 
ther and  they  lose  the  swallow  reflex  and  gag  reflex. 
At  that  time  we  made  the  diagnosis  that  was  sug- 
gested by  Dr.  McNeil.  We  made  a diagnosis  of 
tuberculous  meningitis,  too  late  I agree,  and  ordered 
TB  routine  and  decided  that  a tracheotomy  wasn’t 
going  to  help  this  child  at  all.  So  it’s  easy  sometimes 
to  make  a review  of  a chart  when  you  know  how 
the  child  did  in  the  course  of  the  four  days.  I’m  not 
saying  we  probably  weren’t  a little  negligent. 

Skin  Test 

On  every  respiratory  case  that  comes  in  to  Pedi- 
atrics or  Contagious,  we  usually  do  a skin  test  for 
tuberculosis.  Well,  this  case  didn’t  seem  to  have  any 
respiratory  complications  so  we  did  not  do  it.  We 
do  as  few  spinals  as  possible  on  any  type  of  encephali- 
tis or  meningitis.  On  a case  of  acute  meningitis,  at 
least  this  is  the  way  I’ve  been  taught,  one  spinal  is 
done  at  the  beginning  of  the  disease.  If  the  child  is 
progressing  well,  we  never  do  another.  We  don’t 
do  one  on  the  tenth  day  when  the  child  has  been 
afebrile  for  a week  or  so  to  see  if  it’s  better.  If  it’s 
better,  there’s  no  use  subjecting  the  child  to  another 
spinal.  If  the  outside  doctor  sends  in  the  child  with 
the  diagnosis,  we  usually  take  his  word  for  it.  If  the 
patient  has  the  clinical  signs  of  that  disease,  then  we 
don’t  do  another  one.  If  it’s  a case  of  meningitis  we 
might,  if  they  haven’t  done  a culture.  Unfortunately 
most  of  our  meningitis  cases  have  had  therapy  and 
therefore  most  of  our  cultures  do  not  grow  anything. 
So  I think  in  the  first  two  days  the  course  of  this 
child  was  fairly  typical  of  poliomyelitis  and  then  she 
suddenly  got  worse  and  we  realized  that  this  was 
not  poliomyelitis  but  another  disease. 
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Dr.  Saul  li.  Appel: 

I would  just  like  to  make  one  remark  about 
Dr.  Budwig’s  statement  and  I think  it’s  true  in  that 
most  of  the  patients  coming  in  with  an  infectious 
process  have  received  some  antibiotics.  We  noted 
back  at  Bellevue,  at  the  time  when  antibiotics  became 
popular  that  when  a patient  was  admitted  with 
empyema  or  meningitis,  it  became  impossible  to 
isolate  and  culture  pathogenic  organisms  from  the 
fluids.  We  were  able  to  stain  and  find  bacteria  by 
direct  smear.  Sometimes  the  morphology  of  the  bac- 
teria was  not  too  typical  but  we  were  able  to  demon- 
strate pneumococci  with  this  method,  although  they 
could  not  be  cultured.  They  were  dead  but  they  were 
still  there  to  see.  I therefore  think  it  would  be  a 
good  idea  in  the  case  of  meningitis  to  make  a direct 
smear  for  pathogenic  organisms. 

Dr.  EdwartI  J.  Stern : 

I wonder  if  it  would  not  be  advisable  as  a matter 
of  general  policy  to  repeat  a crucial  test,  even  if  it 
has  been  done  on  the  outside,  as  soon  as  the  patient 
comes  to  the  hospital  here.  For  instance,  I recall 
three  instances  of  meningococcus  meningitis  in  which 
the  first  smear  w'as  negative  and  the  repeat  positive. 

Clinical  Diagnosis: 

Tuberculous  meningitis. 

Dr.  Janies  L.  McNeil’s  Diagnosis: 

Tuberculous  meningitis. 

Anatomical  Diagnosis: 

1.  Primary  caseous  tuberculosis  of  right  upper  lobe. 

2.  Tuberculous  meningitis. 

Pathological  Discussion : 

Dr.  F.  P.  Dornstein: 

We  come  now  to  the  somewhat  anti-climactic 
autopsy  findings.  The  heart  was  entirely  normal. 
The  right  pleural  cavity  was  obliterated.  In  the  right 
lung  (Fig.  1)  there  was  a sharply  demarcated  caseat- 
ing  lesion  which  measured  about  three  cm.  in  greatest 
diameter.  This  lesion  was  obviously  tuberculosis. 

In  trying  to  understand  the  pathological  anatomy 
of  tuberculosis,  I believe  that  we  are  still  best  served 
by  the  classification  of  Albrecht,  namely  the  three 
stages : 

1.  Primary  complex  (Ghon  tubercle). 

2.  Secondary  miliary  dissemination. 

3.  Isolated  tuberculosis  of  organs  of  the 
adult  type. 

What  we  see  in  this  picture  is  a primary  stage  which 
used  to  be  present  in  nearly  100  per  cent  of  the 
population  in  the  first  few  years  of  life.  This  stage 
usually  ends  up  with  calcification  and  healing.  In 
those  few  cases  where  this  encapsulation  does  not 
ocair,  the  disease  will  progress  with  the  inexorability 
of  a Greek  tragedy.  The  caseating  focus  will  break 
down,  dissemination  through  the  body  will  occur 
affecting  such  organs  as  the  spleen  and  the  liver,  and 
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F/gure  I 

finally  a tuberculous  meningitis  will  develop  as  was 
found  in  this  infant. 

Typieal  Picture 

You  have  seen  here,  then,  the  typical  picture  of 
tuberculous  meningitis  in  children,  which  is  some- 
what different  from  the  picture  you  encounter  in  the 
adult  type,  where  you  either  see  a diffuse  miliary  dis- 
semination or  isolated  large  tuberculomas  which  pro- 
duce a clinical  picture  similar  to  a brain  tumor. 

The  problem  of  tuberculous  meningitis  as  seen  in 
this  hospital  deserves  some  further  discussion.  Of 
the  500  autopsies  that  were  done  in  this  .hospital 
in  the  last  three  years,  there  were  30  cases  where  death 
was  due  to  an  infectious  disease  of  the  central  nervous 
system.  Fourteen  of  these  were  cases  of  tuberculous 
meningitis,  by  far  the  largest  group,  larger  than  either 
poliomyelitis  or  epidemic  meningitis. 

We  chose  this  case,  therefore,  to  impress  upon  you 
the  great  importance  of  this  disease  which,  in  spite 
of  the  antibiotics,  represents  a serious  problem  in 
the  community. 

Dr.  Ira  A.  Biiclwljj: 

As  a final  remark,  I would  like  to  point  out,  and 
I think  this  case  is  a good  example,  that  not  all 
children  who  are  admitted  to  the  hospital  with  fever 
and  neurological  symptoms  suffer  from  poliomyelitis. 
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Scholarly  contributors  have  analyzed  the  literature 
and  presented  a great  personal  experience  under  the 
title  of  "Breast  Cancer.”  Historical  information,  sur- 
gical anatomy,  breast  physiology  and  experimental 
work  are  presented  with  a clinical,  diagnostic  and 
therapeutic  analysis.  A comparable  review  in  every 
field  of  cancer  would  make  the  practioner’s  library 
worthwhile  and  help  standardize  the  therapy  of  the 
second  greatest  problem  of  ageing  and  mortality.  The 
relationship  between  benign  breast  disease  and  cancer 
is  evaluated.  An  excellent  chapter  is  found  dealing 
with  the  psychological  influence  of  breast  cancer  as 
related  to  diagnosis,  hospitalization,  radical  surgery 
and  the  terminal  pain  problem.  Diagramatic  tech- 
niques of  breast  examination  are  recorded  with  factual 
case  histories  in  available,  beautifully  illustrated 
photography,  both  color  and  black.  The  anatomical, 
medical  and  surgical  treatises  encompass  all  the  con- 
temporary modern  concepts  of  therapy  to  the  date 
of  this  publication  and  the  hormonal  considerations 
as  a form  of  palliative  therapy  are  reviewed  in  the 
latter  chapters. 

Vital  Statistics 

Chapter  19  on  the  vital  statistics  of  breast  cancer 
is  worth  brief  reconsideration.  In  1950  there  were 
210,733  deaths  from  cancer  of  .all  sites  of  the  body, 
— 18,973  of  these  deaths  were  from  breast  cancer. 
Annually,  497,000  cases  of  cancer  are  diagnosed  each 
year,  of  which  54,000  cases  are  cancer  of  the  female 
breast.  It  is  the  leading  cause  of  death  for  women 
between  the  ages  of  30  and  40  years.  Breast  cancer 
stands  fourth  in  morbidity  and  mortality  statistics; 
digestive  cancer  first,  38.8  per  cent;  genital  organ 
cancers,  16.5  per  cent;  respiratory  system  cancer,  10.1 
per  cent ; and  breast  nine  per  cent.  Particular  problems 
such  the  laterality  of  the  breast  cancer,  abberent  breast 
tissue,  bilateral  breast  cancer,  and  the  present  trends 
in  mortality  of  breast  cancer  are  considered. 

A final  chapter  of  cancer  in  the  male  breast  and 
its  relationship  to  trauma,  hormones,  pathology,  and 
treatment  are  of  extreme  interest. 

Excellent  Summary 

At  last  an  excellent  summary  of  the  recent  litera- 
ture with  historical  reviews  of  breast  cancer  are  avail- 
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able  for  all  physician’s  libraries  at  minimum  expense. 
Each  physician  can  readily  become  a specialist  in 
cancer  of  the  breast  by  a thorough  study  of  the 
material  presented  in  this  comprehensive  volume.  It 
is  hopeful  that  this  sort  of  presentation  of  cancer 
review  related  to  other  organs  can  be  anticipated  from 
other  specialists  and  clinic  groups.  More  photo- 
graphic material,  particularly  in  color,  could  have 
been  presented  with  this  volume.  I would  recom- 
mend the  book  highly  to  all  physicians  who  have  a 
mandatory  interest  in  this  major  cancer  problem. 


FRACTURES  IN  CHILDREN 

By  Walter  P.  Blount,  A.  B.,  M.  D.,  F.  A.  C.  S., 

Williams  & Wilkins  Company  — Baltimore 
1954  — $9.50 

The  principles  of  treatment  and  the  formulation 
of  rules  in  treatment  and  diagnosis  of  fractures  in 
children  at  the  Milwaukee  Hospital  over  a period  of 
20  years  are  presented.  The  differences  of  orthopedic 
technique  are  compared  and  substantiated  by  statistics, 
experience  and  photography.  An  introductory  chapter 
by  the  author  is  good  reading  for  all  practioners  of 
medicine.  The  book  totals  279  interesting  pages. 

The  factors  of  — 1.  spontaneous  correctability  of 
angular  deformities  of  long  bones  in  children, 
2.  the  problem  of  apposition  and  moderate  shortening 
of  the  extremities  in  children,  and  3.  the  problem  of 
prognosis  of  fractures  in  growing  bones,  particularly 
epiphyseal  fractures  are  discussed.  The  techniques  of 
reduction  of  fractures,  the  principles  of  treatment, 
and  the  indications  for  physio-therapy  are  beautifully 
described  in  the  subsequent  chapters.  The  fracture 
problem  is  considered  related  to  portions  of  the 
shoulder  girdle,  the  pelvic  girdle,  the  extremities,  the 
spine  and  the  cranial  systems.  The  final  chapters  are 
given  over  to  the  principles  of  emergency  treatment 
and  prognosis  of  open  compound  fractures  and  the 
etiology,  local  causes  and  general  abnormalities  giving 
rise  to  pathological  fractures. 

Compressed  Information 

I feel  that  considerable  material  and  experience  is 
pressed  into  very  few  pages  as  presented  in  this 
manuscript  to  the  practicing  physician  for  the  benefit 
of  his  patient,  the  injured  child.  There  is  no  question 
but  that  a special  management  of  fractures  in  children 
must  be  recognized.  There  are  limitations  of  therapy 
potentiated  by  a generally  excellent  outlook  for  the 
functional  rehabilitation  of  the  injury  without  internal 
fixation  or  extensive  physiotherapy.  A reasonable 
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bibliography  with  the  testimony  of  success  are  veri- 
fied in  original  patient  photography.  I chuckled  at 
the  diagramatic  sketches  giving  needful  warnings  to 
over-zealous  surgeons.  Examples  — "Doctor,  treat 
the  patient  — not  the  picture."  Figure  40  — "Carry 
the  sand  yourself  and  let  the  child  get  well."  Figure 
45  — "Strong  arm  methods  will  not  straighten  the 
elbow."  Figure  189  — "The  boy  is  fine  doctor,  no 
hardware  is  needed.” 

Other  branches  of  medicine  might  well  copy  this 
pictorial  review  which  is  balanced  in  do’s  and  don't's 
with  a touch  of  humor,  giving  life  and  memory 
establishing  experience  to  readers.  All  physicians 
treating  children's  fractures  will  want  a copy  of  this 
book  for  quick  reference  and  authentic  direction  in 
children’s  orthopedics. 


Teen-Agers  Need  .... 

(Continued  ITom  Page  545) 
health  problems.  It  is  important  that  he  understand 
Johnny  and  Mary  as  individuals  and  deal  with  them 
accordingly.  To  best  accomplish  this  he  requires 
periodic  direct  personal  contact.  This  permits  the 
recognition  of  each  child’s  own  pattern  of  growth 
and  development,  his  constitutional  weaknesses  and 
unfavorable  trends  which,  if  neglected,  might  lead 
to  health  problems.  It  permits  a continuation  of  the 
preventive  practices  established  during  the  childhood 
years.  The  family  physician  has  an  enviable  and  ideal 
position  as  consultant  and  counselor  in  this  field. 
It  is  refreshing  to  know  that  the  trend  of  the  modern 
pediatrician  is  to  care  for  children  through  the  six- 
teenth year. 

Summary 

The  teenager  has  been  discussed  wdth  respect  to, 
first,  physical  characteristics  and  second,  behavior. 
Thirdly,  the  foundation  for  the  development  of 
healthy  teenagers  has  been  presented  on  the  basis 
of  cooperative  understanding  between  parent  and 
physician. 

|{i!>liograpliy 

Pediatric  Clinics  of  North  America  May  lO.'i  — Harold  C. 
Stuart,  pp.  467-481. 

Southwestern  Medicine  Dec.  1954  — B.  F.  Jenness,  p.  56G. 


SURGERY 

Is  Surgery  Hazardous  During  Menstruation? 
Questions  and  Answers: 

Postgrad.  Med.  12:A-26,  1932 

The  consultant  states  that  alteration  in  the  clotting 
mechanism  at  the  endometrial  barrier  accounts  for 
the  character  of  menstrual  bleeding  but  such  change 
does  not  involve  the  system  as  a whole.  No  difficulty 
should  arise  from  operations  during  menstruation. 

[7/  is  interesting  to  note  that  acute  appendicitis 
rarely  occurs  during  menstruation.  Levi,  A.  A.,  New 
England  J.  M.  247:330,  1932.] 

Clinical  Clippings.  November,  1952. 
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Anemia  In  Pregnacy 

Hou.v.  R.  G. : Obstet.  & Gynecol.  5:1  (April)  1955. 

About  80  per  cent  of  normal  patients  manifest 
decreases  in  hematologic  values  to  a variable  degree 
during  pregnancy.  A physiologic  anemia  does  not 
occur  in  pregnancy.  Minimal  or  moderate  decreases 
in  the  hemoglobin  are  usually  the  results  of  an  iron 
deficiency. 

Associated  with  any  decrease  in  hemoglobin  there 
is  a decrease  in  the  serum  iron  and  elevation  of  the 
erythrocyte  protoporphyrin.  These  have  been  shown 
to  indicate  the  existence  of  iron  deficiency. 

A hemoglobin  of  1 2 grams  per  cent  has  been 
found  to  be  an  approximate  minimal  normal  hemo- 
globin for  the  pregnant  state.  Only  20  per  cent  of 
pregnant  patients  not  receiving  supplemental  iron 
maintained  their  hemoglobin  above  12  grams  per  cent. 

Iron  Supplement 

Approximately  80  per  cent  of  pregnant  women 
maintained  or  improved  their  hemoglobin  values 
when  given  an  iron  supplement  with  their  diet. 

Every  pregnant  woman  should  receive  iron  during 
pregnancy.  A minimum  of  90  days  has  been  found 
to  constitute  an  adequate  trial.  Iron  should  pre- 
ferably be  administered  late  in  pregnancy  when  the 
iron  demands  are  the  greatest. 

Ninety  per  cent  of  pregnant  women  maintained 
or  improved  their  hemoglobin  values  when  given  a 
combination  of  iron  and  cobalt  (Roncovite). 

A significantly  higher  proportion  of  patients  re- 
ceiving  iron  and  cobalt  delivered  with  a hemoglobin 
above  1,5  grams  per  cent  when  this  series  was  com- 
pared with  the  iron  treated  series. 

No  toxic  manifestations  associated  with  its  use 
have  been  observed. 


SURGERY 

The  Therapeutic  Effect  Of  Aureomycin  In 
Experimental  Peritonitis  in  The  Dog 
Schweinhurg,  F.  B.,  et  al.,  Ann.  Surg.  133:208,  1931 
Aureomycin  given  orally,  is  very  active  against 
the  normal  bacterial  flora  of  the  intestine.  The  cure 
rate  in  experimental  peritonitis  in  dogs  was  75 
per  cent  when  aureomycin  was  given  preoperatively ; 
66  per  cent  when  the  antibiotic  was  administered 
postoperatively. 

Clinical  Clipiiings.  IMay,  1!)51. 


Lederle  Grants 

Cancer,  arteriosclerosis,  heart  disease,  and  enzyme 
action  are  some  of  the  fields  of  university  and  hospital 
research  supported  by  grants  from  Lederle  Labora- 
tories Division,  American  Cyanamid  Company.  Nine- 
teen grants  to  researchers  in  human  medicine  for  the 
airrent  fiscal  year  total  $108,900.  In  addition,  Lederle 
Laboratories  has  made  seven  grants  to  universities, 
and  agricultural  experiment  stations  in  the  field  of 
veterinary  medicine  totaling  $29,831,  and  12  grants 
in  human  nutrition  totaling  $28,200. 
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ANTICONVULSANTS 


Aureomycin  Therapy  Of  Multiple  Verrucae 
DoUion,  /.,  Neiv  York  State  J.  M.,  30:703,  1930 

When  seen,  the  patient  had  twelve  warts  situated 
at  the  mucocutaneous  nasal  junction.  One  week 
following  oral  administration  of  4 Gm.  aureomycin, 
given  fractionally  over  a period  of  36  hours,  all 
verrucae  had  disappeared. 

Clinical  Clippings,  November.  1950. 


Gemonal  (5,  5-Diethyl  1-Methyl  Barbituric  Acid). 
New  Drug  For  Convulsive  And  Related  Disorders 
Perlstein,  M.  A.,  Ped/atrics  3:448,  1930 

Gemonal*  was  ineffective  in  management  of  idio- 
pathic epilepsy  but  brought  about  improvement  in 
approximately  50  per  cent  of  patients  with  seizures 
due  to  organic  brain  disease. 

*Ahbott  Laboratories 


REVICAPS  provide  easy  appetite-control  for  those  patients  who  are 
dangerously  overweight,  and  they  are  ideal  for  the  man  or  woman 
who  doesn’t  require  a drastic  diet,  but  will  benefit  from  losing  a 
few  pounds. 

REVICAPS  supply  d-Amphetamine  to  elevate  the  patient’s  mood, 
methylcellulose  to  furnish  bulk,  21  essential  vitamins  and  minerals. 


The  prescription  product  that  helps  reduce  weight 


Bottles  of  100  and  1,000 
. . . sold  on  prescription  only. 

Dosage:  1 or  2 capsules,  'h 
to  1 hour  before  each  meal. 


REVICAPS 

d-Amphetamlne — Vitamins  and  Minerals  Lederle 


LEDERLE  LABORATORIES  DIVISION  americam 


Gianamid . 


COMPANY  Pearl  River,  New  York  i 
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For  Beginning  Head  Colds — 


For  Allergic  Head  Colds — 


^kinall  C0I4 

Ca^4ule4 

Useful  in  the  Acute  Coryza  or  Virus 
stage  of  Head  Colds — For  relief  of 
Sneezing,  Blockage,  and  excessive 
Secretions — symptoms  not  relieved 
by  the  sulfonamides. 

EACH  CAPSULE  CONTAINS 


'Propadrine'  Hydrochloride '/s  grain 

(Phenylpropanolamine  Hydrochloride ) 
Powdered  Extract  of  Belladonna  . . . . '/s  grain 

(Equivalent  to  0.0015  gr.  total  Alkaloids) 

Acetophenetidin 2 grains 

Acid  Acetylsalicyllc 2'/2  grains 


CAPSULES 


afford  welcome  relief  of  the  annoying 
symptoms  associated  with  allergic 
head  colds. 

A combination  of  four  effective  in- 
gredients for  the  symptomatic  relief 
of  nasal  congestion,  hypersecretion 
and  headache  associated  with 
allergies  and  allergic  head  colds. 

EACH  CAPSULE  CONTAINS: 
Pyrilamine  Maleate  ...  25  mg. 

Ephedrine  Sulfate  ....  '/a  gr. 

Atropine  Sulfate  . . . I /soo  9^. 

Salicylamide 2 '/a  gr. 


Detailed  to  the 
Medical  Profession  Exclusively 


Samples  on  Request 


Now  Available 


Fresh  From  The  Farm 


For  infants,  the  elderly, 
the  treatment  of  stomach 
disorders  and  allergies — 
GOAT’S  Milk  is  often 
the  right  answer.  Now 
in  plentiful  supply,  fresh 
from  the  farm. 

Certified  Milk 

is  produced  under  the 
supervision  of  the 
El  Paso  County  Medical 
Milk  Commission 


Write  or  call  Price’s  for  detailed  literature  on  Certified  Goat’s  Milk 


Price’s  Creameries,  Inc.  600  N.  Piedras  Street,  El  Paso  Phone  5-2711 
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^0utkueMetH  ^utfical 

Your  Complete  Source  in  The  Southwest  For  All  Ethical 
Medical  Equipment  and  Supplies 

EL  PASO  ALBUQUERQUE  TUCSON  PHOENIX 


HARDING  >.D  ORR 

Funeral  Flome 


Cancer  Information 

Films,  publications  and  other 
data  on  techniques  for  detect- 
ing and  treating  cancer,  are 
available  free  to  physicians. 


EL  PASO.  TEXAS 

9F91-E  Bue4uo|A|  0Z£ 

Apply  to  your  state  Division 
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American  Cancer  Society  ' M 

WARNER  DRUG  CO. 

IM  FRONT  OF  THE  POST  OFFICE 

Our  Prescripfion  Depaitmenf  Is 
NEVER  WiThout  a 
Regisl-ered  Pharmacist'  on  Duty 

O 

Direct  Physician's  Phone  to 
Prescription  Department  — 3-2352 

FREE  DELIVERY 

Raster  & Maxon 

Funeral  Home 

El  Paso,  Texas  2-3431 

TAYLOR-SIMPKINS,  INC. 

MEDICAL  OXYGEN 

2123  Texas  Street  3-0952  El  Paso,  Texas 

Nights  — Call  5-0359,  or  5-3060 

2500  Physicians  Read 
Southwestern  Medicine 

Only  at  the  Popular  in  El  Paso  . . . 

Hickey  Freeman  Customized  Ciothes 

POPULAR  DRY  GOODS  CO. 

GUNNING  & CASTEEL  DRUG  STORES 

Complete  Prescription  Service  in  8 Conveniently  Located  Stores 

EL  PASO,  TEXAS  YSLETA,  TEXAS 
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Give  Ut  A Trial  On  Your 

TAYLOR  BACK  BRACE 

Orders 

• Send  the  following  measurements:  from 
level  of  shoulders  to  tip  of  sacrum;  circum- 
ference of  pelvis  above  trochanters;  circum- 
ference of  waist;  height  and  weight. 
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SAUL  B.  APPEL,  M.  D. 

Certified  by  the  American  Board  of  Internal  Medicine 

JACK  A.  BERNARD,  M.  D. 

Diplomate  American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 
CARDIOVASCULAR  DISEASES 

INTERNAL  MEDICINE 
CARDIOVASCULAR  DISEASES 

1201  First  National  Bldg.  3-5201  El  Paso,  Texas 

Suite  3C  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-8151  El  Paso,  Texas 

ANDREW  M.  BABEY,  M.  D. 

Certified  by  the  American  Board  of  Internal  Medicine 

2500  Physicians  Read 

CARDIOVASCULAR  DISEASES 

Southwestern  Medicine 

250  West  Court  Avenue  Jackson  4-4481  Las  Cruces,  N.  M. 

JOSEPH  BANK,  M.  D. 

CLEMENT  C.  BOEHLER,  M.  D.,  F.  A.  C.  S. 

Olplomate  of  American  Board  of  Internal  Medicine 
And  American  Board  of  Gastroenterology 

” DIPLOMATE  AMERICAN  BOARD  OBSTETRICS  AND  GYNECOLOGY 

H.  W.  DEMAREST,  M.  D. 

GASTROENTEROLOGY,  GASTROSCOPY 

PRACTICE  LIMITED  TO  OBSTETRICS  AND  GYNECOLOGY 

800  North  First  Ave.  Alpine  4-7245  Phoenix^  Arizona 

Suite  8A  EI  Paso  Medical  Center  1501  Arizona  St. 

Phone  2-6591  El  Paso,  Texas 

JOHN  H.  BARGANIER,  M.  D. 

LOUIS  W.  BRECK,  M.  D. 

Internal  Medicine 

W.  COMPERE  BASOM,  M.  D. 

601  W.  4th  St.  6-9072  Odessa^  Texas 

MORTON  H.  LEONARD,  M.  D. 

Diplomates  of  the  American  Board  of  Orthopaedic  Surgery 
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Ei  Paso  Medical  Center  3-8431  El  Paso,  Texas 

ROBERT  C.  CORNELL,  M.  D. 
MARIO  PALAFOX,  M.  D. 

Practice  Limited  to  Orthopaedic  Surgery 
ORTHOPAEDIC  SURGERY 

520  Montana  Telephone  3-1671  El  Paso,  Texas 

ROBERT  L.  BEAL,  M.  D. 

Practice  Limited  To  Neuropsychiatry 

C.  PARDUE  BUNCH,  M.  D. 
OWEN  C.  TAYLOR,  JR.,  M.  D. 
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Suite  234,  Patio  D 
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405  S.  Second  St.  Phones:  480  - 1375  Artesia,  N.  Mex. 
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Med.  Sc.  D.  in  Ob.  & Gyn,  (Col.  Uni.) 
Gynecology  & Infertility 
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Radical  Pelvic  Surgery 
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550  W.  Thomas  Rd.  Phone:  Cr.  4-6371  Phoenix,  Ariz. 

RAYMOND  J.  BENNETT,  M.  D. 

BASIL  K.  BYRNE,  M.  D. 

PEDIATRICS 

PRACTICE  LIMITED  TO  NEUROPSYCHIATRY 

Suite  7A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-1177  EI  Paso,  Texas 

Suite  4A  El  Paso  Medical  Center  1501  Arizona  Street 
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P.  G.  CORNISH,  M.D.,  F.  A.  C.  S. 

GENERAL  SURGERY 

Suite  5A  El  Pas«  Meiflcal  Center  1501  Arizona  Street 

Phone  3-3421  El  Paso.  Texas 

Medical  Arts  Square 

801  Encino  Place,  Suite  6 2-1333  Albuquerque,  N.  M. 

ROBERT  J.  CARDWELL,  M.  D. 

(Diplomate  American  Board  of  Obstetrics  and  Gynecology) 

BRANCH  CRAIGE,  M.  D. 

(Certified  by  American  Board  of  Internal  Medicine) 

WARD  EVANS,  M.  D. 

INTERNAL  MEDICINE 

(Diplomate  American  Board  of  Surgery) 

414  Banner  Building  3-7587  El  Paso,  Texas 

Suite  5B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-6931  El  Paso,  Texa* 

CASA  GRANDE  CLINIC 

H.  B.  LEHMBERG,  M.  D.  J.  T.  O'NEIL,  M.  D. 

E.  S.  CROSSETT,  M.  D. 

Diplomate  American  Board  of  Surgery 

R.  Z.  COLLINGS,  JR.,  Wl.  D. 

THORACIC  SURGERY 

GENERAL  PRACTICE 

Cardiovascular  Surgery  Broncho-Esophagology 

113  W.  Second  St.  Phones  4495-4496  Casa  Grande,  Ariz. 

415  E.  Yandell  Blvd.  3-8511  or  2-2474  El  Paso,  Tex. 

ROBERT  N.  CAYLOR,  M.  D. 

Practice  Limited  to  Ophthalmology 

WICKLIFFE  R.  CURTIS,  M.  D.,  F.A.C.S. 

Diplomate  American  Board  of  Urology 

JAMES  D.  BOZZELL,  M.  D. 

— PRACTICE  LIMITED  TO  UROLOGY  — 

207  Medical  Arts  Bldg. 

415  East  Yandell  Blvd.  3-5897  El  Paso,  Texas 

Suite  3B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-1426  El  Paso,  Texas 

CHILDREN'S  CLINIC 

109  North  Union 

Roswell  N.  Mex. 

Allen  C.  Service,  M.  D.  Karl  L.  Bergener,  M.  D. 

American  Board  of  Pediatrics 

HAROLD  D.  DOW,  M.  D. 
FREDERICK  J.  KOBERG,  M.  D. 
STEVE  E.  HOOD,  Jr.,  M.  D. 

General  Practice  - Surgery 

Box  546 

702  Hobbs  Road  Phone  3641  Seminole,  Texas 

MANLEY  B.  COHEN,  M.  D. 

Practice  Limited  to: 

RICHARD  E.  H.  DUISBERG,  M.  D. 

Diplomate,  American  Board  of  Neurology  and  Psychiatry 

THORACIC  SURGERY 
CARDIOVASCULAR  SURGERY 

T.  RICHARD  (jREGORY,  M.  D. 

Neurology  and  Psychiatry 

BRONCHOSCOPY-ESOPHAGOSCOPY 

415  East  Yandeil  Boulevard  3-3353  El  Paso,  Texas 

AL  3-6701  1313  No.  2nd  St. 

AL  2-4542  Phoenix,  Arizona 

WILLIAM  1.  COLDWELL,  M.  D. 

L.  0.  DUTTON,  M.  D. 

Certified  by  the  American  Board  of  Internal  Medicine 
— INTERNAL  MEDICINE  — 

ALLERGY 

800  Montana  St.  3-8373  El  Paso,  Texas 

616  Mills  Bldg.  2-3671  El  Paso,  Texas 

W.  0.  CONNOR,  JR.,  M.  D.,  F.  A.  C.  S, 

ORVILLE  EGBERT,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Internal  Medicine 
ALLERGY 

DISEASES  OF  THE  CHEST 

Practice  Limited  to  Obstetrics  and  Gynecology 
Medical  Arts  Square  7-8661  Albuquerque,  N.  M. 

EDWARD  EGBERT,  M.  D. 

INTERNAL  MEDICINE 

Building  3 1501  Arizona  Street 

El  Paso  Medical  Center  2-1645  El  Paso,  Texas 
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HAROLD  EIDINOFF,  M.  D. 

J LEIGHTON  GREEN,  M.  D.,  F.  A.  C.  S. 

PRACTICE  LIMITED  TO  PROCTOLOGY 

GENERAL  and  GYNECOLOGICAL  SURGERY 

Suite  4B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-3305  El  Paso,  Texas 

Suite  3A  El  Paso  Medical  Center  1501  Arizona  Street 

Phorve  2-9032  El  Paso,  Texas 

JOHN  A.  EISENBEISS,  M.  D.,  F.  A.  C.  S. 
E.  THORNTON  PFEIL,  M.  D.,  F.  A.  C.  S. 

MARVIN  E.  GRICE,  M.  D. 

Diplomates  of  the  American  Board  of  Neurological  Surgery 

Lois  Grunow  Memorial  Clinic 

Practice  Limited  To  Neuro-Psychiatry 

926  East  McDowell  Road  AL  4-3151  Phoenix,  Arizona  j 

313D  North  Alleghaney  St.  6-5281  Odessa,  Texas 

LESTER  C.  FEENER,  M.  D.,  F.  A.  C.  P. 

DIplomate  American  Board  Internal  Medicine 

HERMAN  J.  HARVIS,  M.  D. 

INTERNAL  MEDICINE 
CARDIOVASCULAR  DISEASES 

GENERAL  PRACTICE 

404  Banner  Bldg.  2-5771  El  Paso,  Texas 

708  Denver  St.  4-2844  Plainview,  Tex. 

JOE  R.  FLOYD,  M.  D,,  F.  A.  C.  S. 

HASKELL  D.  HATFIELD,  M.  D.,  F.  A.  C.  S. 

(Diplomate  American  Board  of  Otolaryngology) 

GENERAL  SURGERY 

PRACTICE  LIMITED  TO  OTOLARYNGOLOGY 
LARYNGEAL  SURGERY  and  BR0NCH0-ES0PHA60SC0PY 

Suite  9E  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-5881  El  Paso,  Texas 

Suite  4E  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-3201  El  Paso,  Texas 

1130  N.  Central  Ave.  Memorial  Hospital 

DOUGLAS  D.  GAIN,  M.  D. 
ERNEST  H.  PRICE,  M.  D. 

MALONE  V.  HILL,  M.  D.,  F.  A.  C.  S. 

Diplomates  of  American  Board  of  Radiology 

X-RAY  THERAPY  and  DIAGNOSIS 
RADIUM  THERAPY  — RADIOACTIVE  ISOTOPES 

GENERAL  SURGERY 

AL  8-8436  Phoenix,  Arizona  AL  8-7531 

123  North  Sixth  Street  600  Alpine,  Texas 

CHARLES  E.  GALT,  JR,,  M.  D. 

HERBERT  E.  HIPPS,  M.  D. 

Practice  limited  to  Obstetrics  and  Gynecology 

ORTHOPEDIC  SURGERY 

513  West  Fox  St.  Phone  5-5015  Carlsbad,  N.  M. 

1612  Columbus  Ave.  4-4701  Waco,  Tex. 

H.  M.  GIBSON,  M.  D.,  F.  A.  C.  S. 

DRS.  HOGSETT  and  HARGAN 

(Certified  by  American  Board  of  Urology) 

G.  C.  Hogsett,  M.  D.  J.  L.  Hargan,  M.  D. 

PRACTICE  LIMITED  TO  UROLOGY 

OBSTETRICS  and  PEDIATRICS 

209  Medical  Arts  Bldg.  2-8130  El  Paso,  Texas 

Medical  Arts  Bldg.  5-4156  Carlsbad,  N.  M. 

JAMES  J.  GORMAN,  M.  D.,  F.  A.  C.  P. 

DIplomate  American  Board  of  Internal  Medicine 
DIAGNOSIS  — GASTROENTEROLOGY 
701  First  National  Building  2-6221  El  Paso,  Texas 

' RUSSELL  HOLT,  M.  D. 

B.  LYNN  GOODLOE,  M.  D. 

JACK  T.  RUSH,  M.  D. 

GENERAL  and  GYNECOLOGICAL  SURGERY 
MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blvd  3-3443  El  Paso,  'iexas 
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RALPH  H.  HOMAN,  M.  D.,  F.  A.  C.  P. 

CARDIOLOGY 

ROBERT  B.  HOMAN,  JR.,  M.D.,  F.A.C.S. 

DISEASES  OF  THE  CH EST  — THORACIC  SURGERY 

Suite  7D  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-1409  El  Paso,  Texas 


CHARLES  P.  C.  LOGSDON,  M,  D. 

CARDIOLOGY 

415  E.  Yandell  Blvd.  3-7916  El  Paso,  Texas 


GEORGE  W.  HORTON,  M.  D. 

PRACTICE  LIMITED  TO  ORTHOPEDICS 


JOSEPH  H.  McAlister,  m.  d.,  d.  a.  b.  r. 

Radiology  - Radioisotopes 


413  N.  Lincoln 


7-6641 


Odessa,  Texas 


313-B  N,  Alleghaney  6-9221  Odessa,  Texas 


W,  A.  JONES,  M.  D. 

Diplomate  American  Board  of  Neurological  Surgery 
NEUROLOGICAL  SURGERY 


TRUETT  L.  MADDOX,  D.  D.  S. 

ORAL  SURGERY 


Suite  1C  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-9927  El  Paso,  Texas 


G.  H.  Jordan,  M D,  F.A.C.S.  C.  E.  Webb,  M.D.,  F.A.C.S. 

DRS.  JORDAN  AND  WEBB 

Diplomates  American  Board  of  Surgery 
GENERAL  and  GYNECOLOGICAL  SURGERY 


Suite  7B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-1693  El  Paso,  Texas 


Suite  9A  El  Paso  Medical  Center 


1501  Arizona  Street 


Phone  2-3659 


El  Paso,  Texas 


HOWARD  J.  H.  MARSHALL,  M.  D. 

Member  American  Academy  of  General  Practice 
GENERAL  PRACTICE 


Suite  8 E 

El  Paso  Medical  Center  2-2431 


1501  Arizona  St. 
El  PasO;  Texas 


LINDELL  M.  KINMAN,  M.  D. 

Diplomate  American  Board  of  Urology 


UROLOGY 


300  West  Alameoa  Phone  4559  Roswell,  N.  M. 


NATHAN  KLEBAN,  M.  D. 

INTERNAL  MEDICINE 


304  Medical  Arts  Bldg, 

415  East  Yandell  Blvd.  2-7079  El  Paso,  Texas 


MARSHALL  CLINIC 

I.  J.  Marshall,  M.D. 

Steve  Marshall,  M.D. 

Earl  A.  Latimer,  Jr.,  M.D. 

D.  H.  Cahoon,  M.D. 

H.  D.  Johnson,  D.D.S. 

ROSWELL  NEW  MEXICO 


HERMAN  A.  KLING,  M.  D. 

Associate  Fellow  American  Proctologic  Society 

Diseases  of  the  Colon  and  Rectum 
107  Girard  Blvd.,  S.  E.  2-9313  Albuquerque,  I\).  M. 

HOWARD  C.  LAWRENCE,  M.  D. 

Diplomats  American  Board  of  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
709  Professional  Building  ALpine  8-4101  Phoenix,  Arizona 


— RADIOLOGY  — PATHOLOGY  — RADIOISOTOPES  — 

C.  H.  MASON,  M.D. 

M.  S.  HART,  M.D. 

R.  F.  BOVERIE,  M.D. 

G.  L.  BLACK,  M.D. 

R.  S.  CLAYTON,  M.D. 

El  Paso  Medical  Center  Medical  Arts  Building 

1501  Arizona,  Suite  2-A  415  E.  Yandell,  Suite  105 

3-4478  3-7092 

El  Paso,  Texas 


NOVEMBER,  1955 


Page  565 


Southwestern  Physicians'  Directory 


MEDICAL  CENTER 
And  WOMEN'S  CLINIC 

E.  G.  McCarthy,  M.  D.,  F.  A.  C.  S.,  F.  I.  C.  S. 

Diplomate  American  Board  of  Obstetrics  & Gynecology 
Jeff  H.  Davis,  M.  D.  — Joe  Horn,  M.  D. 

James  C.  Meade,  D.  S.  C.,  Chiropodist 

Plainview  CA  4-7426  Texas 


2500  Physicians  Read 
Southwestern  Medicine 


BERNARD  L.  MELTON,  M.  D. 

F.  A.  C.  S.,  F.  1.  C.  S. 

EYE,  EAR,  NOSE  and  THROAT 

Certified  by  American  Board  of  Ophthalmology 
Certified  by  American  Board  of  Otolaryngology 
Certified  by  International  College  of  Surgeons 

GORDON  J.  McCURDY,  M.  D. 

Certified  by  American  Board  of  Otolaryngology 
Fellow  of  American  College  of  Allergists 
Eye,  Ear,  Nose,  Throat,  Fenestration  and  Allergy 

605  Professional  Bldg.  Phone:  Alpine  3-8209 

PHOENIX,  ARIZONA 


LEROY  J.  MILLER,  M.  D. 

Diplomate  American  Board  of  Neurological  Surgery 

NEUROLOGICAL  SURGERY 

717  Encino  Place,  NE  Phone  3-1150  Albuquerque,  N.  M. 


CLINTON  W.  MORGAN,  M.  D. 

NEUROLOGICAL  SURGERY 

215  Oak  N.  E.  3-6195  Albuquerque,  N.  M. 


J.  H.  MULLEN,  D.  D.  S. 

GENERAL  DENTISTRY 
(Special  Consideration  Given  Children) 

1333  First  National  Bldg.  3-8687  El  PasO/  Texas 


A.  WILLIAM  MULTHAUF,  M.D.,  F.A.C.S. 

UROLOGICAL  DIAGNOSIS  AND  SURGERY 

1315  First  National  Bldg.  3-8986  El  Paso,  Texas 


E.  K.  NEIDICH,  M.  D.,  D.  A.  B.  R. 

RADIOLOGY 

Memorial  General  Hospital  JAackson  6-2411  Las  Cruces,  N.  M. 


WALLACE  E.  NISSEN,  M.  D.,  F.  A.  C.  S. 
W.  W.  KRIDELBAUGH,  M.  D.,  F.  A.  C.  S. 

GENERAL  SURGERY 

Medical  Arts  Square 

801  Encino  Place,  Suite  35  3-2251  Albuquerque,  N.  M. 

THE  ORTHOPEDIC  CLINIC 

Orthopedic  Surgery 

W.  A.  BISHOP,  JR.,  M.  D.,  F.  A.  C.  S. 

ALVIN  L.  SWENSON,  M.  D. 

RAY  FIFE,  M.  D. 

SIDNEY  L.  STOVALL,  M.  D.,  F.  A.  C.  S. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
DE  WITT  W.  ENGLUND,  M.  D.,  ARTHRITIS 
1313  North  Second  Street  — Phone  ALpine  8-1586  — Phoenix,  Aril 


JAMES  M.  OVENS,  M.  D. 

F.  A.  C.  S.,  F.  I.  C.  S. 

Diplomate  American  Board  of  Surgery 

CANCER  AND  TUMOR  SURGERY  X-RAY  AND 
RADIUM  THERAPY 

608  Professional  Building  AL  4-1973  Phoenix,  Ariz. 


ROBERT  E.  PARKINS,  D.  D.  S. 

GENERAL  DENTISTRY 
(Special  Consideration  Given  to  Children) 

Suite  IE  1501  Arizona  Street 

Phone  3-1245  El  Paso  Medical  Center  El  Paso,  Texas 


JACK  C.  POSTLEWAITE,  M.  D. 

Diplomate  American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 

Suite  5 D 1501  Arizona  St. 

El  Paso  Medical  Center  2-1385  El  Paso,  Texas 


JOSEPH  B.  RADDIN,  M.  D. 

Practice  Limited  to 

MEDICAL  GYNECOLOGY  & ENDOCRINOLOGY 

619  Professional  Building 

15  E.  Monroe  — Phoenix,  Arizona 

Phone  ALpine  2-3577 


VINCENT  M.  RAVEL,  M.  D. 
CHARLES  C.  MeVAUGH,  M.  D. 

— RADIOLOGY  — 

Mills  Building  and 

800  Montana  Street  2-3459  ^i  Paso#  Texas 
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RISSLER-WOLLMANN  CLINIC 
ROSS  W.  RISSLER,  M.  D. 

(Certified  by  the  American  Board  of  Internal  Medicine) 

INTERNAL  MEDICINE— CARDIOLOGY 

WALTER  W.  WOLLMANN,  M.D.,  F.A.C.S. 

(Certified  by  the  American  Board  of  Surgery) 

GENERAL  SURGERY 

2001  Grant  Ave.  3-1601  El  Paso,  Texas 

ROY  R.  ROBERTSON,  M.  D. 

INTERNAL  MEDICINE  AND  CARDIOVASCULAR  DISEASES 

Medical  Arts  Square 

801  Encino  Place,  Suite  20  2-9619  Albuquerque,  N.  M. 


CECIL  A.  ROBINSON,  M.  D. 

Practice  Limited  to  Orthopedics 

111  Pine  St.  2541  Kermit,  Texas 


J.  S.  RODEN,  M.  D. 

GYNECOLOGY 

W.  S.  PARKS,  Jr.,  M.  D. 

OBSTETRICS  AND  GYNECOLOGY 

G.  H.  LANG,  M.  D. 

OBSTETRICS 

108  N.  Garfield  St.  4-6592  Midland,  Texas 


S.  PERRY  ROGERS,  M.  D. 

ORTHOPEDIC  SURGERY 

Suite  2B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-4433  El  Paso,  Texas 

GEORGE  M.  SCHLENKER,  M.  D. 

Practice  Limited  To  Neuro-Psychiatry 

Medical  Arts  Building 

415  E.  Yandell  Bivd.  3-7366  El  Paso,  Texas 


WILLARD  W.  SCHUESSLER,  M.  D. 

Dlplomate  American  Board  of  Plastic  Surgery 

DONALD  H.  EWALT,  M.  D. 

Plastic,  Reconstructive  Surgery  and 
Maxlllo-facial  Surgery 

1501  Arizona  St.  Medical  Center,  Suite  4-C  El  Paso,  Texas 

F.  P.  SCHUSTER,  M.  D. 

S.  A.  SCHUSTER,  M.  D. 
NEWTON  F WALKER,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT-BRONCHOSCOPY 

First  National  Bldg.  2-1495  El  Paso,  Texas 

O.  J.  SHAFFER,  D.  D.  S.,  F.  A.  C.  D, 

(DIplomate  American  Board  of  Oral  Surgery) 

ORAL  SURGERY 

Suite  ID  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-6742  El  Paso,  Texas 


W.  G.  SHULTZ,  M.D.,  F.A.C.S. 

E.  R.  UPDEGRAFF,  M.D. 

Diplomates  of  The  American  Board  of  Urology 
1010  N.  Country  Club  Road 

Telephone  5-2609  Tucson,  Arizona 


D.  J.  SIBLEY,  JR.,  M.  D. 

GENERAL  PRACTICE 

Box  367  Phone  584  Ft.  Stockton,  Texas 


2500  Physicians  Read 
Southivestern  Medicine 


EUGENE  P.  SIMMS,  M.  D. 

— GENERAL  PRACTICE  — 

Medical  Arts  Center 

1213  Tenth  Street  Phone  8 Alamogordo,  N.  M. 


GERALD  A.  SLUSSER,  M.  D.,  A.  I.  C.  S. 

SURGERY  AND  OBSTETRICS 

100  Booker  Bldg.  Phone  670  Artesla,  N.  M. 
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LESLIE  M.  SMITH,  M.  D.  H.  D.  GARRETT,  M.  D. 

DRS.  SMITH  AND  GARRETT 

Diplomates  American  Board  of  Dermatology  and  Syphllology 

DISEASES  OF  THE  SKIN 
X-Ray  and  Radium  in  the  Treatment  of  Skin  Maiignancies 
Suite  3D  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-6172  El  Paso,  Texas 


M.  P.  SPEARMAN,  M.  D.,  F.  A.  C.  S. 

Diplomate  American  Board  of  Otolaryngology 

EYE  - EAR  - NOSE  - THROAT 

Suite  5C  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-6011  El  Paso,  Texas 

C.  M.  STANFILL,  M.  D. 

Diplomate  American  Board  of  Otolaryngology 

EAR,  NOSE  and  THROAT 
Bronchoscopy  — Esophagoscopy 

307  MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blvd.  2-9449  El  Paso.  Texas 


C.  S.  STONE,  M.  D.,  F.  A.  C.  S. 

A.  J.  JENSON,  B.  A.,  M.  D. 

V.  M.  HOLLAND,  B.  S.,  M.  D. 

PHONES:  3-5323  - 3-3033  - 3-4427 

301  East  Cain  Street  Hobbs,  N II 


ROBERT  F.  THOMPSON,  M.  D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

UROLOGY 

816-818  Mills  Bldg.  2-4321  El  Paso,  Texas 


TUCSON  TUMOR  CLINIC 

CANCER  & ALLIED  DISEASES 

LUDWIG  LINDBERG,  M.  D. 

U.  V.  PORTMANN,  M.  D. 

721  N.  4th  Ave.  3-2531  Tucson,  Arizona 


TURNER'S  CLINICAL 
& X-RAY  LABORATORIES 

GEORGE  TURNER,  M.  D. 

DELPHIN  von  BRIESEN,  M.  D. 

MEDICAL  CENTER 

1501  Arizona  St.  Phone:  2-4689 

Building  No.  6 El  Paso,  Texas 

W.  E.  Vandevere,  WI.D.,  F.A.C.S.  W.  G.  Morrow,  Jr.,  M.D. 

DRS.  VANDEVERE  and  MORROW 

Diplomates  American  Board  of  Ophthalmology 
OPHTHALMOLOGY 

1001-1007  First  National  Bldg.  2-5629  El  Paso,  Texas 


2500  Physicians  Read 
Southwestern  Medicine 


JESSON  L.  STOWE,  M.  D. 

GRAY  E.  CARPENTER,  M.  D. 

GYNECOLOGY  AND  OBSTETRICS 
2323  Montana  Street  2-4631  El  Paso,  Texas 


WINSLOW  P.  STRATEMEYER,  M.  D. 

Diplomate  American  Board  of  Neurological  Surgery 
NEUROLOGICAL  SURGERY 
101  Medical  Arts  Bldg.  Office  2-9167 

415  E.  Yandell  Blvd.  Home  4-0553  El  Paso,  Texas 


RICHARD  P.  WAGGONER,  M.  D. 

M.  S.  (SURG.),  F.A.C.S. 

GENERAL  SURGERY 

504  N.  Richardson  St.  Phone  208  Roswell,  N.  M. 


R.  P.  WATTERSON,  M.  D. 

Arthritis  and  Chronic  Diseases 

523  N.  Scottsdale  Rd.  Whitney  5-0662  Scottsdale,  Ariz. 


L.  E.  WILCOX,  M.  D. 

RUSSELL  L.  DETER,  M.  D. 
HERMAN  RICE,  M.  D. 

GENERAL  AND  THORACIC  SURGERY 
Suite  5E  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-6529  El  Paso,  Texas 
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Southwestern  Physicians’  Directory 


HOTEL  DIET, 
SISTERS’ 
HOSPITAL 

Operated  in  Conjunction  With 
San  Jose  Clinic  and 
St.  Joseph’s  Maternity  Unit. 

Fully  Approved  by  the 
Joint  Commission  on 
Accreditation  of  Hospitals. 

EL  PASO,  TEXAS 


HOTEL  DIET 
SCHOOL  OF 
NURSING 

Fully  Approved  by  the  National 
Nursing  Accrediting  Service. 
For  Residencies:  Apply  to 
Sister  Roberta,  Administrator. 
For  School  of  Nursing:  Apply  to 
Sister  Mary  Bernadette,  Director. 

EL  PASO,  TEXAS 


HOTEL  DIEU 
SCHOOL  OF 
MEDICAL 
TECHNOLOGY 

Fully  Approved  by  the 
American  Medical  Association, 
American  Society  of  Clinical 
Pathologists,  and  Registry  of 
Medical  Technologists. 

EL  PASO,  TEXAS 
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Providence  Memorial  Hospital 

The  Southtvest's  Modern  Hospital 
APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 


COMPLETE  DIAGNOSTIC  and  TREATMENT  FACILITIES 
OUTSTANDING  CHEMISTRY  LABORATORY  ISOTOPE  THERAPY  AND  STUDIES 

FACILITIES  FOR  PSYCHIATRIC  THERAPY 

2001  North  Oregon  Street  ♦ El  Paso,  Texas 


SOUTHWEST  BLOOD  BANKS 

Federally  licensed  and  supervised  by 

physicians  from  the  Southwest  to  provide  Blood  and  Plasma  of  highest  quality  on  a 24-Hour  basis. 


John  B.  Alsever,  M.  D. 

SOUTHWEST  BLOOD  BANK  OF  ALBUQUERQUE 

710  Central  Ave.,  S.  E.  — - Telephone  7-9831 

T.  L.  Chiffelle,  M.  D.,  Medical  Director 

SOUTHWEST  BLOOD  BANK  OF  EL  PASO 

714  East  Yandell  Blvd.  — - Telephone  3-4847 

L.  O.  Dutton,  M.  D.,  Medical  Director 

SOUTHWEST  BLOOD  BANK  OF  HOUSTON 

1112  Holman  St.  — Telephone  - Jackson  2-2063 
C.  C.  Shullenberger,  M.  D.,  Medical  Director 


General  Medical  Director 

SOUTHWEST  BLOOD  BANK  OF  LUBBOCK 

2318  19th  St.  — Telephone  Porter  2-1450 

Marie  L.  Shaw,  M.  D.,  Medical  Director 

SOUTHWEST  BLOOD  BANK  OF  PHOENIX 

4 South  Twelfth  Avenue  — Telephone  - ALpine  4-7264 
James  D.  Barger,  M.  D.,  Medical  Director 

SOUTHWEST  BLOOD  BANK  OF  SAN  ANTONIO 

112  Auditorium  Circle  — Telephone  - Capital  5-2115 
Louis  J.  Manhoff,  Jr.,  M.  D.,  Medical  Director 
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Southwestern  General  Hospital 


Approved  by  the  Joint  Commission  on  Accreditation  of  Hospitals 


Member  Hospital: 

American  Hospital  Association 
Blue  Cross  of  Texas 


Open  Staff 


At  Camelback  Road 

Director 

AM  6-7238  OTTO  L.  BENDHEIM,  M.D,  Phoenix,  Arizona 
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man  against  microbe  . . . 

Few  drugs  are  so  firmly  established  in  international 
medicine  as  the  oral  forms  of  BICILLIN.  Crossing  harriers 

O 

of  flag  and  language,  oral  BICILLIN  has  hut  one  medical 

o o o 

homeland — the  place  where  men  and  microbes  sti'iiggle.  Just 

as  |ienicillin  is  the  antibiotic  of  choice  in  approximately 
72%  of  infectious  disease,  so  oral  BICILLIN — a penicillin 

of  choice — serves  clinicians  throughout  the  free  world. 

TABLETS  • DROPS  • SUSPENSION 

B I C I L L I 

Benzathine  Penicillin  G (Dibenzylethylenediamine  Dipenicillin  G) 

Penicillin  with  a 

Surety  Factor 


Philadelphia,  Pa. 


DECEMBER.  1955 
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the  most  potent  oral  estrogen  with  the  most  potent  oral  androgen 

Buccally  or  sublingually  absorbed  linguets  by-pass  liver 

inactivation  or  gastric  destruction— are  virtually  as  potent  as  parenteral 

steroids— provide  effective,  convenient,  low-cost  hormone  therapy. 

Supply:  Metondren  Linguets,  5 mg,  (white,  scored)  and  10  mg. 

(yellow,  scored).  Femondren  Linguets  (green,  scored),  each  containing 
0.02  mg.  ethinyl  estradiol  and  5 mg,  methyltestosterone. 

Metondren®  (methyltestosterone  U.S.P.  ciba) 

Femondren®  (methyltestosterone  with  ethinyl  estradiol  ciba) 

Linguets®  (tablets  for  mucosal  absorption  ciba) 

CIBA  Summit,  N.  J.  2/  2079H 
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ETANDREN  LINGUETS 

the  most  potent  oral  androgen 

® ® 

FEMANDREN  LINGUETS 


MEDICAL  HORIZONS  TV 


oo 


Sponsored  by  CIBA 


ilM 


S&WmM 
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Constantly  impro  ved ... 
to  meet  latest  standards 
A balanced 
multivitamin 
formula 
including 

natural  B Complex 
factors  and  minerals 


VITAMINS 
A D B,  63  B.  E 

Niacin  Niacinamide 
Panthenol 
including  entire 

B COMPLEX 

Minerals  — Malt 

(tee  bock  ponel) 


VITAMINS 
A 0 B.  8, 

Bn  C E 

Niacin  Niacinomide 
Ponihenol 
including  entire 

B COMPLEX 

and  Minerals 

(see  bocV  ponel) 


IIST  NO. 


Available  in  pleasant  tasting  liquid  or  small  white  tablets 
Liquid:  pints  ...  Tablets:  bottles  of  100  and  250 


is  as  important  to  the  young  patient  as 
effectiveness  is  to  you.  In  antibacterial 
therapy  Gantrisin  (acetyl)  Pediatric  Suspension 
is  useful  on  both  counts  because  of  its 
delicious  raspberry  flavor  without 
"medicine"  aftertaste,  its  wide 
antibacterial  spectrum  and 
notable  freedom  from  gastro-intestinal 
upsets  and  other  side  effects. 

Hoffmann  - La  Roche  Inc  • Nutley  • N.J. 

Gantrisin®  acetyl  — brand  of 
acetyl  sulfisoxazole 


■If*' 


o 


% 
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A 


o the  relaxed  patient, 
Noludar  relaxes  the  patient  and  usually  induces 
sleep  within  one -half  to  one  hour^  lasting  for  6 to 
7 hours.  Clinical  studies  in  over  3,000  patients 
have  confirmed  the  usefulness  of  Noludar  in 
the  relief  of  nervous  insomnia  and  daytime  tension. 
Noludar  'Roche'  is  not  a barbiturate.  Available 
in  50-iiig  and  200-mg  tablets^  and  in  liquid 
form^  50  mg  per  teaspoonful. 

Noludar®  -brand  of  methyprylon 
Hoffmann  - La  Roche  Inc 
Nutley  . N.J. 
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. . . use  a little  wine  jor  thy  stomach's  sake 
and  thine  often  infirmities..." 

-Paul 

Mie  use  of  wine  in  nutrition  and  in  medicine  dates 
back  to  the  beginning  of  history.  It  is  recorded  in 
the  ancient  Egyptian  papyri,  in  the  Bible — as  in  the 
oft-quoted  admonition  from  Paul  to  Timothy — and  in 
epicurean  and  medical  annals  from  Hippocrates  down 
to  our  own  times. 

In  recent  years  there  has  developed  a demand  within 
the  medical  profession  that  the  true  values  of  wine  be 
determined,  and  that  fact  be  separated  from  folklore. 
Accordingly,  fifteen  years  ago,  research  projects  in 
many  American  medical  centers  were  initiated  to 
determine  by  modern  scientific  techniques  the  food 
values  and  medical  uses  of  wine.* 

The  investigations  have  brought  forth  evidence 
which  may  be  of  interest  and  practical  value  . . . 

...Wine  stimulates  the  appetite  in  anorexia,  and 
gently  increases  gastric  secretion. 

...Wine  serves  as  a quick-energy  food.  Its  small 
amount  of  hexose  is  speedily  absorbed,  and  its  mod- 
erate content  of  alcohol  is  metabolized  readily,  even 
by  diabetics.  Its  B-vitamlns  and  absorbable  iron  make 
it  a useful  supplementary  source  of  these  substances. 

...Wine  possesses  significant  diuretic,  vasodilating 
and  relaxing  properties.  The  gentle  sedation  provided 
by  a small  amount  of  wine  at  bedtime  is  a pleasant 
aid  in  Inducing  restful  sleep. 

...  A little  wine  before  or  with  the  meal  can  offer  a 
needed  element  of  “graceful  living”  to  the  patient . . . 
it  can  help  in  the  psychological  care  of  the  elderly  and 
the  convalescent. 

In  California  (and  in  other  regions,  too)  a combi- 
nation of  soils,  climates  and  modern  wine-making  skills 
makes  it  possible  to  grow  the  world’s  finest  wine 
grapes  of  every  variety,  and  to  produce  wine  of  strict 
quality  standards,  true  to  type,  moderate  in  price. 

*Research  information  on  wine  is  available  upon  request. 

Wine  Advisory  Board  • San  Francisco  3,  California 
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Penicillin  V,  Crystalline  [Phenoxymethyl  Penicillm) 

the  totally  new  penicillin 

for  decisive  oral  dependability 

Supplied:  Tablets,  125  mg.  (200,000  units),  bottles  of  36.  Also  available:  Tablets 
Bicillin®-Vee,  100  mg.  (100,000  units)  of  benzathine  penicillin  G and  62.5  mg.  (100,000 
units)  of  penicillin  V,  bottles  of  36. 


Philadelphia,  Pa.  *Trade?nark. 


ISTE'W  A-lTABOLiIO  H O O N E E0E-M:TLJXjA.TI03Sr 

DI!XJU>U]IIONi: 

(combination  of  Squibb  Testosterone  Enanthate,  Squibb  Estradiol  Valerate) 

a single  injection  every  2 to  4 weeks  provides  an  enhanced  therapeutic  potential  for 

• imparting  a sense  of  well-being  in  the  menopausal  syndrome 
(with  minimal  likelihood  of  unwanted  estrogenic  or  androgenic 
effects) 

• correcting  depletion  of  protein  and  osseous  tissues  in  the  meno- 
pausal sequelae  and  osteoporosis  in  males  and  females. 


Supplied  in  vials  of  1 and  5 ml.;  each  ml.  containing  90  mg.  of  testosterone 
enanthate  and  4 mg.  of  estradiol  valerate. 

Also  available:  DELESTROGEN  (Squibb  Estradiol  Valerate)  for  timed  action 
that  ideally  matches  the  estrogenic  phase  of  the  normal  menstrual  cycle.  Vials 
of  1 and  5 ml.,  each  ml.  containing  10  mg.  estradiol  valerate. 

DELATESTRYL  (Squibb  Testosterone  Enanthate)  depot  preparation  for  pro- 
longed anabolic  and  androgenic  effects.  Vials  of  1 and  5 ml.,  each  ml.  containing 
200  mg.  testosterone  enanthate. 

'DELAOUMONE'  'DELESTROGEN'  'OELATESTRyl'©  ARE  SQUIBB  TRADEMARKS 
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Monday  RM.  ^ 

Sponsored  CIBA  ^ 


Trasentine®-  Phenobarbital 


■ Inhibits  Parasympathetic  Activity 

■ Relaxes  Smooth  Muscle  Directly 

■ Exerts  Local  Anesthetic  Effect 
on  G-I  Mucosa 

■ Sedates  the  Patient 

Without  Atropine  Side  Effects 


Each  tablet  contains  50  mg. 
Trasentine  hydrochloride  and  20  mg. 
phenobarbital. 

Also  available:  Trasentine 
hydrochloride  Tablets,  75 


Trasentine®  hydrochloride 
(adiphenine  hydrochloride  CIBA) 


2/2061M 


CIBA  Summit,  N.  J. 
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less  resistance  encountered . . . 


References  (1)  Altenieier,  W. 
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Chloromycetin 

for  today’s  problem  pathogens 

Recent  in  vitro  tests  and  clinical  studies  again  demon- 
strate the  unsurpassed  efficacy  of  CHLOROMY'CETIN 
(chloramphenicol,  Parke-Davis)  against  a wide  variety 
of  pathogens.  For  example,  agahrst  urinary  infections, 
now  characterized  by  increased  incidence  of  resistant 
gram-positive  and  gram-negative  strains,  CHLOROMY’- 
CETlN  continues  to  provide  outstanding  antibacterial 
action. 

CHLOKOXIYCETIN  is  a potent  therapeutic  agent  and,  liecause 
certain  blood  dyscrasias  liave  been  associated  witli  its  administra- 
tion, it  should  not  be  used  indiscriminately  or  for  minor  infections. 
Furthermore,  as  with  certain  other  drugs,  ackapiate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or 
intermittent  therapy. 


PARKE,  DAVIS  & COMPANY 


DETROIT,  MICHIGAN 


WELL  TOLERATED  BROAD  SPECTRUM  ANTIBACTERIAL  THERAPY  PLUS  ANTIFUNGAL  PROPHYLAXIS 


BROAD  SPECTRUM  ANTIBIOTIC  THERAPY, 
EFFECTIVE  IN  MANY  COMMON  INFECTIONS 


Because  it  contains  Steclin  (Squibb  Tetracycline),  mysteclin  is 
an  effective  therapeutic  agent  for  most  bacterial  infections. 
When  caused  by  tetracycline-susceptible  organisms,  the  follow- 
ing infections  are  a few  of  those  which  can  be  expected  to  re- 
spond to  MYSTECLIN  therapy : 

bronchitis  gonorrhea  osteomyelitis  pyelonephritis 

colitis  lymphadenitis  otitis  media  sinusitis 

furunculosis  meningitis  pneumonia  tonsillitis 

MYSTECLIN  is  also  indicated  in  certain  viral  infections  and  in  amebic 
dysentery. 


BROAD  SPECTRUM  ANTIBIOTIC  THERAPY, 
WITH  A MINIMUM  OF  SIDE  EFFECTS  . 


In  clinical  use,  Steclin  has  produced  an  extremely  low  incidence 
of  the  gastrointestinal  distress  sometimes  observed  with  other 
broad  spectrum  antibiotics.  Mycostatin  (Squibb  Nystatin),  as 
contained  in  mysteclin,  is  also  a particularly  well  tolerated 
antibiotic  and  has  produced  no  allergic  reactions,  even  after 
prolonged  administration. 


BROAD  SPECTRUM  ANTIBIOTIC  THERAPY, 

WITHOUT  THE  DANGER  OF  MpNiLIAL  OVERGROWTH 


Because  it  contains  Mycostatin,  the  first  safe  antifungal 
antibiotic,  mysteclin  effectively  prevents  the  overgrowth  of 
Candida  albicans  (monilia)  frequently  associated  with  the 
administration  of  ordinary  broad  spectrum  antibiotics.  This 
overgrowth  may  sometimes  cause  gastrointestinal  distress,  anal 
pruritus,  vaginitis,  and  thrush;  on  occasion,  it  may  have  serious 
and  even  fatal  consequences. 

Squibb  

Each  MYSTECLIN  capsule  contains  250  mg.  Steclin 
Hydrochloride  and  250,000  units  Mycostatin. 

Minimum  adult  dose:  1 capsule  q.i.d. 

Supply:  Bottles  of  12  and  100. 


•mysteclin’,  ‘steclin’  and  ‘mycostatin’®  are  SQUIBB  TRADEMARKS 
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Penicillin  V,  Crystalline  {Pkenoxymethyl  Penicillin) 


the  totally  new  penicillin 

for  decisive  oral  dependability 

Supplied:  Tablets,  125  mg.  (200,000  units),  bottles  of  36.  Also  available:  Tablets 
Bicillin®-Vee,  100  mg.  (100,000  units)  of  benzathine  penicillin  G and  62.5  mg. 

(100,000  units)  of  penicillin  V,  bottles  of  36. 


*Trademark 


Philadelphia,  Pa. 


NOSE  DROPS 


and  for 

Convenience 


R H I N A L L ' 

NOSK  IMtOPS 

approximate^  Cftfttetft*  ^ 
Hydrochloridr  • 

..-->3^ 

• Derivative)  ^ 

l»ntr>aic  ftlei***^*^*** 


^HlNOPTo  CO. 


‘Propadrlne’  HydrocMoride  . .3% 

(Phenylpropanolamine  Hydrochloride) 


Phenylephrine  Hydrochloride 

.15% 

Chlorobutanol  . 

.15% 

(Chloral  derivative) 

Sodium  Bisulfite 

.03  % 

In  an  Isotonic  Saline  Menstruum 
☆ 

•k  No  Bad  Taste  'A’  No  Sting  or  Burn 
if  No  risk  of  Sensitization 

^ Especially  Useful  in  Children 


'/2 -oz.  Plastic  Spray  Bottle 

l-oz.  Rhinall  Nose  Drop  Bottle 
with  Dropper 

Same  Proven  Formula 

★ Samples  on  Request 


R H I N O P T O 
COMPANY 


RHINALL  RHINAMIN  CAPSULES  PYROCAIN 
Cold  Capsules  in  Allergic  Colds  in  Acute  Otitis  Media 

ETHICAL  SPECIALTIES  FOR  THE  PROFESSION 


DECE.MBE.R,  1955 
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DEL  RIO: — Dr.  L.  M.  Cartall,  501  Del  Rio  National  Bank  Bldg. 
KERMIT  - MONAHANS  PECOS:— Dr.  W.  H.  McClure,  Kermit 
MIDLAND: — Dr.  L.  W.  Leggett,  Leggett  Bldg. 

ODESSA: — Dr.  Emmett  Headlee,  Box  3112 

MEXICO 

CHIHUAHUA,  CHIH.: — Dr.  Julio  Ornelas  K.,  Ojinaga  209 
DURANGO,  DGO.: — Dr.  Alfonso  P.  Gavilan,  Independencia  202  Sur 
JUAREZ,  CHIH.: — Dr.  Luis  Valdes,  16  de  Septiembre  1000  Oriente 
NACOZARI  DE  GARCIA,  SONORA: — Dr.  Manuel  S.  Perez  Mesquita 
NUEVO  CASAS  GRANDES,  CHIH.:— Dr.  LeRoy  Hatch 
TORREON,  COAHUILA:— Dr.  C.  Albores  Culebro,  Calzada  Colon 
204  Sur. 


Providence  Memorial  Hospital 

The  Modern  Hospital  of  the  Southwest 
APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 


complete  DIAGNOSTIC  and  TREATMENT  FACILITIES 
OUTSTANDING  CHEMISTRY  LABORATORY  ISOTOPE  THERAPY  AND  STUDIES 

FACILITIES  FOR  PSYCHIATRIC  THERAPY 

2001  North  Oregon  Street  • El  Paso,  Texas  
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NEW!  ACHROMYCIN  OPHTHALMIC  OINTMENT  ,,,«  HYDROCORTISONE 

(Tetracycline  1%,  Hydrocortisone  1.5%) 


Package:  oz. 

collapsible  tube. 


Lederle’s  versatile  broad-spectrum  antibiotic  and  hydrocortisone, 
an  established  anti-inflammatory  agent,  are  now  combined  in 
a lanolin-petrolatum  base.  This  dual-action  ointment  is  useful 
in  treating  a wide  variety  of  ocular  infections,  and  many 
noninfectious  eye  conditions,  including  corneal  injuries. 


Other  forms  of 
Achromycin  for 
ophthalmic  use: 

Ophthalmic  Ointment 
1%:  Vs  oz.  tube. 

Ophthalmic  Solution: 
vial  of  2.5  mg.  with 
sterilized  dropper  vial. 


* 


TKTRACYCLINK  LEDKRLE 


LEDERLE  LABORATORIES  DIVISION  American  Cfona/nul company  PEARL  RIVER.  NEW  YORK 

*PEG.  U.S.  PAT.  OFF. 


handful 


“a  thimbleful  of  dosage 

for 


2.5 cc.  Hypertussis  eliminates  massive  dosage  in  whoop- 
ing cough  treatment  or  passive  prevention.  A crx-ilal- 
clear  homologous  protein,  2.5  cc.  Hypertussis  contains 
the  gamma  globulin  equivalent  of  25  cc.  of  hiim.in 
hyper-immune  serum.  This  specific  anti-pertussis  Irac- 
tion  is  concentrated  10-fold  to  obviate  the  pain  and 
inconvenience  associated  w'ith  massive  dosage—  gi\  mg 
you  the  advantage  of 

“a  thimbleful  of  dosage  for  a handful  of  baby.'' 


Hypertussis  will  not  interfere  with 
the  use  of  antibiotics  where  they 
may  be  indicated. 

2.5  cc.  Hypertussis  is  supplied  in  2.5 
cc.  (one  dose)  vials,  ready  for  immedi- 
ate intramuscular  injection. 


Cutter  LotomlorUs 

eeRKCLCT.  CAuiroRNiA 


For  whooping  cough  prophylaxis 
and  treatment  specify 

2.5cc.  HYPERTUSSIS® 

(anti-pertussis  serum-human) 
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The  Physician 

Why  do  we  smoke?  It  is  a question  that  is 
age-old;  that  has  never  been,  and  in  all  probability 
never  will  be,  adequately  answered.  Do  we  smoke 
because  we  wish  to  have  something  in  our  mouth ; 
is  it  possible  that  it  is  related  to  the  teething  ring? 
Laugh,  if  you  will,  but  even  this  has  been  offered 
by  some  of  our  brethren  as  an  adequate  explanation. 

Is  it  to  decrease  nervous  tension  by  occupying  our 
senses  of  smell,  taste,  and  touch?  Charming  thought, 
but  again  entirely  inadequate.  Then  there  are  those 
of  us  who  would  say  that  we  smoke  so  we  will  not 
overeat  and  become  obese.  A delightful  excuse,  but 
how  true?  Then  the  younger  individuals  feel  that 
they  should  smoke  to  be  sophisticated,  or  to  occupy 
their  hands  in  the  social  ritual.  When  you  add  all 
your  reasons  up,  the  sum  total  does  not  really  explain 
why  one  uses  tobacco.  Perhaps  it  might  be  said  that 
a man  smokes  for  the  same  reason  he  drinks,  to 
decrease  the  sorrows  in  life  which  are  far  too  many, 
and  to  increase  the  pleasures  which  are  far  too  few. 

If  you  can  believe  this,  and  rationalize  it,  then  you 
can  at  least  derive  some  happiness. 

Tobaceo  Symptoms 

However,  as  medical  men,  we  know  that  tobacco 
undoubtedly  causes  many  symptoms,  especially  those 
which  have  to  do  with  the  lung  and  cardiovascular 
system;  and  we  know  that  smoking  is  a factor  in 
cough,  hoarseness,  sore  throat,  stuffy  noses,  nasal 
discharge,  dizziness,  deafness,  visual  disturbances, 
and  a host  of  other  complaints.  Therefore  it  is  diffi- 
cult to  condone  the  use  of  tobacco  simply  because  one 
uses  it  oneself,  or  because  medical  journals  accept 
unrestrained  advertising  from  tobacco  companies. 
Statistically,  it  has  been  shown  that  any  man  past 
fifty  years  of  age  who  smokes  a pack  of  cigarettes 
a day,  has  fifty  times  as  much  chance  of  developing 
cancer  of  the  lung,  as  a non-smoker,  and  that  in  700 
cases  of  lung  cancer,  only  nine  were  non-smokers. 
Cancer  of  the  lung  causes  four  times  as  many  deaths 
in  men,  and  two  times  as  many  in  women  as  it  did 
20  years  ago,  and  in  1953  it  caused  22,000  deaths 
in  this  country.  It  has  been  estimated  that  the  risk 
of  cancer  of  the  lung  is  from  five  to  fifteen  times 
greater  in  the  smoker  than  in  the  non-smoker.  With 

O 

all  this  accumulated  evidence,  how  can  we  as  physi- 
cians still  feel  that  the  tobacco  habit  is  innocuous ! 


and  Tobacco 

2500  Grades 

There  are  approximately  2500  grades  of  tobacco 
recognized  at  this  time;  and  of  the  four  types  used 
in  the  manufacture  of  cigarettes,  that  is,  Burley,  Mary- 
land, Fluecured,  and  Levantine,  there  are  66  grades 
of  Burley  alone.  The  leaf  contents  of  acid,  carbohy- 
drate, waxes,  and  other  components  vary  according 
to  the  position  of  the  leaf  on  the  plant  stem,  weather 
conditions,  regional  growth,  and  cultural  practices. 
Thus  it  becomes  obvious  that  tobacco  and  tobacco 
smoke  are  a complex  chemical  problem,  because  the 
nicotine  and  tar  contain  portions  of  carbon  monoxide, 
carbon  dioxide,  ammonias,  aldehydes,  arsenic,  acro- 
lein, formic  acid,  furfural,  glycerine,  diethylene  glycol 
and  benzopyrine.  We  cannot  answer  at  this  time 
which  of  these  substances  are  definitely  harmful  to 
man,  nor  can  we  by  means  of  any  filter  or  by  in- 
creasing the  length  of  a cigarette  remove  these  harm- 
ful products  to  a point  where  the  habit  is  without 
danger. 

Toxic  Alkaloid 

Nicotine  is  an  alkaloid,  one  of  the  most  toxic 
known.  It  increases  blood  pressure;  it  increases  pulse 
rate;  it  contracts  peripheral  blood  vessels;  it  reduces 
vital  capacity;  it  reduces  gastric  motility,  and  un- 
doubtedly has  other  detrimental  actions.  It  is  obvious 
that  cigarette  smoking  cannot  but  aggravate  coronary 
heart  disease,  peripheral  vascular  disease,  such  as 
thrombo-angiitis-obliterans ; and  last  but  not  least,  it 
certainly  cannot  help  an  upset  digestion ; but  we  as 
physicians  still  continue  to  smoke. 

Day  in  and  day  out  we  preach  cancer  prevention. 
However,  when  we  realize  that  when  we  simply 
paint  the  shaved  backs  of  mice  with  tobacco  tar,  we 
produce  epidermoid  cancer  in  44  per  cent  of  the  mice, 
how  can  we  rationalize  our  own  use  of  tobacco,  or 
our  practice  of  condoning  the  tobacco  habit  in  our 
patients.  It  would  be  possible  to  go  on  indefinitely 
with  the  detrimental  effects  of  tobacco  smoke  on  the 
vascular  system,  eyes,  ears,  etcetera.  But  this  would 
serve  no  purpose. 

Ilai’iiiful  Effects 

It  has  been  adequately  proven  that  tobacco  can 
really  do  us  no  good  from  a physical  standpoint,  and 
that  tobacco  produces  only  harmful  effects.  It  is 
(Continued  on  page  590) 
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►^CURilENT' therapy-4 


Insulins 

By  Jack  A.  Bernard,  M.  D.,  El  Paso 


Long  acting  insulins  for  the  routine  treatment  of 
diabetes  include  protamine  zinc  insulin,  globin  in- 
sulin, NPH  insulin,  and  Lente  zinc  insulin. 

Protamine  insulin,  developed  in  1935,  whose  ac- 
tion was  later  prolonged  by  the  addition  of  zinc, 
is  slow  to  act,  weak  in  action,  and  prolonged  in  ef- 
fect. It  is  satisfactory  for  the  mild  diabetic.  But  for 
the  more  severe  diabetics  where  details  of  insulin 
timing  are  important  and  where  reactions  and  heavy 
glycosuria  are  likely  to  occur,  protamine  has  largely 
been  replaced  by  the  intermediate  insulins. 

The  intermediate  insulins  are  preferred  in  young 
diabetics,  severe  diabetics,  and  for  those  who  are 
sugar  free  in  the  morning,  but  show  glycosuria  in 
late  afternoons  and  evenings.  There  is  very  little 
difference  in  effect  between  the  intermediate  insulins, 
(globin  insulin,  NPH  insulin  and  Lente  insulin), 
and  the  2:1  mixture  of  regular  insulin  and  protamine. 
The  choice  lies  with  the  physician  and  depends  upon 
the  results  in  the  individual  case. 

NPH  Insulin 

NPH  insulin  (for  Neutral  Protamine  Hagedorn, 
after  its  developer)  actually  contains  about  2/5  as 
much  protamine  as  does  protamine  zinc  insulin.  It 
is  not  necessary  to  supplement  its  action  with  regular 
insulin  as  in  the  protamine  insulin  mixtures.  How- 
ever, if  it  should  be  necessary,  the  ratio  of  regular 
insulin  would  be  much  less.  Actually  a mixture  of 
NPH  and  crystalline  insulin  produces  an  effect  com- 
parable to  that  of  when  the  two  insulins  are  given 
separately.  This  would  be  useful  for  those  patients 
who  show  hyperglycemia  after  breakfast. 

Lente  zinc  insulin  suspension  lacks  sensitizing 
agents  such  as  protamine  and  globin,  and  is  recom- 
mended for  those  patients  sensitive  to  the  other  in- 
sulins. However  occasional  allergic  reactions  are  re- 
ported. Actually  allergic  reactions  to  insulin  are 
thought  to  be  due  to  impurities  as  they  may  be  pre- 
vented by  recrystallizing  the  insulin  in  any  prepara- 
tion a sufficient  number  of  times. 


The  Physician  and  Tobacco 

(Continued  from  page  589) 
time  that  the  medical  profession  becomes  at  least 
consistent  and  begins  to  exert  pressure  to  bring  about 
a decrease  and  even  an  abolition  of  the  use  of  tobacco. 
Why  preach  about  man’s  using  a little  cream,  the 
yolk  of  eggs,  and  the  tremendous  effect  cholesterol 
might  have  on  degenerative  diseases,  when  we  are 
allowing  him  to  in  all  probability  injure  his  arterial 
system  a great  deal  more  by  his  smoking.  Why,  if 
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Use  of  Lente 

The  action  of  Lente  is  so  close  to  NPH  that  it  can 
be  used  interchangeably.  For  those  patients  on  prota- 
mine, the  initial  dosage  of  Lente  would  be  20  per  cent 
less  initially,  to  be  increased.  Patients  on  NPH  may  be 
transferred  to  Lente,  using  same  dosage.  Lente 
may  also  be  mixed  with  regular  insulin  if  necessary. 
As  an  intermediate  insulin,  it  is  of  course  not  suitable 
for  emergencies. 

Hypoglycemic  insulin  reactions  are  more  likely  to 
occur  between  midnight  and  breakfast  with  protamine 
zinc  insulin;  in  the  late  afternoon  with  globin  insulin; 
in  late  afternoon  and  around  midnight  with  the  2;1 
protamine  mixture,  NPH,  or  Lente. 

ASEPTIC  TECHNIC 

A Rapid  Aseptic  Scrub  Technique  For 
Nurseries  Of  The  Newborn 
Alievs,  O.  E.,  et  al.,  Am.  J.  Obst.  & Gynec. 

60:431,  1950 

When  employed  as  a 3 minute  scrub,  pHisoderm* 
with  3 per  cent  hexachlorophene  was  far  superior  to 
liquid  soap.  The  former  product  not  only  rendered 
the  hands  surgically  clean,  but  they  remained  so  with 
fewer  and  shorter  scrubs.  Incidentally,  aqueous  Zeph- 
arin  solution,  1 : 1 000,  employed  as  a brush  soak,  was 
inadequate  in  preventing  continued  growth  of  or- 
ganisms removed  from  the  hands  during  scrubbing. 

ro2i-Stearns 

Clinical  Clippings,  Noveml)er,  1950. 


ASTHMA 

Treatment  Of  Bronchial  Asthma 
Thomas,  J.  W^.,  Postgrad.  Med.  8:130,  1950 
In  management  of  moderately  severe  asthma  the  au- 
thor suggests  trial  of  Norisodrine  sulfate*.  Relief  may 
be  obtained  with  this  preparation  in  patients  who  fail 
to  respond  to  Adrenalin.  Norisodrine  produces  few 
side  effects  and  has  prolonged  action.  Treatment 
should  be  carried  out  cautiously,  however,  until  opti- 
mal dosage  for  each  patient  is  determined. 

'*Ahhott  Labonatorics 

Med.  College  Of  Virginia 

Clinical  Clippings,  November,  1950. 


we  are  going  to  take  steps  to  prevent  cancer,  do  we 
condone  the  use  of  tobacco  with  its  cancerogenic  tars ! 

The  tobacco  companies  are  going  to  spend  money 
for  research.  They  are  going  to  devise  new  filters, 
new  methods  of  manufacture,  to  continue  to  sell 
their  product.  That,  of  course,  is  entirely  within 
their  province,  but  the  physician  himself  must  weigh 
all  the  evidence  and  must  answer  the  question  of 
tobacco  for  himself.  He  is  far  more  qualified  to 
answer  this  question  than  the  majority  of  people. 
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APHORISMS  and  MEMORABILIA 


Miscellaneous  Truths  and  Concepts 

Bv  Andrew  M.  Babey,  M.D.,  Las  Cruces,  N.  M. 


1.  "When  cerebrovascular  lesions  have  caused 
death  within  an  hour  or  two  of  their  onset,  they  have 
invariably  been  brain-stem  hemorrhages.’’  Case  Re- 
cords of  M.  G.  H. ; The  New  Eng.  Jo/n  n.  of  AleJ.: 
March  3,  1955;  P.  362-3. 

2.  "It  may  take  a day  or  two  for  stiffness  of  the 
neck  to  develop  after  subarachnoid  hemorrhage,  and 
coma  may  mask  it.’’  Cabot  Case;  The  New  Eng.  fonrn. 
of  Med.;]a.n.  7,  1954;  P.  31. 

3.  "The  left  recurrent  laryngeal  nerve  may  be  par- 
alyzed by  an  enlarged,  thrombosed  pulmonary  artery.’’ 
(A  composite) — Cabot  Case;  The  New  Eng.  fonni. 
of  Med.;  jAn.  14,  1954;  P.  78. 

4.  "The  growing  power  of  medicine  has  not  sim- 
plified practice,  as  the  layman  naturally  supposes. 
Rather  it  has  rendered  it  much  more  difficult  and 
created  many  more  opportunities  for  us  to  make  mis- 
takes.’’ A.  E.  Clark-Kennedy ; Br//.  Med.  Jonrn.; 
March  12,  1955;  P.  620. 

5.  "If  I really  thought  that  I was  either  under  a 
moral  obligation  to  keep  all  my  patients  alive  as  long 
as  possible,  or  under  a legal  obligation  always  to  ap- 
ply the  textbook  treatment  for  the  textbook  disease, 
I would  give  up  my  medicine  to-morrow!”  Clark- 
Kennedy;  loc.  at.;  P.  621. 

.4niplietamiiie  Habit 

6.  "An  amphetamine  habit  may  sometimes  develop 
in  unstable  individuals  who  have  come  to  rely  on  the 
drug  to  restore  confidence  in  the  same  way  as  others 
resort  to  alcohol  when  they  have  to  face  a difficult 
situation,  but  there  is  no  evidence  that  true  drug  ad- 
diction develops  to  it,  as  tolerance,  craving,  and  the 
withdrawal  syndrome  are  not  associated  with  its  use. 
There  is  no  risk  of  cumulative  ill-effects  resulting 
from  even  the  prolonged  administration  of  dexam- 
phetamine in  therapeutic  doses.”  loc.  at.;  P.  679. 

7.  "Parturition  in  the  acute  phase  of  this  disease 
increases  the  risk  of  extension  of  paralyses  from  po- 
lio.” Conrad  Wesselhoeft;  Annals  of  hit.  Med.; 
March,  1955;  P.  555. 

8.  "Pregnancy  increases  susceptibility  to  poliomye- 
litis.” Wesselhoeft;  loc.  cit.;  P.  556. 

9.  "The  Australian  investigations  also  brought  out 
the  fact  that  rubella  in  the  first  four  months  of  preg- 
nancy was  capable  of  inducing  not  only  cataract  but 
a pattern  of  damage  during  the  embryologic  formation 
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of  the  eye,  the  ear  and  the  heart.  This  triad,  primarily 
of  the  lenticular,  cochlear  and  cardiac  primordia,  gives 
rise  singly  or  in  combination  to  blindness,  deafness, 
and  patent  ductus  arteriosus.  Babies  with  these  con- 
genital deformities  are  usually  poor  feeders,  and  some- 
times hydrocephalic  or  microcephalic  mental  defec- 
tives. If  they  survive  the  first  year,  they  are  prone  to 
develop  dental  malformations.  All  this  has  come  to 
be  known  as  the  post-rubella  syndrome.”  Wessel- 
hoeft; loc.  cit.:  P.  557. 

10.  "Blindness  results  from  damage  in  the  first 
six  weeks  of  gestation,  deafness  and  mongolism  in 
the  ninth  week,  patent  ductus  arteriosus  in  the  first 
twelve  weeks,  and  dental  disturbance  in  the  sixth  to 
ninth  week."  Wesselhoeft;  loc.  cit.;  P.  557. 

Gamma  Globulin 

11.  "Pooled  gamma  globulin  derived  from  the 
Red  Cross  is  low  in  rubella  antibody,  just  as  it  is  for 
mumps  and  chickenpox  (and  I might  make  so  bold 
as  to  add  poliomyelitis),  in  contrast  to  a relatively 
high  antibody  content  for  measles  and  infectious 
hepatitis.  Therefore,  this  gamma  globulin  cannot  be 
relied  on  to  protect,  although  theoretically  it  might 
do  so.  Gamma  globulin  derived  from  convalescent 
rubella  apparently  offers  much  more  likelihood  of 
protection,  just  as  mumps  convalescent  gamma  glob- 
ulin offers  a measurable  protection  against  mumps.” 
Wesselhoeft;  loc.  cit.;  P.  560. 

12.  "Sometimes  the  patient  is  asked  first  to  promise 
that  he  will  not  attempt  suicide  again.  This  promise, 
if  given,  is  usually  valueless.  It  may  reassure  the  doc- 
tor but  it  does  nothing  to  safeguard  the  patient,  who 
can  no  more  control  his  self-destructive  impulses  than 
the  sufferer  from  an  acute  appendicitis  his  pain.” 
I.  R.  C.  Batchelor;  Brit.  Med.  fo/mi.;  March  5,  1955; 
P.  595. 

]3.  "After  middle  life  suicidal  gestures  are  un- 
common; in  old  age  they  are  exceptional."  Batchelor; 
loc.  cit.;  P.  595. 

14.  "One  still  often  hears  it  said  that  those  who 
talk  of  suicide  to  other  people  do  not  commit  it.  This 
is  a false  and  dangerous  belief.  At  least  one-third  of 
those  who  attempt  suicide  have  threatened  suicide.” 
Batchelor;  loc.  cit.;  P.  596. 

1.3.  "All  depressions  carry  a suicidal  risk,  whether 
they  have  clear  precipitants — for  example,  bereave- 
ment, financial  ruin — or  come  out  of  the  blue.  The 
risk  is  often  greatest  in  the  early  stages  of  the  illness. 
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and  again  in  convalescence.  This  unexpected  and  al- 
most paradoxical  risk  in  convalescence  is  often  for- 
gotten.” Batchelor;  loc.  at.;  P.  56. 

Sleepless  Night 

16.  "The  psychotically  depressed  individual  often 
Nvakens  at  an  early  hour  of  the  morning,  and  is  most 
ill  then.  A suicidal  attempt  is  often  prefaced  by  a 
sleepless  night.”  Batchelor;  loc.  cit.;  P.  596. 

17.  "Of  all  the  reality  fears  which  may  precipitate 
serious  suicidal  attempts,  the  prospect  of  entering  a 
mental  hospital  is  one  of  the  most  noteworthy.  The 
period  during  which  arrangements  are  being  made 
for  a depressed  patient  to  enter  a mental  hospital,  if 
the  patient  has  got  to  know  what  is  planned,  is  a 
period  of  real  danger,  during  which  he  must  not  be 
left  unattended.”  Batchelor;  loc.  cit.;  P.  597. 

18.  "If  the  depressed  individual  goes  unexpected- 
ly on  a journey,  or  wanders  away  with  mind  clouded 
(a  fugue),  he  is  suicidal.”  Batchelor;  loc.  cit.;  P.  597. 

19.  "However  long  the  sentence,  the  full  stop  at 
the  end  is  always  the  same  size.  Alas,  one  cannot 
say  the  same  about  the  last  patient.  His  size  grows 
with  the  lateness  of  the  hour  and  the  number  that 
have  gone  before  him.”  The  Widdicombe  File;  The 
Lancet;  March  19,  1955;  P.  612. 

20.  "Dr.  Chester  Jones  has  noted  that  in  certain 
cirrhotics  who  also  have  diabetes,  there  is  a gradual 
decrease  in  the  insulin  requirement  as  the  cirrhosis 
becomes  more  severe.  When  the  terminal  stage  of 
cirrhosis  has  been  reached,  there  is  often  no  need  for 
insulin,  whatsoever,  and  this  occurs  in  spite  of  the 
fact  that  the  patients  are  still  eating  or  receiving  in- 
travenous glucose.  These  observations  seem  para- 
doxical, since  the  liver  being  sicker  should  be  less 
able  to  handle  blood  glucose.”  Perry  Culver;  Ameri- 
can Practitioner ; April,  1955;  P.  617. 

Haemophilia  Risk 

21.  "It  is  difficult  to  overestimate  the  risk  attend- 
ing surgery  in  haemophilia.  Even  if  the  clotting-time 
is  nearly  normal,  or  can  be  maintained  within  normal 
limits  by  injections  of  fresh  plasma  or  of  antihaemo- 
philic  globulin,  severe  bleeding  may  still  occur.”  The 
Lancet;  April  9,  1955;  P.  751. 

22.  "J.  A.  Luetscher  and  B.  B.  Johnson  have  now 
confirmed  that  in  cirrhotics  with  ascites  increased 
amounts  of  a potent  sodium-retaining  hormone,  aldo- 
sterone, are  present  in  the  urine.  In  experimental 
ascites  in  the  dog  removal  of  the  adrenal  glands  is 
followed  by  profound  sodium  diuresis  and  disap- 
pearance of  the  peritoneal  fluid.”  loc.  cit.;  P.  756. 

23.  "It  is  wrong  to  think  of  ascites  as  a static 
collection  of  fluid  separated  from  the  vascular  com- 
partment. Studies  with  radio-active  isotopes  have 
shown  that  within  the  course  of  an  hour,  half  the  as- 
citic fluid  is  exchanged  with  plasma  fluid,  and  al- 
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bumin  given  intravenously  to  raise  the  plasma  osmotic 
pressure  fails  to  achieve  its  purpose  because  the 
protein  passes  rapidly  into  the  ascites.”  loc.  cit.;  P. 
756. 

2‘1.  "All  the  power  of  tongue  and  pen,  and  all 
the  wisdom  of  textbook  and  lecture,  can  never  teach 
a doctor  the  knowledge  of  when  to  probe  and  when 
to  leave  alone,  when  to  chide  and  when  to  reassure, 
when  to  speak  and  when  to  keep  silent.  They  are 
private  mysteries  with  a different  solution  for  every 
one  of  the  million  permutations  of  personality  in- 
volved between  a doctor  and  his  patients.”  Richard 
Asher;  loc.  cit.;  P.  758. 

Unhappy  Women 

25.  "There  is  some  agreement  on  the  correct  dose 
of  digitalis  for  a tenstone  woman  fibrillating  at  120 
beats  per  minute,  but  far  less  agreement  on  the  cor- 
rect type  and  dose  of  conversation  for  a ten-years 
unhappily-married  woman  vociferating  at  120  words 
per  minute.  Moreover  there  are  only  three  or  four 
kinds  of  digitalis,  but  innumerable  kinds  of  doctor, 
and  even  more  kinds  of  unhappy  women.”  Asher; 
loc.  cit.;  P.  758. 

26.  "Doctors  are  told  of  all  sorts  of  trouble — 
financial,  domestic,  or  personal — which  are  beyond 
their  powers  to  relieve;  but  all  the  patient  is  seeking 
from  them  is  some  remark  of  the  kind;  "I  don’t  know 
how  you  put  up  with  it  all,”  or  "I  think  it’s  wonder- 
ful the  way  you  manage  to  carry  on.”  Almost  any- 
thing can  be  borne  if  someone  thinks  one  is  wonder- 
ful.” Asher;  loc.  cit.;  P.  759. 

27.  '"When  a patient  is  seeking  confirmation  for 
an  erroneous  belief  which  does  no-one  any  harm  and 
gives  him  the  comfort  of  something  to  blame,  it  is 
questionable  if  much  good  is  done  in  correcting  him; 
but  when  he  is  out  for  blood,  seeking  ammunition 
with  which  to  assail  his  employers,  his  doctor,  or  his 
hospital,  then  it  is  a very  different  matter.  This  is  an 
age  of  compensation ; not  only  out  of  loyalty  to  our 
colleagues  should  we  decline  invitations  from  patients 
to  criticise  each  other,  but  for  the  good  of  the  patients 
themselves.”  Asher;  loc.  cit.;  P.  759. 

28.  "It  is  a good  thing  to  give  the  patient  con- 
fidence, but  a doctor  can  pay  more  attention  to  the 
impression  he  is  making  on  the  patient  than  to  the 

good  he  is  doing  him It  is  a greater  medical 

triumph  to  leave  the  patient  feeling  better,  but  think- 
ing little  of  the  doctor,  than  to  leave  him  worse,  but 
deeply  impressed.”  Asher;  loc.  cit.;  P.  759. 

Confidence 

29.  "Confidence  is  an  infectious  thing — the  doc- 
tor who  possesses  it  is  the  doctor  who  can  give  it  to 
others.  It  must  be  sincere.  It  is  not  much  use  pre- 
tending you  are  sure  when  you  are  not — the  patient 
can  tell.”  Asher;  loc.  cit.;  P.  760. 

30.  "Yet  the  doctor  should  not  assume  omni- 
science. I have  a notion  that  doctors  do  not  often 
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say  "I  do  not  know.”  It  is  better  to  tell  a man  con- 
fidently that  you  don’t  know  than  to  tell  him  un- 
convincingly that  you  do.  Patients  can  appreciate 
sincerity  and  truthfulness  more  than  some  people 
realize.”  Asher;  loc.  c'/l.;  P.  760. 

31.  "Another  quality  that  helps  a doctor  deal  with 
people  well  is  unhutriedness.  To  give  a patient  the 
impression  you  could  spare  him  an  hour  and  yet  to 
make  him  satisfied  with  five  minutes  is  an  invaluable 
gift,  and  of  much  more  use  than  spending  half  an 
hour  with  him  during  every  minute  of  which  he  is 
made  to  feel  he  is  encroaching  on  your  time.”  Asher; 
loc.  cit.;  P.  760. 

32.  "Another  type  of  patient  where  some  probing 
may  be  rewarding  is  the  hypochondriac — the  patient 
who  makes  a hobby  of  doctors  and  drugs.  The  woman 
who  keeps  a diary  not  of  social  functions  but  of  pelvic 
functions,  the  woman  who  instead  of  taking  up  ca- 
nasta takes  up  her  bowels  and  who  patronizes  the  great 
colonic  laundries  of  Harley  Srreet.  If  the  docror  by 
his  talk  and  his  tact  can  interest  her  in  the  world 
outside  instead  of  the  intestines  inside  he  will  have 
achieved  something  really  worthwhile.”  Asher;  loc. 
cit.;  P.  760. 

Doctor-Patient  Uelatioiiships 

33.  "The  truth  about  doctor-parient  relationships 
is,  I believe,  almost  impossible  to  ascertain.  We  doc- 
tors rarely  know  what  our  patients  think  of  us  and 
rarely  learn  what  effect  our  talk,  tact,  and  treatment 
have  had.  "He  was  so  enthusiasric  I didn’t  like  to 
offend  him”  is  commonly  the  attitude  of  the  patient. 

Occasionally  we  get  glimpses  of  the  truth  when 

we  overhear  a conversation  on  top  of  a bus  or  when 
patients’  remarks  are  relayed  to  us  by  a friend  (or 
more  likely  an  enemy)  ; but  in  the  main  we  remain 
ignorant,  and  perhaps  it  is  happier  that  we  do  so.” 
Asher;  loc.  cit.;  P.  760. 

34.  "Thirty-five  out  of  42  patients  who  had  un- 
dergone porta-caval  anastomosis  were  well  up  to  four 
and  a half  years  after  operation,  and  the  recurrence 
rate  of  bleeding  after  this  operation  was  only  5 per- 
cent, a much  better  figure  than  with  any  other  form 
of  therapy.”  P.  C.  Reynell;  Brit.  Med.  Journ.;  April 
16,  1955  ; P.  965. 

35.  "A  few  cirrhotics  developed  ascites  as  the  re- 
sult of  some  recognizable  precipitating  factor  such  as 
alcohol,  bleeding,  or  infections.  Here  treatment  should 
be  directed  against  the  responsible  factor.  Another 
small  group  had  intractable  ascites  which  would  not 
respond  to  the  low-salt  regime.  These  were  often 
young  patients  with  an  "active”  cirrhosis,  and  their 
prognosis  was  extremely  bad.”  A.  Paton;  loc.  cit.; 
P.  965. 

36.  "Haemorrhage  from  varices  was  a well-known 
cause  of  hepatic  coma,  and  it  was  interesting  that 
blood  introduced  into  the  stomach  of  a cirrhotic 


would  reproduce  the  syndrome.”  Sheila  Sherlock;  loc. 
cit.;  P.  966. 

i’lihlif  Speaking 

37.  "I  submit  that  the  pathetic  and  irritating 
mumbling  usually  inflicted  on  the  audience  at  learned 
medical  societies  is  due  to  the  following  factors:  (1) 
nervousness,  and  the  traditional  Englishman's  reluc- 
tance to  make  himself  conspicuous;  (2)  the  fear  that 
emphatic  oratory  will  be  ridiculed  as  conceit  or  char- 
latanism; and  (3)  laziness;  many  eminent  doctors  do 
not  seem  to  realize  the  importance  of  clear  and  em- 
phatic public  speaking,  and  would  consider  it  beneath 
them  to  learn  how  to  prepare  and  deliver  an  address.” 
Norman  A.  Punt;  loc.  cit.;  P.  974. 

38.  "Diamox  ( acetazoleamide)  acts  therapeutically 
by  inhibiting  the  reabsorption  of  bicarbonate  in  the 
renal  tubules,  and  so  increasing  the  excretion  of  bi- 
carbonate which  carries  with  it  base  (sodium  or  potas- 
sium) into  the  urine.  The  most  direct  "side-effect” 
of  diamox  is  thus  to  produce  a lowering  of  the  bi- 
carbonate content  of  plasma — i.e.,  a metabolic  acido- 
sis. In  patients  on  a low  salt  diet  most  of  the  base 
excreted  may  be  potassium  rather  than  sodium;  the 
drug  then  fails  in  its  object  of  reducing  oedema,  and 
some  potassium  depletion  may  be  induced.”  'Any 
Questions.^’  loc.  cit.;  P.  983. 

39.  "It  is  worth  noting  that  the  popular  view 
that  shaving  stimulates  the  growth  of  hair  is  untrue, 
and  in  many  instances  this  is  the  best  line  of  treat- 
ment if  the  (female)  patient  can  be  persuaded  to 
adopt  it.”  'Any  Questions.^’  loc.  cit.;  P.  984. 

10.  "Every  doctor  has  a set  of  fairly  firm  beliefs 
as  to  which  illnesses  are  acceptable  and  which  are 
not;  how  much  pain,  suffering,  fears,  and  depriva- 
tions a patient  should  tolerate,  and  when  he  has  the 
right  to  ask  for  help  or  relief;  how  much  nuisance 
the  patient  is  allowed  to  make  of  himself,  and  to 
whom;  &c,  &c.  These  beliefs  are  hardly  ever  stated 
explicitly  but  are  nevertheless  very  strong.  They  com- 
pel the  doctor  to  do  his  best  to  convert  all  his  patients 
to  accept  his  own  standards  and  to  be  ill  and  to  get 
well  according  to  them.”  Michael  Balint;  The  Lancet ; 
April  2,  1955;  P.  684. 

Wliat  Palieiils  Say 

41.  "1  wonder  how  many  specialists  care  to  find 
out  whar  the  patients  say  to  their  family  doctors  about 
the  specialist's  methods  and  behaviour.”  M.  Balint; 
loc.  cit.;  P.  685. 

42.  ' "We  all  know  the  extreme  case  of  this  urge 
to  help,  the  furor  therapeuticus,  against  the  dangers 
of  which  every  experienced  medical  teacher  should 
and  does  warn  his  students.  On  the  other  hand,  very 
litrle  has  been  written  about  the  compelling  need  of 
certain  patients  to  have  a "bad”,  useless,  therapeutic- 
ally impotent  doctor.  The  reason  is  that  there  are 
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very  few  practitioners  who  can  tolerate  this  role,  and 
still  fewer  who  can  adapt  themselves  to  it  with  their 
eyes  open.  The  overwhelming  majority  of  us,  driven 
by  our  apostolic  zeal,  must  do  everything  to  impress 
our  patients  — and  ourselves  — that  we  are  helpful, 
good  doctors.  These  two  opposing  tendencies  — the 
doctor’s  need  to  be  helpful  and  the  patient’s  need  to 
prove  that  his  doctor  is  no  good  — usually  lead  to 
strain.”  M.  Balint;  loc.  cit.;  P.  686. 

43.  "This  fact  explains  why  so  many  patients  re- 
gress to  surprisingly  childish  methods  in  their  relation 
to  their  doctor  or  doctors — e.g.,  to  complete  subordi- 
nation, or  swearing  blindly  by  the  doctor's  words; 
to  an  almost  crazy  rebelliousness,  ridiculing  and  be- 
littling anything  and  everything  that  the  doctor  pro- 
poses; or  to  a habit  of  playing  off  one  doctor  against 
the  other.  But  behind  their  unrealistic  attitude  is  al- 
ways the  gnawing  fear  and  the  abject  dependence.” 
M.  Blaint;  loc.  cit.;  P.  687. 

44.  "Patients  previously  resistant  to  mercurial  diu- 
retics may  regain  responsiveness  when  a relatively  in- 
effective course  of  acetazoleamide  Diamox  has  pro- 
duced hyperchloraemic  acidosis.  Better  therapeutic  re- 
sults seem  to  be  obtained  with  moderate  dosage  in 
patients  with  congestive  cardiac  failure  due  to  cor 
pulmonale;  a significant  clinical  diuretic  response 
may  ensue  in  about  half  of  such  patients.”  The  Lancet; 
loc.  cit.;  P.  707. 

415.  "Once  an  infusion  of  noradrenaline  has  been 
started,  it  should  not  be  terminated  abruptly,  since 
the  blood  pressure  may  then  fall.  This  is  because 
noradrenaline,  like  adrenaline,  depresses  the  transmis- 
sion through  the  sympathetic  ganglia  of  the  impulses 
which  maintain  vascular  tone,  and  before  the  infusion 
of  noradrenaline  is  finally  stopped  the  transmission 
must  be  given  time  to  recover.”  Brit.  Med.  Jour/2.; 
April  9,  1955;  P.  896. 

46.  ' ...  in  the  adrenal  medulla  there  are  separate 
cells  for  producing  adrenaline  and  noradrenaline 
and  these  are  innervated  by  separate  fibres  with  a 
different  hypothalamic  representation.”  loc.  cit.;  P. 
897. 

Treatable  Infections 

47.  "Treatable  or  non-fatal  infections  that  may 
mimic  miliary  tuberculosis  most  commonly  are  infec- 
tious mononucleosis,  viral  pneumonia,  brucellosis, 
subacute  bacterial  endocarditis,  and  typhoid  fever. 
The  commonest  non-infectious  diseases  which  clinical- 
ly resemble  miliary  tuberculosis  have  been,  in  our  ex- 
perience, sarcoidosis,  disseminated  lupus  erythemato- 
sus, malignant  disease  of  the  lymphoid  system,  and 
occasionally  disseminated  malignant  disease  of  other 
types.”  Edw.  H.  Kass;  Amer.  Practitioner ; May, 
1955;  P.  750. 

48.  "The  concensus  is  that  as  long  as  a patient  has 
detectable  polymorphonuclear  leukocytes  in  the  blood 
stream,  he  will  be  able  to  mobilize  an  adequate  local 
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inflammatory  response.  The  danger  of  intercurrent 
infection  seems  to  be  largely  limited  to  those  patients 
with  total  agranulocytosis.  As  with  all  such  general 
statements,  probably  exceptions  can  be  cited,  but  we 
have  followed  patients  who  maintained  levels  of  one 
to  300  granulocytes  per  cubic  millimeter  of  blood 
for  months  without  evidence  of  intercurrent  infec- 
tion, and  without  prophylactic  use  of  antibiotics.” 
Kass;  loc.  cit.;  P.  750. 

49.  "Hospital  officials,  like  mothers,  are  common- 
ly affected  in  an  adverse  way  when  children  cry  at 
the  time  of  their  parents’  visit.  These  officials  con- 
clude, because  children  who  most  of  the  time  while 
in  the  hospital  are  co-operative  and  well-behaved  are 
upset  by  the  parents’  visits,  that  such  visits  should  be 
forbidden.  Actually,  the  opposite  is  true:  the  ap- 
parently calm  child  is  calm  because  he  is  frightened, 
and  the  calm  child  who  cries  and  is  naughty  when 
his  parents  visit  does  so  because  he  feels  reassured  by 
their  presence.”  Brian  Bird;  Amer.  Practitioner ; May, 
1955;  P.  784. 

Adolescence 

.50.  "Adolescence  is  a time  of  dramatic  change, 
physical  and  mental.  The  teenager  is  neither  child 
nor  adult,  nor  is  he  partly  each.  Rather,  he  varies 
from  time  to  time  and  from  piece  to  piece.  Part  of 
him  is  adult,  part  is  child,  and  part  may  be  both. 
Then  a shift  will  occur  and  everything  is  reversed. 
Thus,  one  day  he  is  primarily  an  adult,  the  next  day 
a child,  the  next  he  is  in  between.”  Bird;  loc.  cit.; 
P.  786. 

,51.  "A  consequence  of  this  rapid  fluctuation,  as 
far  as  talking  is  concerned,  is  that  when  the  doctor 
talks  to  an  adolescent  as  he  would  an  adult,  he  pleases 
the  adult  in  him  but  hurts  the  child.  And  because 
it  cannot  be  predicted  which  part  of  him  or  on  which 
day  he  is  an  adult  and  which  a child,  the  possibilities 
for  confusion  are  many.  If  the  doctor  decides  to  ad- 
dress the  teen-ager  as  he  would  a child,  he  runs  into 
the  same  problem;  the  reaction  will  be  partly  pleasure, 
partly  insult  — he  pleases  the  child  in  him  but  hurts 
the  adult.  Thus,  literally  the  doctor  cannot  win.” 
Bird ; loc.  cit.;  P.  786. 

.52.  "He  can  anticipate  the  problem,  he  can  point 
out  to  the  patient  in  advance  the  difficulty  that  exists. 
He  can  say,  for  example,  "I  don’t  know  quite  how  to 
talk  to  people  your  age.  It  doesn’t  seem  fair  to  talk 
to  you  as  if  you  were  a child,  because  in  many  ways 
you  are  no  longer  a child.  But  if  I treat  you  com- 
pletely like  an  adult,  that  hardly  seems  fair,  either, 
because  there  are  still  many  things  about  adult  life 
you  don’t  know  and  can’t  be  expected  to  know.”  Bird; 
loc.  cit.;  P.  786. 

.53.  "A  common  error  in  talking  with  adolescents 
is  to  take  them  at  face  value.  There  is  no  face  value 
in  adolescence.  There  are  numerous  face  values,  and 
all  are  temporary,  all  are  being  tried  on  tentatively, 
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as  it  were,  for  size,  to  enable  the  adolescent  to  deter- 
mine what  it  is  he  really  wishes  to  be.  " Bird;  loc.  cit.; 
P.  786. 

54.  "The  doctor  should  not  fall  into  the  error  of 
regarding  an  adolescent  as  a man  and  assuming  that 
he  has  a man's  fortitude,  wisdom  and  control.  These 
are  attributes  to  which  the  adolescent  aspires,  which 
he  should  be  helped  to  attain;  but  because  he  says 
that  he  knows  his  way  around,  that  he  was  not  born 
yesterday,  and  that  he  knows  all  the  answers,  is  no 
reason  to  believe  him.  The  very  fact  he  says  these 
things  is  relative  proof  of  his  painful  ignorance.  His 
claim  to  knowledge  is  simply  part  of  his  adolescent 
need  to  deny  imperfection.”  Bird;  loc.  cit.;  P.  786. 

Inartioiilale  Mood 

55.  "Another  serious  difficulty  in  adolescence  is 
a kind  of  inarticulate  mood  that  comes  over  so  many 
young  people.  They  may  shrug  with  apparent  indif- 
ference or  grin  with  embarrassment  but  remain  silent. 
If  an  answer  comes,  it  may  be  "so-so"  to  everything." 
Bird;  loc.  cit.;  P.  786. 

56.  "Still  another  difficulty  is  the  changeability  in 
mood  of  an  adolescent.  The  first  time  a doctor  sees 
him,  an  adolescent  may  be  voluble,  enthusiastic, 
charming,  easy  to  talk  to.  The  next  time  he  is  ir- 
ritable, nothing  is  any  good,  and  he  has  nothing  to 
say.”  Bird;  loc.  cit.;  P.  786. 

57.  ' "An  all-important  aspect  of  adolescence,  and 
one  which  must  be  recognized  if  success  in  talking  is 
to  be  achieved,  is  that  all  problems  at  this  age  are 
connected  in  some  way  with  sexual  development.  In 
girls,  menstruation  is  a new  and  frightening  phenome- 
non, and  the  physical  changes,  especially  the  growth 
of  the  breasts,  awaken  strong  mixed  feelings.  A girl 
may  be  extremely  proud  of  her  womanly  development, 
but  equally  ashamed  of  it,  embarrassed,  and  even  dis- 
gusted. Thus,  when  a doctor  is  called  upon  to  examine 
and  to  treat  an  adolescent  girl,  he  can  be  sure  that 
whatever  illness  is  present  will  be  colored  and  en- 
hanced by  the  girl’s  feelings  about  her  maturing  sexu- 
ality." Bird;  loc.  cit.;  P.  787. 

.58.  "Because  there  is  nothing  that  is  absolutely 
right  to  tell  an  adolescent  about  masturbation,  the 
doctor  has  the  task  of  choosing  what  is  least  wrong 
to  tell  and  of  working  out  the  best  way  to  tell  it. 
A good  way  to  start  is  to  proceed  cautiously.”  Bird; 
loc.  cit.;  P.  787. 

.59.  "Regardless  of  the  doctor's  personal  or  profes- 
sional opinion  about  the  question  of  masturbation,  he 
is  wise  to  go  slow  either  in  condemning  or  in  con- 
doning the  practice.  No  matter  what  attitude  the 
doctor  is  ultimately  going  to  express  to  his  young 
patient,  it  is  always  best  ot  find  out  first  what  the  pa- 
tient himself  thinks  about  it.”  Bird;  loc.  cit.;  P.  787. 

60.  "Be  a little  careful  in  contradicting  flatly  the 
things  a boy  has  learned  about  sex  from  important 
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sources  — father,  minister,  books,  etc.  Better  to 
interpret  what  the  boy  says  he  has  been  told 
than  to  condemn  it  outright.  Remember  that  he  has 
no  more  reason  to  believe  a doctor  than  to  believe 
other  authorities.  Contradictions  are  often  harmful  in 
that  they  add  confusion  to  an  already  confused  mind.” 
Bird;  loc.  cit.;  P.  789. 

61.  "If  a truly  critical  study  were  made,  probably 
it  would  be  found  that  in  one  way  or  another  all 
parents  fall  down  somewhere  and  are  bad  for  their 
children ; but  often  such  bad  practices  can  be  neutral- 
ized by  the  positive  value  of  a warm,  supporting 
parental  relationship.”  Bird;  loc.  cit.;  P.  791. 

62.  "Likewise,  parents  think  that  they  caused  their 
child's  illness  by  being  bad  parents — that  somehow 
if  they  had  been  better  parents,  the  illness  would  not 
have  occurred,  and  because  it  did  occur,  they  must 
have  fallen  down  on  the  job  somewhere.  Tbis  is  a 
universal  belief,  and  withal  such  a harmful  one,  that 
it  is  decidely  worthw.hile  for  a doctor  to  watch  for  it, 
to  anticipate  it  and  to  help  parents  in  understanding 
it.  He  can  do  this  by  telling  them  that  he  knows  they 
must  feel  guilty,  that  parents  always  blame  themselves, 
and  he  can  end  up  by  reassuring  them  that  the  illness 
is  not  of  their  doing.”  Bird;  loc.  cit.;  P.  794. 

Haemolytic  Anaemia 

63.  It  is  being  increasingly  realized  that  auto- 
immune haemolytic  anaemia  may  not  infrequently  be 
symptomatic  of  some  underlying  systemic  disorder  af- 
fecting lymphoreticular  tissue  or  may  be  associated 
with  disorders  of  obscure  pathogenesis  such  as  DLL 
or  periarteritis  nodosa.  Indeed,  in  some  patients  the 
haemolytic  anaemia  has  dominated  the  clinical  picture, 
the  underlying  accompanying  disorder  only  manifest- 
ing itself  months  or  even  years  subsequently.”  J.  V. 
Dade;  The  Amer.  Journ.  of  Med.;  May;  1955;  P. 
812. 

64.  "The  outlook  in  acquired  haemolytic  anaemia 
of  the  auto-antibody  type  has  been  substantially  al- 
tered by  the  advent  of  ACTH  and  cortisone  and  there 
is  now  little  doubt  that  hormone  therapy  is  the  initial 
treatment  of  choice  for  any  patient  who  is  seriously 
ill.  However,  large  doses  may  have  to  be  given,  e.g., 
jn  adults  up  to  300  mg.  per  day  of  cortisone  orally, 
or  up  to  200  mg.  of  ACTH  or  the  equivalent  as 
ACTH  gel  in  divided  intramuscular  doses.  If  and 
when  the  patient  responds,  the  dosage  should  be  cut 
down  to  the  minimum  which  keeps  him  in  remission 
so  as  to  avoid  side  effects.  There  seems  no  point  in 
giving  very  large  doses  in  an  attempt  to  obtain  a 
normal  haemoglobin  concentration,  for  the  hormones 
are  probably  in  no  sense  a cure  for  the  disease.  The 
best  that  can  be  hoped  for  is  to  control  the  severity 
of  the  .haemolysis  and  to  maintain  the  patient  in  fair 
health  until  spontaneous  recovery  takes  place.  This 
may  necessitate  continuing  therapy  for  many  months 
or  possibly  even  years.”  Dade;  loc.  cit.;  P.  819. 
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Increasing  the  Sensitivity  of  the  L.  E.  Test 
By  Prolonged  Incubation 

By  Branch  Craige,  M.  D.,  and  Maynard  S.  Hart,  M.  D.,  El  Paso 


Through  an  oversight  on  the  part  of  one  of  us 
(B.  C.),  a tube  of  clotted  blood  being  incubated  for 
an  L.  E.  test  was  allowed  to  stay  in  the  incubator  for 
three  and  a half  hours  instead  of  the  customary  two. 
A positive  L.  E.  test  was  obtained  from  this  specimen, 
whereas  a previous  specimen  incubated  the  usual  two 
hours  had  been  negative. 

Suspecting  that  the  additional  incubation  time  may 
have  been  a factor  in  producing  a positive  result,  the 
authors  ran  two-hour  and  four-hour  L.  E.  tests  in  a 
small  series  of  patients  with  disseminated  lupus  and 
in  a group  of  controls. 

The  L.  E.  phenomenon  discovered  by  Hargraves, 
Richmond  and  Morton  in  1948  (1)  has  come  to  be 
accepted  as  presumptive  evidence  for  the  diagnosis 
of  disseminated  or  systemic  lupus  erythematosus.  (2) 

The  L.  E.  factor  occurs  in  the  gamma  globulin 
fraction  of  the  blood  of  patients  with  disseminated 
lupus  erythematosus.  The  L.  E.  phenomenon  consists 
of  the  lysis  of  nuclear  material  by  the  L.  E.  factor, 
the  phagocytosis  of  the  lysed  nuclear  material  by 
polymorphonuclear  leucocytes  and  the  clumping  of 
the  leucocytes  with  the  nuclear  material  in  the  form 
of  dusters  or  "rosettes”.  To  produce  the  phenomenon 
the  following  factors  are  necessary:  first  is  the  L.  E. 
factor  or  substance;  second  is  a source  of  nuclear 
material  to  be  lysed  by  the  L.  E.  factor;  third  is  a 
supply  of  viable  polymorphonuclear  leucocytes  to 
phagocytize  the  lysed  material  and  lastly  is  the  pas- 
sage of  time  to  allow  the  phenomenon  to  take  place. 

There  are  numerous  methods  of  performing  the 
L.  E.  test.  The  L.  E.  substance  may  be  present  as  pa- 
tient’s plasma,  (3,4)  gamma  globulin  (5)  whole 
blood  (6,7)  or  serous  exudate  (8,9).  It  may  be 
mixed  with  a source  of  leucocytes  as  bone  marrow, 
(3,10)  buffy  coat  (4,11),  or  normal  blood  (11)  ; 
by  utilizing  the  patients  own  leucocytes,  the  unmixed 
blood  may  be  used  either  dotted  (6,7)  or  with  an 
anticoagulant  (12).  The  resulting  mixture  or  the 
unmixed  whole  blood  is  incubated  before  smears 
are  made  (11,12,13).  However  according  to  Suksta 
and  Conley,  (12)  the  L.  E.  phenomenon  is  completed 
in  fifteen  to  thirty  minutes.  Zimmer  and  Hargraves 
(7)  observed  that  the  presence  of  blood  clot  increased 
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the  number  of  L.  E.  cells  produced  and  recommended 
two-hour  incubation  of  the  patient’s  unmixed  clotted 
blood  as  the  most  practical  way  of  performing  the 
test. 

Method 

The  patient's  untreated  freshly  clotted  venous  blood 
was  incubated  for  two  hours  at  37°  C.  The  excess 
serum  was  poured  off,  the  clot  fragmented  and  cover- 
slip  smears  made  from  the  now  bloody  remaining 
serum  (6).  The  tube  was  then  returned  to  the  in- 
cubator for  two  more  hours  and  smears  again  made 
in  the  same  manner.  Both  sets  of  smears  were  stained 
with  Wright’s  stain  and  searched  for  L.  E.  cells. 
Positive  L.  E.  cells  w^ere  confirmed  by  three  observers. 

Results 

In  several  instances  the  L.  E.  phenomenon  was 
demonstrated  by  four-hour  incubation  of  the  patient’s 
clotted  whole  blood  when  two-hour  incubation  had 
failed  to  produce  the  phenomenon.  (Table  I) 

A series  of  control  tests  in  patients  with  a variety 
of  other  diseases,  including  some  on  small  doses  of 
apresoline,  failed  to  produce  false-positive  results. 
(Table  II) 

Discussion 

In  some  patients  with  active  disseminated  lupus 
the  demonstration  of  the  L.  E.  phenomenon  can  be 
accomplished  with  ease.  In  other  patients,  or  even 
in  the  same  ones  at  different  stages  in  the  illness  or 
when  under  control  with  cortisone  or  corticotropin, 
the  rest  is  often  negative.  (4)  Presumably  in  such 
instances  the  quantity  of  the  L.  E.  factor  which  causes 
the  phenomenon  is  reduced  in  concentration.  Al- 
though a brief  period  may  be  adequate  when  this 
factor  is  abundant,  perhaps  a longer  period  of  incuba- 
tion serves  to  elicit  the  nuclear  degeneration,  phago- 
cytosis and  clumping  when  the  L.  E.  factor  is  scarce. 

Summary 

The  demonstration  of  the  L.  E.  phenomenon  in 
patients  with  disseminated  lupus  erythematosus  may 
sometimes  be  facilitated  by  longer  (four-hour)  in- 
cubation of  the  patient’s  clotted  peripheral  blood. 

SOUTHWESTERN  MEDICINE 


Tal)le  I 

Results  of  L.  E.  Tests  on  Ineiihated  Clotted 
Peripheral  Rlood  in  Patients  with  Dissemi- 
nated Lupus  Erythematosus 


Case 

Age 

Sex 

Date 

2Hr. 

4Hr. 

Cortisone 

1 

60 

F. 

6/19/53 

Negative 

No 

6/22/53 

Positive 

2 

31 

F. 

1/28/53 

Positive 

No 

8/6/53 

Negative 

Positive 

Yes 

9/22/53 

Negative 

Positive 

Yes 

11/19/53 

Negative 

Positive 

No 

3 

31 

F. 

4/?/53 

Positive’* 

No 

6/?/53 

Negative’* 

Yes 

10/?/53 

Negative’* 

Yes 

12/3/53 

Negative 

Negative 

No 

4 

27 

M. 

3/?/53 

Negative’* 

No 

3/?/53 

Negative’* 

Yes 

7/17/53 

Negative 

Positive 

Yes 

7/24/53 

Equivocal 

Positive 

Yes 

9/22/53 

Negative 

Positive 

Yes 

11/13/53 

Negative 

Positive 

Yes 

1/7/54 

Positive 

Positive 

Yes 

5 

42 

F. 

6/6/53 

Negative’* 

No 

2/10/54 

Negative’* 

No 

2/24/54 

Equivocal’* 

No 

2/25/54 

Negative 

Positive 

No 

* Test  performed  elsewhere  with  various  brief  mixing  techniques. 


Table  II 

Results  of  L.  E.  Tests  on  Inenhated  Clotte<l 
Peripheral  Rlood  in  Patients  with 
Various  Diseases 


Case 

Age 

Sex 

Diagnosis 

2Hr. 

4Hr. 

6 

37 

F. 

Post-irradiation, 

hyperthyroidism 

Neg. 

Neg. 

7 

63 

F. 

Rheumatoid  arthritis 
with  nephritis 

Neg. 

Neg. 

8 

23 

IVI. 

Chronic  discoid 
lupus  erythematosus 

Neg. 

Neg. 

9 

36 

F. 

Glomerulonephritis 

Neg. 

Neg. 

10 

30 

F. 

Chronic  discoid 
lupus  erythematosus 

Neg. 

Neg. 

11 

60 

F. 

Obesity,  hypertensive 
vascular  disease; 
apresoline  therapy 

Neg. 

Neg. 

12 

68 

F. 

Hypertensive  vascular 
disease;  apresoline 
therapy. 

Neg. 

Neg. 

13 

64 

M. 

Hypertensive  vascular 

Neg. 

Neg. 

disease,  chronic 
pyelonephritis; 
apresoline  therapy 
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CARBON  MONOXIDE  POISONING 

Carbon  Monoxide  Anoxia 
Intravenous  Administration  of  Procaine  Hydro- 
chloride In  The  Treatment  of  Acute 
And  Chronic  Effects 

A/i/yes,  E.  W\,  et  al.,  J.A.M.A.  142:1054.  1950 
Intravenous  administration  of  500  mg.  procaine  hy- 
drochloride in  500  cc.  of  5 per  cent  dextrose  solution 
at  the  rate  of  approximately  60  minims  per  minute 
was  responsible  for  rapid  improvement  in  17  of  23 
patients  overcome  by  carbon  monoxide  who  failed  to 
recover  spontaneously  after  being  removed  from  con- 
taminated atmosphere.  Age,  condition  of  the  arterial 
system,  previous  exposure  to  the  gas,  and  lapsed  time 
between  exposure  and  institution  of  therapy  are  factors 
which  influence  the  outcome  of  patients  affected  by 
carbon  monoxide  anoxia. 

College  of  Med.  Evangelists, 

U.  Southern  Cal.  School  of  Med.  & 

Los  Angeles  County  Hosp. 

BARBITURATE  POISONING 

Immediate  Treatment  of  Barbiturate 
Poisoning 

Use  Of  Electrostimulating  Therapy 
Rob/e,  T.  R.,  J.  Med.  Soc.  Neir  Jersey 
47:370.  1950 

Electrotherapy,  utilizing  a Reiter  CW-47  electrostim- 
ulator, was  successfully  employed  in  treatment  of  bar- 
biturate poisoning.  Initially,  two  to  three  milliamperes 
are  used,  the  current  being  increased  or  decreased  ac- 
cording to  the  patient’s  reactions.  When  spontaneous, 
restless  movement  occurs,  the  current  is  turned  off. 
Necessity  of  subsequent  brief  electrotherapy  is  deter- 
mined by  the  degree  of  consciousness  of  the  patient. 
The  rapidity  with  which  such  patients  recover  is  ob- 
viously of  decided  advantage. 

Clinical  (Jii)pings,  November,  1950. 

ASTHMA 

Oral  Procaine  Hydrochloride  Therapy  In  Asthma 
Schapiro.  yVl.  M.  & Sadove,  /VE.  Ann.  Allergy 
8:85,  1950 

The  patient,  an  18-year-old  girl  with  intractable  asth- 
ma, failed  to  respond  to  accepted  forms  of  treatment. 
Parenteral  procaine  therapy  was  precluded  hy  sensi- 
tivity to  the  agent  as  determined  by  intracutaneous 
test.  Dramatic  relief  followed  administration  of  pro- 
caine hydrochloride  orally.  The  patient  has  remained 
symptom-free  for  approximately  twelve  months,  being 
maintained  on  an  oral  dosage  of  25  gr.  procaine  hy- 
drochloride given  before  arising  and  12l/o  gr.  before 
retiring.  A total  of  1 5,000  gr.  procaine  has  been  taken 
by  the  patient  without  demonstrable  untoward  effects. 
American  Hosp.,  Chicago 
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MEETINGS 


Dr.  Roll  is  Brainard  of  Tucson  Is  Elected  President  of  Southwest 
Obstetrical  and  Gynecological  Society 


Dr.  Hollis  Brainard  of  Tucson,  Arizona,  was  elect- 
ed president  of  the  Southwest  Obstetrical  and  Gyne- 
cological Society  at  the  organization’s  fifth  annual 
meeting  in  El  Paso,  Texas,  October  28  and  29,  a 
meeting  that  was  marked  by  stimulating  speakers  and 
informative  discussion,  excellent  attendance,  and  a 
healthy  exchange  of  opinions  and  facts  between  mem- 
bers of  the  Society  from  the  far-flung  area  between 
Southern  California  and  West  Texas. 

Other  officers  elected 
were  Dr.  Jesse  A.  Rust  of 
San  Diego,  president-elect; 

Dr.  Louis  A.  McRae  of  Al- 
buquerque, vice-president; 

Dr.  Raymond  Jennett  of 
Phoenix,  treasurer,  and 
Dr.  Zeph  B.  Campbell  of 
Phoenix,  secretary.  Dr. 

Celso  C.  Stapp  of  El  Paso 
was  the  retiring  president. 

Members  elected  to  the 
Council  Group  B were  Dr. 

Charles  J.  Newcomb,  Tuc- 
son; Dr.  Gilbert  S.  Har- 
die,  San  Diego ; Dr.  Hobert 
Kelly,  Riverside,  Calif.; 

Dr.  Paul  O.  Wiig,  Reno, 

Nev. ; Dr.  R.  V.  Seligman, 

Albuquerque ; and  Dr.  Jack 
R.  Bostwick,  Brawley, 

Calif. 

Members  of  the  Council 
Group  A will  continue  in 
office.  They  are  Dr.  Le- 
Roy  Bowers,  Las  Cruces, 

N.  M. ; Dr.  Gray  E.  Car- 
penter, El  Paso;  Dr.  D. 

Dalton  Deeds,  San  Diego ; 

Dr.  Robert  L.  Moore, 

Phoenix ; and  Dr.  Thomas  C.  Rowley,  Mesa,  Arizona. 

Speakers 

Speakers  at  the  meeting  were  Dr.  Arthur  T.  Hertig, 
Shattuck  Professor  of  Pathological  Anatomy  and  Pro- 
fessor of  Pathology  at  the  Harvard  Medical  School ; 
Dr.  Carl  T.  Javert,  Associate  Professor  of  Obstetrics 
and  Gynecology  at  Cornell  University  Medical  Col- 
lege ; Dr.  Richard  Torpin,  Chairman  of  the  Depart- 
ment of  Obstetrics  and  Gynecology  at  the  Medical 
College  of  Georgia;  Dr.  Louis  W.  Breck  of  El  Paso; 
and  Dr.  Robert  F.  Boverie  of  El  Paso. 

Dr.  Brainard,  the  new  president,  was  born  in  Cedar 
Bluffs,  Neb.,  and  received  his  B.  S.  from  Midland 
College,  Eremont,  Neb.,  and  his  M.  D.  from  the 
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University  of  Nebraska  Medical  School.  He  interned 
at  Kings  College  Hospital  in  Brooklyn,  N.  Y.,  and 
took  his  residency  in  the  Long  Island  College  Hospi- 
tal in  Brooklyn  and  in  Kings  County  Hospital. 

He  began  the  practice  of  medicine  in  Little  Falls, 
N.  Y.,  where  he  remained  for  one  year,  and  then 
moved  to  Tucson  in  1941.  He  served  for  four  years 
in  the  Army  Medical  Corps,  with  22  months  in  the 
European  Theater,  emerging  from  the  service  with 
the  rank  of  captain.  He  re- 
turned to  Tucson  follow- 
ing the  war. 

Dr.  Brainard  is  president 
of  the  Arizona  Chapter  of 
the  American  College  of 
Surgeons  and  is  a Diplo- 
mate  of  the  American 
Board  of  Obstetrics  and 
Gynecology.  He  is  a past 
president  of  the  Tucson 
Obstetrical  and  Gynecolog- 
ical Society.  He  is  married 
and  has  two  daughters. 

The  Society  will  hold  its 
1956  meeting  in  Tucson. 
Dates  for  the  convention 
have  not  yet  been  deter- 
mined. 

Official  Publication 

At  its  business  meeting, 
the  Society  voted  to  make 
Southwestern  Medicine  its 
official  publication.  South- 
western Medicine,  which  is 
also  the  official  journal  of 
the  Southwestern  Medical 
Association  and  the  El  Pa- 
so County  Medical  Society, 
is  distributed  to  physicians  in  a large  part  of  the  geo- 
graphical area  covered  by  the  Southwest  Obstetrical 
and  Gynecological  Society  and  it  was  the  concensus 
of  opinion  that  the  rapidly  growing  regional  journal 
would  serve  as  an  excellent  medium  for  the  exchange 
of  scientific  material  by  members  of  the  Society.  It 
was  also  felt  that  recognition  of  Southwestern  Med- 
icine by  the  Society  and  the  contribution  of  scientific 
material  to  it  by  the  society’s  members  would  prove 
of  value  to  the  journal  in  serving  the  general  practi- 
tioner in  the  Southwest. 

Southwestern  Medicine  is  distributed  to  physicians 
in  "West  Texas,  New  Mexico,  Arizona  and  Northern 
(Continued  on  Page  610) 
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Special  picture  ^epctt 

FIFTH  ANNUAL  MEETING 

SOUTHWEST  OBSTETRICAL  AND  GYNECOLOGICAL  SOCIETY 

EL  PASO.  TEXAS 

A^eic  Officers  Elected  For  1955-56  At  Convention 


New  Officers  — New  officers  of  the  South- 
west Obstetrical  and  Gynecological  Society,  elected 
at  its  fifth  annual  meeting  in  El  Paso,  October  28 
and  29,  are:  president.  Dr.  Hollis  H.  Brainard, 
Tucson  (center)  ; president-elect.  Dr.  Jesse  A.  Rust, 
San  Diego  (second  from  right)  ; vice-president.  Dr. 
Louis  A.  McRae,  Jr.,  Albuquerque  (second  from 
left)  ; and  secretary.  Dr.  Zeph  B.  Campbell,  Phoenix 
(extreme  right).  Dr.  Celso  C.  Stapp,  El  Paso,  re- 
tiring president,  is  on  the  extreme  left.  Dr.  Raymond 
J.  Jennett,  Phoenix,  was  re-elected  treasurer  but  was 
not  present  for  the  photograph. 


GUEST  SPEAKERS: 


Five  guest  speakers,  including  three  from  leading  medical 
schools  in  the  United  States,  appeared  during  the  scientific  sessions 
of  the  meeting.  At  the  upper  left  Dr.  Richard  Torpin  (left) 
chairman  of  the  department  of  obstetrics  and  gynecology  at  Georgia 
Medical  College,  discussed  his  exhibit  with  Dr,  Ray  C.  Bitterlich 
of  Albuquerque.  Shown  at  upper  right  is  Dr.  Arthur  T.  Hertig 
(left)  Shattuck  professor  of  pathological  anatomy  and  professor  of 
pathology  at  the  Harvard  Medical  School,  with  Dr.  Bernard 
Hark  of  La  Jolla,  Calif.  Dr.  Carl  T.  Javert,  associate  professor 
of  obstetrics  and  gynecology  at  Cornell  University  Medical  College, 
is  shown  in  the  picture  at  right  speaking  to  Dr.  Robert  P.  O’Don- 
nell (left)  of  Las  Vegas,  Nev.  Other  speakers  were  Dr.  Louis 
W.  Breck  and  Dr.  Robert  F.  Boverie,  both  of  El  Paso. 


The  registration  desk  was  a busy  place  throughout  the  meeting. 
At  left  Mrs.  Clement  Boehler  of  El  Paso,  was  on  hand  to 
register  Dr.  F.  W.  Parker  of  Gallup,  N.  M.  and  Dr.  Don 
Nelson  of  Safford,  Ariz.,  while  Dr.  Celso  C.  Stapp  of  El  Paso, 


president,  (back  to  the  camera)  looked  on.  In  the  picture  at 
right  Dr.  Max  Costin  of  Tucson  (left  to  right)  discusses  a 
point  with  Dr.  R.  V.  Seligman  of  Albuquerque  and  Dr.  Louis 
A.  McRae,  Jr.,  of  Albuquerque. 


mk 
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Between  sessions,  at  the  upper  left,  are  gathered  (left  to  right) 
Dr.  Gilbert  Landis  of  El  Paso,  Dr.  Myron  Gordon  of  the  U.  S. 
Naval  Hospital  at  San  Diego,  Dr.  G.  Calvin  Williamson  of 
Yuma,  Ariz.,  and  Dr.  E.  R.  Powell  of  Fallbrook,  Calif.  In 
picture  at  upper  right,  Dr.  Raymond  J.  Jennett  (left),  re-elected 
treasurer,  is  congratulated  by  Dr.  Gray  E.  Carpenter  of  El  Paso. 
At  lower  left.  Dr.  Preston  T.  Brown  of  Phoenix  (left),  a past- 


president  of  the  society,  and  Dr.  Louis  W.  Breck  of  El  Paso, 
one  of  the  guest  speakers,  are  in  a jovial  mood.  In  the  lower 
middle  picture  two  Phoenix  physicians.  Dr.  F.  R.  Rabe  (left) 
and  Dr.  Edward  Sattenspiel,  meet  Dr.  H.  L.  Smith  of  Ros- 
well, N.  M.  At  lower  right  taking  a breather  between  scientific 
sessions  is  Dr.  Robert  F.  Boverie  of  El  Paso,  one  of  the 
guest  speakers. 


There  was  ample  opportunity  to  chat  after  sessions.  At  upper 
left,  points  of  interest  in  El  Paso  and  Juarez  are  discussed  by 
(left  to  right)  Mrs.  LeRov  J.  Bowers  of  Las  Cruces,  N.  M., 
Mrs.  H.  S.  Rhu  of  Tucson,  Mrs.  George  A.  Hart  of  Albuquerque 
and  Mrs.  L.  S.  Sprague  of  Tucson.  Upper  right,  Dr.  and  Mrs. 
Henry  R.  Hyslop  of  Roswell,  N.  M.  (left)  are  shown  with  Mrs. 


Max  Costin  of  Tucson  and  Mrs.  George  Fraser  of  Tucson. 
At  the  lower  left  are  Mrs.  Delbert  Williams  of  San  Bernardino, 
Calif.,  with  Dr.  Joseph  Galatzan  of  El  Paso  at  the  dinner  dance. 
Meeting  in  a corner  at  the  lower  right  are  (left  to  right)  Dr. 
Donovan  Johnson  of  Riverside,  Calif.,  with  Dr.  and  Mrs. 
M.  A.  Tanny  of  Albuquerque. 


The  camera  caught:  i 

1.  Mrs.  Jack  Bostwick  of  Brawley,  Calif.;  Mrs.  John  Gunning  f 

of  El  Centro,  Calif.;  Mrs.  James  S.  Shortle  and  Mrs.  R.  V.  [ 

Seligman  of  Albuquerque.  j 

2.  Mrs.  Preston  Brown  and  Mrs.  Charles  E.  Van  Epps  of  | 

Phoenix  with  Dr.  Buster  McGee  of  San  Diego,  a past  j 

president  of  the  Society.  ^ 

3.  Dr.  Robert  J.  Cardwell  of  El  Paso  with  Mrs.  Arthur  T.  < 

Hertig,  wife  of  one  of  the  guest  speakers.  | 

4.  Mrs.  C.  T.  Franklin  of  San  Diego,  Dr.  J.  T.  Fahey  of  San  | 

Diego  and  Mrs.  E.  Sattenspiel  of  Phoenix.  j‘. 

5.  Mrs.  Joseph  Galatzan,  Mrs.  Robert  Boverie  and  Dr.  Jesson  I: 

L.  Stowe,  all  of  El  Paso.  5 

6.  Mrs.  Jesse  A.  Rust  of  San  Diego  (right)  with  Dr.  and  Mrs.  ,1 

Robert  D.  Cloyes  of  Lamesa,  Calif.  § 


1.  California  goes  Texas  as  Dr.  Charles  Franklin  of  San 
Diego  (left)  and  Dr.  Robert  D.  Cloyes  of  Lamesa,  Calif., 
try  on  Texas-size  sombreros. 

2.  Enjoying  a brief  visit  at  one  of  the  luncheon  meeetings 
are  Dr.  Charles  E.  Galt,  Jr.,  (left)  of  Carlsbad,  N.  M., 
and  Dr.  George  A.  Hart  of  Albuquerque. 

3.  Dr.  T.  O.  Rowley  of  Mesa,  Ariz.,  tries  his  hand  at  the 
camera  during  the  convention.  Dr.  F.  E.  Wiggens,  Jr., 
of  San  Bernardino,  Calif.,  is  on  the  right. 

4.  Dr.  H.  S.  Rhu,  Jr.,  of  Tucson  (left)  greets  Dr.  A.  T. 
Roskos  of  San  Diego.  Dr.  Rhu  is  chairman  of  arrange- 
ments for  the  District  8 meeting  of  the  American  Academy 
of  Obstetrics  and  Gynecology  in  Tucson,  April  9-11. 


5.  Exchanging  points  of  view  are  Dr.  Carl  T.  Javert  (right), 
one  of  the  guest  speakers,  and  Dr.  Clement  C.  Boehler 
of  El  Paso. 

6.  Dr.  Erich  Spier  (left)  of  El  Paso  and  Dr.  LeRoy  J. 
Bowers  of  Las  Cruces,  N.  M.,  compare  notes  between 
scientific  sessions. 

7.  Dr.  Norman  E.  Marsh  of  San  Bernardino,  Calif.,  leaves 
a note  at  the  registration  desk  with  Miss  Betty  Anderson 
of  the  El  Paso  Chamber  of  Commerce. 


Occupational  Medicine,  Yesterday,  Today  and  Tomorrow"^' 

By  Jerome  W.  Shilling,  M.D.,  Los  Angeles 


It  is  said  there  is  nothing  new  under  the  sun,  and 
it  can  be  further  stated  that  such  holds  true  for  Oc- 
cupational Medicine. 

Hypocrates  — 460-370  B.C.  — recognized,  de- 
scribed and  treated  lead  poisoning.  Ramazzini,  the 
Patron  Saint  of  Industrial  Medicine,  studied,  described 
and  instituted  preventive  measures  concerning  oc- 
cupational exposures.  He  admonished  all  physicians 
to  ask,  "Of  what  trade  are  you?"  Recognition  and 
acclaim  by  his  confreres,  and  by  tradesmen  as  well, 
was  genuine  and  widespread,  and  at  the  time  of  his 
death  in  1714,  he  left  a monument  worthy  and  en- 
during. Were  Ramazzini  to  be  asked  to  adopt  a 
favorite  daughter  two  centuries  later,  we  are  all 
sure  it  would  be  Dr.  Alice  Hamilton,  who  in  a 
similar  manner  as  our  Patron  Saint,  attacked  the 
problem  of  exposures  and  industrial  health  at  the 
"grass  roots.” 

In  these  United  States,  the  first  industrial  work 
place  was  a glass  bottle  factory,  Jamestown,  Va., 
1607.  The  first  article  published  on  Industrial  Med- 
icine was  "On  the  Influence  of  Trades,  Professions 
and  Occupations  in  the  United  States  in  the  Produc- 
tion of  Disease,  1837”^. 

Gurmaiiy  First 

In  Germany,  Bismark  in  1884,  introduced  the 
first  Industrial  Insurance  Act  and  shortly  thereafter 
during  the  same  period,  Switzerland  likewise  fol- 
lowed. The  railroad  surgeon  came  into  being  in 
about  1870.  In  general,  their  duties  were  twofold: 
To  treat  the  multiplicity  of  injuries  and  to  attest 
as  to  the  physical  fitness  of  those  who  were  to  operate 
the  trains.  The  Pennsylvania  Steel  Company  appointed 
the  first  Plant  Surgeon,  Dr.  Wm.  J.  Middleton  in 
1884.  The  Vermont  Marble  Company  in  1895  w;is 
the  first  to  employ  an  industrial  nurse. 

Most  States  inacted  compensation  laws  during  the 
second  decade  of  this  century  and  others  followed 
soon  after.  There  has  been  considerable  difference 
in  one  State  as  compared  to  the  other.  However, 
with  the  lapse  of  time  this  breach,  particularly  in 
respect  to  interpretation,  is  gradually  closing.  In 
basic  intent  and  purpose  all  are  on  common  ground. 
With  the  occasional  exception  these  statutes  are  as 
originally  inacted,  however,  in  instances  their  judicial 
interpretation  has  varied  or  changed  considerably, 
possibly  resulting  in  circumventing  their  original 
broad  overall  intent  and  purpose. 

Modern  Industry 

With  World  War  I came  modern  industry  with 
which  we  are  familiar  today;  new  machines,  materials, 
processes  and  products.  We  faced  side-by-side  new 
hazards;  mechanical,  gases,  solvents,  dusts  and  metals. 

* This  is  the  first  of  a series  of  three  Articles  on  Occupational 
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At  about  that  time  the  safety  engineer,  industrial  hy- 
gienist and  industrial  toxicologist  as  we  know  him 
today  was  born.  This  triad,  working  hand  in  hand, 
face,  solve  and  will  continue  to  master  a challenge 
which  is  dynamic  rather  than  static. 

During  the  early  and  adolescent  period  of  Indus- 
trial Medicine,  there  were  connotations  not  of  savory 
nature.  The  "company  doctor",  and  in  instances 
with  reason,  was  looked  upon  as  one  who  did  not 
have  sufficient  ability  to  survive  in  the  open  field 
of  private  practice.  Too  often  his  interests  were  in 
treatment  only.  Waiting  for  an  accident  and  then 
treating  the  injured  as  best  he  was  able.  Frequently 
alluded  to  as  a "finger  wrapper."  Little  or  no  effort 
was  spent  on  safety  prevention,  placement,  diagnosis, 
or  in  short,  studying  or  evaluating  the  man  and  his 
environment  as  a whole.  Fortunately  and  of  necessity, 
such  an  approach  is  the  rare  exception  rather  than 
the  rule  today. 

Railroad  Surgeons 

The  American  Association  of  Railroad  Surgeons 
founded  in  1888  recently  held  its  66th  Annual  Meet- 
ing. As  indicated,  the  early  railroad  surgeon  was 
chiefly  concerned  with  wrecks,  emergencies  and  in- 
juries. His  environment,  stature,  training,  tools  with 
which  to  work,  concept  and  endeavors  are  a far  cry 
from  that  of  his  forebears. 

With  the  elapse  of  time,  industry  is  recognizing 
more  and  more  the  practical  necessity  of  the  best 
and  most  complete  Industrial  Health  Program  as  an 
essential  to  survival.  The  doctor,  nurse,  industrial  hy- 
gienist, toxicologist,  labor  and  management  are  be- 
coming more  and  more  a functioning  team.  This 
metamorphis  is  resulting  in  a horizon  more  broad' 
and  deep. 

Industrial  Fliysicians 

The  American  Association  of  Industrial  Physicians 
and  Surgeons  (since  April,  1951,  Industrial  Medical 
Association)  was  organized  in  1915.  Although  in 
the  earlier  days  the  emphasis  was  on  surgery  of 
trauma,  the  purpose  being,  then  and  now,  to  raise 
the  standards  of  Industrial  Medicine.  The  first  An- 
nual Meeting  was  held  in  Detroit,  June  9,  1916, 
with  125  industrial  physicians  in  attendance.  The 
39th  Annual  Meeting  was  held  in  Chicago,  April 
24-30,  1954.  The  meeting  was  in  conjunction  and 
participation  with  the  Annual  Health  Conference, 
composed  of  Industrial  Medical  Association,  Ameri- 
can Industrial  Hygiene  Association,  American  Con- 
ference of  Governmental  Industrial  Hygienists,  Amer- 
ican Association  of  Industrial  Nurses,  Inc.,  and 
American  Association  of  Industrial  Dentists.  At  this 
last  conference  there  were  674  Industrial  Medical 
Association  members  registered  and  a total  registra- 
tion of  2392.  This  annual  convention  or  conference 
should  be  considered  as  nothing  less  than  a "refresher 
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course”  or  a post  graduate  institute  of  training.  The 
theme  of  the  39th  Annual  Meeting,  and  so  planned 
for  the  1955  Meeting  in  Buffalo,  was  and  is  to  be 
"Management,  Medical,  and  Labor  Relations.”  For 
any  of  you  here  who  may  be  sufficiently  inter- 
ested, there  are  available  reprints  of  many  of  the 
papers  presented.  However,  most  of  these  papers 
have  appeared  in  subsequent  issues  of  Industrial  Med- 
icine and  Surgery.  The  total  membership  in  the 
Industrial  Medical  Association  in  1916  was  150 
compared  to  2800  in  1954. 

Industrial  Medicine 

On  October  5,  1932  appeared  the  first  issue  of 
Industrial  Medicine  and  Surgery,  which  has  since 
become  the  official  publication  of  the  Industrial 
Medical  Association.  The  21st  Anniversary  Issue 
of  October,  1953,  should  be  a "must”  in  the  library 
of  the  physician,  management,  labor,  attorney,  or  any 
others  directly  or  indirectly  involved  in  industry. 
Currently  there  are  a score  or  more  of  periodicals 
pertaining  to  Industrial  Medicine,  Hygiene,  Toxicolo- 
gy, and  Safety,  with  additional  impetus  created  by 
the  many  contributions  in  the  "Journal  of  American 
Medical  Association.”  Added  to  the  above,  there 
are  many  other  contributions  by  various  state  and 
labor  agencies. 

In  1926,  the  American  College  of  Surgeons  ap- 
pointed its  Committee  on  Industrial  Medicine  and 
Traumatic  Surgery,  and  adopted  the  minimum  stan- 
dards for  medical  service  in  industry.  Surveys  of 
industries  were  later  carried  out  and  those  meeting 
the  minimum  standards  were  so  recognized  and 
awarded  a certificate  of  approval. 

Industrial  Health 

In  1937  the  American  Medical  Association  created 
the  Council  on  Industrial  Health,  the  goal  being  to 
coordinate  all  medical  efforts  in  the  industrial  field. 
In  1939,  the  Council  sponsored  its  first  Annual  Con- 
gress on  Industrial  Health,  the  most  recent  meeting 
being  the  I4th  was  held  in  Louisville,  Kentucky, 
February  23-24,  1954.  Of  the  300  participants,  there 
was  a large  representation  from  state  and  county 
associations.  One  of  the  major  enterprises  being, 
education  of  the  general  medical  profession  in  the 
significance  of  Occupational  Health  in  an  obviously 
increasing  industrial  culture  in  the  United  States  and 
Canada.  Definition,  scope  and  general  relations  of 
the  physician,  employer,  employee,  nurse,  consultant, 
health  agencies,  workmen’s  compensation,  rehabilita- 
tion agencies,  and  medical  organizations  have  recent- 
ly been  published.  Guiding  principles  for  physicians, 
medical  organizations  and  others  interested  in  med- 
ical service  and  relations  are  included?. 

In  June,  1945,  the  American  Foundation  of  Oc- 
cupational Health  (now  Occupational  Health  Insti- 
tute) was  organized.  It  was  conceived  as  an  instru- 
ment to  improve  teaching  of  Occupational  Medicine. 
Survey  and  certification  of  industrial  medical  services 
was  included  later.  (The  latter  was  turned  over  to 
the  Industrial  Medical  Association  in  1951  by  the 
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American  College  of  Surgeons  who  had  conducted 
the  program  since  1932.)  To  afford  counsel  to  physi- 
cians, management,  or  any  other  group  or  individual 
involved  or  interested  is  included  in  the  broad  overall 
endeavors  of  the  Occupational  Health  Institute. 

Brief  Summary 

The  foregoing  is  an  incomplete  brief  summary  of 
Industrial  Medicine  of  yesterday  and  up  to  the  pre- 
sent. 

In  considering  Occupational  Medicine  today,  we 
think  first  in  terms  of  definition,  objectives,  purposes 
and  at  the  same  time  at  least  a glimpse  into  the  future. 
The  terms,  company  doctor,  industrial  physician,  chief 
surgeon,  private  practitioner,  medical  director,  in- 
dustrial medicine,  industrial  surgery,  a combination 
of  both  the  latter,  and  Occupational  Medicine  comes 
to  mind. 

Environmental  Medicine 

With  the  term  Environmental  Medicine,  Johnstone 
takes  one  more  step  forward.  Johnstone,  R.  T.  ® 
states;  "Industrial  Medicine  contends  that  we  must 
cease  looking  upon  the  working  man  as  an  eight- 
hour-a-day  problem,  in  which  only  his  occupational 
environment  is  of  concern.  No  longer  can  the  in- 
dustrial laborer  be  classified  as  a mechanical  com- 
ponent of  the  machinery  of  industry.  We  have  real- 
ized that  the  worker  is  a member  of  society,  whose 
working,  playing,  and  living  is  a twenty-four  .hour 
problem.  Such  a concept  entails  consideration  of  his 
faculties,  his  capacities  as  well  as  his  deficiencies. 
It  includes  a program  which  will  safeguard  his  hear- 
ing, his  vision,  his  nutrition,  his  skills,  aptitudes, 
experience,  intelligence,  and  emotions.  Man’s  work 
is  related  to  his  home,  his  social  environment,  his 
philosophy,  his  economies,  and  his  happiness.  Ad- 
justment of  these  relationships  in  the  largest  segment 
of  our  adult  population  can  be  achieved  by  utilizing 
the  facilities  which  industrial  medicine  has  to  offer.” 
Man  lives  I68  hours  each  week  and  is  on  the  job 
an  average  of  40  hours  or  one  fourth  of  the  time. 

PrevenHioii  and  Maintenance 

In  addition  to  treatment  of  industrial  trauma  and 
occupational  disease,  the  broader  scope,  namely  that 
of  prevention  and  maintenance,  is  at  the  forefront. 
In  fact  in  a properly  conceived  industrial  medical 
department  of  today,  actual  treatment  of  occupational 
injury  or  disease  is  by  far  the  smaller  fraction  of  the 
total  endeavor.  These  endeavors  among  others  are 
directed  at  environment,  placement,  health  education, 
employee  counseling,  rehabilitations,  expanded  use 
of  consultants,  medical  public  relations,  liaison  and 
rapport  in  respect  to  physician,  employer  and  manage- 
ment. 

One  may  ask,  why  is  a paper  such  as  this  read  in 
El  Paso,  Texas?  In  considering  this  vast  area  serviced 
by  members  of  your  association,  the  uninformed  may 
go  no  farther  and  without  complete  analysis,  think 
only  in  terms  of  "the  wide  open  spaces.”  I remind 
you  of  the  fact  that  now  stand  plants  manufacturing 


SOUTHWESTERN  MEDICINE 


everything  from  buttons  to  bombs  on  ground  where 
less  than  a decade  ago  stood  the  farmers’  fields, 
grazing  acerage,  wastelands,  and  the  like.  Such  a 
shift  is  not  occurring  without  reason.  The  major 
factors  in  this  movement  are:  (1)  Availability  and 
price  of  property.  (2)  Improved  transportation  and 
communication  facilities  making  sudi  a change  pos- 
sible and  practical.  (3)  Realization  of  added  man 
power  from  a reservoir  not  heretofore  fully  utilized. 
(4)  Favorable  effect  on  traffic  movement  and  con- 
gestion. (5)  Last  and  not  least,  decentralization  is 
an  appreciable  consideration  in  our  National  Defense 
program. 

New  Fiel<ls 

Aside  from  manufacturing;  mining,  lumbering, 
and  agriculture  have  been  carried  on  on  a major  scale 
in  this  region.  Agriculture  of  today  is  not  confined 
to  the  sowing  of  seeds,  walking  behind  the  plow,  and 
harvesting  of  crops,  as  in  the  past.  The  modern  farmer 
is  a mechanic  working  with  both  small  and  large 
machinery.  Exposure  to  toxic  materials  compounded 
in  various  pest  exterminators  is  all  but  a daily  oc- 
currence in  this  occupation. 

It  is  not  necessary  to  remind  this  group  that  the 
population  of  the  Southwest  has  more  than  tripled 
since  the  turn  of  the  century,  and  that  the  outlook 
is  for  materially  greater  expansion  during  future  de- 
cades. It  further  holds  that  such  a population  is  not 
sustained  by  mining,  lumbering,  and  agriculture, 
which  in  turn  spells  further  spread  of  manufacturing 
without  limit. 

Major  Role 

The  private  physician,  and  in  particular  the  general 
practitioner,  has  and  will  continue  to  play  a major 
role  in  Industrial  Health  in  detail  and  in  scope.  In 
fact,  the  private  physician  is  no  less  than  the  backbone 
of  Industrial  Medicine.  At  the  close  of  1953,  218,522 
physicians  were  licensed  to  practice  in  the  United 
States'^.  Of  these  156,333  were  in  private  practice. 
The  remaining  62,189  comprise  23,707  full  time 
physicians  in  government  service,  assignments  in  re- 
search, teaching,  insurance,  health  departments,  and 
industry.  Interns,  residents,  hospital  administrators, 
and  those  retired,  account  for  the  remaining  38,482. 

Although  this  problem  is  gradually  resolving,  there 
is  an  element  ol  confusion  in  the  minds  of  both  the 
private  practitioner  and  the  physician  in  industry  re- 
garding the  proper  role  of  the  industrial  medical  de- 
partment. 

In  discussing  the  private  practitioner,  we  consider 
at  least  two  groups;  Those  who  see  few  or  no  oc- 
cupationally connected  cases,  and  the  group  that 
cares  for  a number  of  industrial  cases  as  a part  of 
their  general  medical  practice.  The  purpose  and  aim 
in  either  group  is  basically  the  same;  that  is  doing 
what  is  best  for  the  patient.  There  is  no  divergence 
in  purpose  in  the  in-plant  physician  and  the  personal 
physician. 

The  industrial  physician  is  complementary,  and  not 
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in  any  manner,  in  a supplementary  position  in  rela- 
tion to  private  practice. 

Cast*  F’iiuHiig  Projefis 

It  may  be  unnecessary  to  remind  you  of  the  case 
finding  projects  carried  on  in  industrial  medical  or- 
ganizations, including  detection  of  neoplasms,  di- 
sease of  the  metabolism,  tuberculosis,  cardiorenal 
disease,  arthritis  and  the  like.  The  industrial  physi- 
cian is  particularly  concerned  with  prevention  and 
diagnosis  while  his  confreres,  the  private  practitioners, 
are  particularly  concerned  with  diagnosis  and  treat- 
ment. In  acute  nonoccupational  illness  and  injury, 
the  industrial  physician  confines  his  endeavors  to 
diagnosis,  first  aid,  and  emergency  measures  when 
necessary;  and  when  indicated,  refers  the  individual 
to  his  personal  physician  for  definitive  procedures. 
It  is  estimated  that,  in  both  acute  and  chronic  cases, 
industrial  medical  services  refer  annually  better  than 
one  employee  for  each  employee  cn  the  payroll  to 
the  individual's  chosen  personal  physician. 

Rasic  Triad 

The  basic  triad  of  any  industry  is,  good  machines, 
the  best  of  materials,  and  efficient  labor.  Without 
the  latter,  industry  must  and  will  fail.  If  experience 
of  the  worst  plants  were  brought  up  to  the  experience 
of  the  best  plants,  the  improvement  would  be  real  and 
far-reaching.  The  industrial  physician  is  keenly  con- 
cerned and  directs  his  efforts  to  holding  or  raising 
the  human  functional  element  to  as  high  a level  as 
is  possible.  With  an  average  of  $12,800  investment 
per  worker,  and  an  average  wage  of  $67.97  a week, 
the  wisdom  of  this  effort  becomes  c]uite  apparent. 
Management  is  becoming  as  much  or  more  concerned 
over  the  performance  ability  of  man  as  that  of  ma- 
chine; and  further,  management  by  necessity  and 
demand,  is  interested  in  and  must  produce  the  best 
product  or  perform  the  best  service  in  a sound  and 
economical  manner.  Another  time  worn  formula: 
Man  = lob;  must  amend  to  read:  Man  plus  health  = 
Job.  Man  plus  some  health  = Some  job.  Man  plus 
no  health  = No  job. 

15  Million  Exposed 

Approximately  66  million  people  are  employed 
in  these  United  States  of  which  15  million  are  ex- 
posed to  hazardous  substances.  Johnstone,  R.  T.  ^ 
states;  "Excluding  the  child,  the  elderly,  and  the 
infirm,  most  all  are  workers  in  the  factory,  field,  of- 
fice, school,  and  the  home.  The  avocation  also  war- 
rants mention.  All  have  their  exposures.’’ 

Industrial  Medicine  in  the  plant  has  not  and  will 
not  meet  the  demand.  By  far  the  great  bulk  of  re- 
quired services  will  continue  to  be  and  in  increasing 
amounts,  furnished  by  the  private  practitioner. 

There  are  but  3,300  industries  that  employ  more 
than  1000  men  with  an  aggregate  of  8.5  per  cent  of 
the  employed  population.  There  are  3,000,000  en- 
terprises that  employ  fewer  than  1000  men,  account- 
ing for  the  remaining  aggregate  of  91.5  per  cent. 
Statistics  further  reveal  that  in  those  industries  em- 
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ploying  2,500  men  or  more,  46  per  cent  retain  full 
time  physicians.  Of  those  that  employ  500-1000,  59 
per  cent  are  serviced  by  an  on-call  arrangement.  In 
this  group  but  1 per  cent  employ  full  time  physicians. 
Among  those  who  employ  500  or  less,  4l  per  cent 
have  an  on-call  arrangement.  There  are  but  2,500 
full  time  specialists  engaged  in  Occupational  Med- 
icine. To  supplement  this  there  are  5,000  part  time 
physicians  engaged  in  in-plant  service. 

Wide  Open  Spaces 

Again  mentioning  "the  wide  open  spaces”,  it  does 
not  take  much  calculation  to  come  to  the  conclusion 
that  this  vast  field  must  be  within  the  scope  and  the 
horizon  of  the  private  practitioner  endeavors. 

All  but  100  per  cent  of  general  practitioners  see 
and  service  at  least  an  occasional  industrial  case.  An 
aggregate  of  95  per  cent  of  all  private  practitioners, 
treat  more  than  the  occasional  case.  It  is  an  estab- 
lished fact  that  80  per  cent  to  90  per  cent  of  in- 
dustrial cases  are  treated  by  this  group.  A total  of 
90,000  cases  annually  are  treated  by  the  general 
practitioner  with  an  average  of  50  cases  a year  to 
each  individual  physician. 

The  foregoing  facts  attest  as  to  the  necessary  and 
essential  reasons  for  the  private  practitioner  to  well 
familiarize  himself  with  the  current  concept,  scope, 
and  requirements  of  Industrial  Medicine;  the  ob- 
jective and  functions,  including  their  many  ramifica- 
tions. This  to  include: 

1.  Preparation  to  render  proper  curative  and  re- 
constructive service. 

2.  Take  increased  interest  in  the  preventive  aspect 
of  industrial  health. 

3.  Acquaint  ones  self  in  general  with  hazards, 
exposures,  and  methods  of  control  (not  that 
any  one  of  us  is  capable  of  learning  or  retain- 
ing specific  knowledge  covering  this  broad 
field  in  its  entirety,  however,  it  is  incumbent 
upon  all  of  us  to  well  familiarize  ourselves 
with  all  elements  of  any  particular  segment 
with  which  we  are  dealing.)  Remember,  small 
plants  must  rely  on  guidance  as  well  as  service 
from  the  private  practitioner.  Whether  you 
see  an  occasional  industrial  case  or  whether  on 
a part  time  basis,  remember  further  that  there 

II  is  always  a challenge,  a new  horizon  and  a 
reward. 

Sound  and  Basic 

Occupational  Medicine  of  today  is  nothing  more 
or  less  than  sustained  tenacious  adherence  to  sound 
basic  medicine,  and  not  unlike  other  special  medical 
endeavors,  there  are  particular  and  specific  ramifica- 
tions requiring  special  knowledge  and  attention. 

Before  looking  toward  tomorrow,  let’s  pause  and 
"back  track”  to  the  19th  century.  Steam  power,  the 
telephone,  electric  light  and  power,  and  the  auto- 
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mobile  all  invented,  developed,  and  put  to  use  prior 
to  the  turn  of  the  century.  Du  mg  the  last  decade 
of  this  century,  suggestions  were  made  to  close  the 
patent  office  as  all  possible  had  been  invented.  Com- 
ments on  such  as  this,  here;  would  be  quite  in- 
ordinate. 

I am  advised  that  only  statisticians,  the  weather- 
man, and  fools  predict  things  to  come.  However,  I 
will  leave  the  following  thoughts  to  ponder  in  re- 
spect to  tomorrow:  There  will  be  further  and  added 
impetus  to  teaching  Occupational  Medicine  at  both 
the  undergraduate  and  post  graduate  level.  As  those 
with  formal  post  graduate  training  increase  in  num- 
bers, those  who  have  "climbed  to  the  top  of  the 
ladder”  by  the  "self  made”  or  apprenticeship’s  route 
will  be  relatively  few. 

Speaking  of  "back  tracking”,  this  does  not  alter 
what  has  been  said  concerning  the  private  practitioner. 
He  is,  and  will  continue  to  be,  the  backbone  of 
Occupational  Medicine,  at  least  during  the  time  of 
your  children  and  your  childrens’  children. 

Master  Over  Matter 

The  furtherance  of  our  culture,  as  we  know  it, 
will  be  predicated  upon  man’s  continued  ability  to 
be  master  over  matter  and  this,  I predict,  will  hold. 

Many,  if  not  all,  of  today’s  occupational  diseases 
and  mechanical  hazards  will  be  all  but,  if  not  com- 
pletely, conquered.  However,  those  that  are  to  fol- 
low will  keep  their  guard  up  to  oppose  and  surmount 
the  obstacles  resulting  from  the  creation  and  use  of 
new  machines  and  substances. 

There  will  be  an  increase  in  in-plant  medical  serv- 
ice of  all  descriptions  and  with  this  numerical  ad- 
vance, quality  will  keep  astride.  Day  by  day  there 
will  be  added  to  the  roll,  industrial  medical  services 
certified  as  meeting  a recognized  and  established 
standard.  Parallel  to  all  of  this,  more  and  more,  full 
time,  part  time,  and  on  call  physicians  will  have 
heeded  the  call.  As  for  the  private  physician  not  in 
the  plant,  there  will  be  an  increasing  demand  for 
his  service  in  this  broad  and  expanding  field.  This 
fact  will  not  only  further  be  recognized  by  manage- 
ment and  the  physician  within  industry,  but  by  the 
private  practitioner  as  well. 

Finally  the  crux  of  all  this  is  people,  yes,  66  mil- 
lion of  them.  Irrespective  of  our  special  field  of 
endeavor,  we  have  a common  goal.  'The  prime  pur- 
pose and  objective  is  an  attempt  to  keep  abreast  of 
progress  as  it  marches  on.  It  is  as  simple  as  that. 
The  road  ahead  is  straight  and  clear,  the  horizon 
broad  and  deep. 
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Presentation  of  Case  by  Dr,  J.  Edward  Stern 


History  - Dr.  Nathan  Klehaii: 

Because  of  a disturbed  psychic  state  with  combative- 
ness which  the  nursing  staff  was  unable  to  cope  with 
on  an  open  ward,  a 59  year  old  white  married  tarmer- 
turned-carpenter  was  transferred  from  another  hos- 
pital to  El  Paso  General  Hospital  for  his  first  admis- 
sion here  on  June  12,  1955. 

Six  months  before  admission  the  patient  began 
to  be  bothered  by  occipital  and  cervical  pain,  which 
spread  to  involve  his  entire  back  two  months  before 
admission,  when  light-headedness  also  appeared.  Five 
weeks  prior  to  entry  the  patient  experienced  rhinor- 
rhea,  pain  over  the  left  maxillary  sinus  area  followed 
by  numbness,  and  a cough.  For  this  he  consulted  a 
doctor  and  was  treated  for  a maxillary  sinusitis.  One 
week  later  the  patient  stopped  working,  became  leth- 
argic and  cranky,  and  continued  to  complain  primarily 
of  back  pain  localized  to  no  particular  region. 

Two  weeks  before  admission  the  patient  was  refer- 
red to  another  doctor  who  found  the  patient  to  be 
diffident  and  lethargic,  complaining  mildly  of  distress 
over  his  entire  back,  of  giddiness  and  fatigue.  The 
patient  preferred  to  lie  on  the  examining  table,  re- 
sented being  disturbed  for  examination  but  was  re- 
luctantly cooperative,  appeared  to  be  moderately 
chronically  ill  but  in  no  distress.  Temperature  was 
98.0  F.  (0)  ; pulse  76,  sinus  rhythm;  respirations  18, 
regular;  B.  P.  145/105  left  arm,  supine;  weight  183 
lbs.  There  were  bilateral  lenticular  opacities ; the 
eye-grounds  were  not  satisfactorily  visualized;  there 
were  no  gross  visual  field  defects.  Complete  dentures 
were  worn.  The  A-P  diameter  of  the  chest  was  in- 
creased, percussion  note  was  hyper-resonant,  breath 
sounds  were  distant  and  diaphragms  low  with  limited 
excursion.  The  prostate  was  enlarged  one  plus.  There 
were  no  penile  scars.  Romberg  was  negative.  Babinski 
reflex  was  not  elicited.  Cranial  nerve  I was  not  tested. 
The  balance  of  the  neurological  examination  was  not 
remarkable.  There  was  no  motor  weakness.  Sensory 
testing  results  were  not  considered  reliable  because 
of  the  patient's  resentful  indifference. 

Condition  Deteriorates 

During  the  next  few  days  the  patient  became  more 
lethargic,  which  alternated  with  restlessness.  On  sev- 
eral occasions,  while  attempting  to  walk  to  the  bath- 
room, he  collapsed,  falling  in  no  particular  direction, 
was  momentarily  unresponsive  once,  did  not  strike 
his  head  in  the  process  of  falling.  Nocturnal  auditory 
and  visual  hallucinations  were  noted  by  the  family. 
Several  episodes  of  jerking  and  twitching  occurred, 
which  lasted  for  several  minutes,  were  accompanied 
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by  irregular  breathing  and  unresponsiveness,  but  with- 
out focal  Jacksonian  characteristics,  and  seemingly  no 
ronic  or  clonic  muscular  movements. 

The  patient  was  admitted,  to  another  hospital  one 
week  before  his  transfer  to  El  Paso  General  Hospital 
annex.  Temperature  was  99-0  E.  (R);  pulse  76, 
regular;  respirations  12,  Cheyne-Stokes  in  character, 
with  apnea  lasting  up  to  15  seconds;  B.  P.  190/105, 
right  arm,  supine.  He  appeared  critically  ill,  was 
oriented  for  person  and  place  but  not  time,  was 
restless,  inattentive,  but  at  times  cooperative.  He  was 
unable  to  name  all  objects  placed  in  his  right  hand. 
Speech  was  not  slurred.  Pupils  were  7 mm.,  equal, 
reacted  sluggishly  to  light.  There  was  a-v  nicking, 
narrowing  of  arterioles,  hemorrhages  and  exudates, 
and  a 2-Diopter  papilledema  bilaterally.  The  neck 
was  resistant  to  anterior  but  not  lateral  flexion.  The 
left  common  carotid  pulsation  was  stronger  than  the 
right.  There  were  a few  basilar  rales.  There  were 
contralateral  Brudzinskis,  suggestive  neck  Brudzinski 
and  Kernig,  equivocal  right  Babinski. 

Lumbar  Dimrtiire 

On  the  2nd  hospital  day  a lumbar  puncture  was 
performed,  after  sedation,  with  two  orderlies  and  a 
nurse  attempting  to  hold  the  struggling  patient  in  the 
right  decubitus  position.  Opening  pressure  was  540 
mm.  CSF,  closing  160  mm.  CSF7  10  cc.  of  crystal 
clear  fluid  were  removed  slowly  through  a #20  spinal 
needle.  The  patient’s  temperature  rose  to  101.4  F. 
(R)  on  the  second  day  but  was  not  above  99  (R) 
during  the  last  three  days.  B.  P.  fluctuated  between 
130-180/95-110.  Respirations  varied  from  regular  to 
Cheyne-Stokes.  Contact  with  environment,  orienta- 
tion for  person,  place  and  time  were  completely  lost. 
The  patient  was  generally  negativistic,  restless,  de- 
lirious, numbling;  his  fingers  plucked  the  air,  threw 
off  the  covers,  and  fondled  his  genitals.  At  times  he 
was  cooperative  and  followed  spoken  commands.  No 
motor  weakness  was  noted.  By  the  4th  day  it  became 
evident  that  vision,  except  for  perception  of  light, 
was  totally  gone.  A Babinski  was  transiently  elicited 
once  on  each  extremity.  The  patient  climbed  over 
side  rails  several  times  without  falling.  At  the  end 
of  one  week  the  patient  was  moved  to  El  Paso  General 
Hospital. 

In  remote  past  the  patient  was  said  to  have  had 
typhoid  fever.  In  1945  he  fell  from  a tractor,  fractured 
the  right  wrist,  and  injured  his  back.  He  had  also 
experienced  intermittent  "sinus  trouble"  for  10  years, 
with  pain  in  the  right  maxillary  sinus  region.  From 
about  1945-50  he  was  unable  to  work  because  of 
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Figure  1 

"back  trouble”  and  "nervous  indigestion".  For  the 
next  five  years  he  worked  fairly  steadily  as  a carpen- 
ter, although  he  moved  about  a good  deal.  He  had 
been  a life-long  sufferer  from  "constipation.”  His 
father  was  said  to  have  died  from  diabetes  and 
Bright’s  disease.  Bromide  ingestion  was  denied. 

I*liysioal  Examination 

On  admission  the  vital  signs  were:  Temperature 
99-0  (R)  ; respirations  18,  regular;  pulse  84,  regular; 
B.P.  170/110.  The  patient  was  disoriented,  com- 
bative, blind;  pupils  were  6 mm.,  reacted  sluggishly 
to  light;  there  was  2 D elevation  of  the  nerve  heads 
with  pallor. 

flospital  Course 

He  became  generally  weaker,  exhibited  transient 
twitchings  and  myoclonic  movements.  On  the  second 
day  the  lumbar  puncture  was  repeated.  Two  order- 
lies were  unable  to  hold  the  patient  quiet  for  the 
procedure.  Opening  pressure  was  500  mm.  CSF, 
closing  pressure  200  mm.  CSF,  after  10  cc.  of  cerebro- 
spinal fluid  was  removed  slowly.  Cyclic  respirations 
recurred;  combativeness  alternated  with  stupor;  there 
was  incontinence  of  urine  and  feces.  On  the  fourth  day 
it  was  noted  that  speech  was  slurred,  the  mental  state 
clouded,  echolalia  was  present,  retinal  hemorrhages, 
and  absent  light  reflex  were  detected.  The  tongue 
deviated  to  the  left,  the  left  side  of  the  mouth  sag- 
ged, pain  perception  was  absent  on  the  left  side  of 
the  face  and  pupillary  reflexes  could  not  be  obtained 
on  the  sixth  day.  The  corneal  reflex  was  absent  on 
the  left,  weak  on  the  right  with  left  side  of  face  weak 
on  the  seventh  day. 
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A neurosurgical  consultant  saw  the  patient  on  the 
ninth  day  and  made  the  following  notation : "Left  hem- 
iparesis  including  left  face.  Mental  confusion.  Right 
optic  nerve  head  seen.  No  papilledema.  Left  not 
seen.  Right  retina  not  well  seen.  Left  pupil  didn’t 
react  to  light.  Right  one  may  have  very  sluggishly 
reacted  ...” 

Medication  given  the  patient  during  his  stay  in 
both  hospitals  included  aminophylline  rectally,  pa- 
paverine, CVP  capsules  (vitamin  C and  citrus  flavo- 
noid),  and  a total  of  21  million  units  of  procaine 
penicillin  i.m.  over  a 17  day  period. 

On  the  13th  hospital  day  the  patient  was  given 
Demerol  75  mg.  and  scopolamine  gr.  1/150.  When 
he  reached  the  operating  room  he  could  not  be 
aroused,  pulse  was  thready  and  B.  P.  unobtainable. 
The  pulse  became  stronger  and  slower,  B.  P.  rose  to 
130/80,  but  the  patient  remained  in  coma  when  i-v 
glucose/D.  W.  was  started,  vasoxyl  given  i.m.  and 
oxygen  by  mask.  Ventriculograms  were  obtained. 
Several  hours  later  respirations  became  Cheyne-Stokes, 
pulse  thready  and  the  B.  P.  dropped.  He  expired 
approximately  five  hours  after  the  procedure. 

Laboratory  and  X-Ray 

May  31,  1955:  (office)  Urine:  Albumen  1 plus, 

sugar  negative. 

Chest  fluoroscopy:  Diaphragms  low,  heart  not 
enlarged,  lungs  clear. 

June  5:  (another  hospital)  Hb.  15.3  gms. ; RBC  '5.3; 
WBC  14.4;  stabs  3,  segs  71,  lymphs  26. 
Urine:  yellow,  hazy,  acid,  1.007,  albumin  3 plus, 
sugar  negative,  WBC  2-4/HPF,  RBC  innu- 
merable. 

BUN  22.9  mg.  per  cent,  FBS  120  mg.  per  cent. 
June  6:  Urine:  yellow  hazy,  acid,  1.010,  albumin  3 
plus,  sugar  negative,  'WBC  2-4/HPF,  RBC  in- 
numerable. 

Mazzini:  Negative. 

Cerebrospinal  fluid:  Pandy  positive;  protein  90 
mg.  per  cent;  Wasserman:  1.0  c.c.  doubtful,  0.5 
c.c.  2 plus,  0.25  c.c.  3 plus;  colloidal  gold;  0-0- 
0-1-2-2-1-1-0-0 
Creatinine:  1.2  mg.  per  cent 
CO2  combining  power:  57  mEq/L,  40  mEq/L 
June  7:  CO2  combining  power:  43  mEq/L 
June  13:  Hb.  13.8  gms.;  RBC  4.5;  WBC  11.2; 
segs  83,  lymphs  I6,  monos  1 
Kline  exclusion  negative 
(EPGH) 

June  14:  Creatinine  1.5  mg.  per  cent;  CO2  combining 
power  24.4  mEq/L;  serum  albumin 
6.7  gms.  per  cent,  serum  globulin  2.3  gms.  per  cent 
Cerebro-spinal  fluid:  Polys  3;  lymphs  40;  Pandy 
positive;  protein  115  mg.  per  cent;  Kolmer 
negative;  colloidal  gold  curve  negative. 

Skull  films:  "Radiographic  examination  of  the 
skull  is  negative  for  evidence  of  depressed 
fracture  or  increased  intracranial  pressure.  No 
significant  intracranial  calcifications  can  be 
identified.  Reexamination  is  recommended  for 
further  evaluation.” 
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June  20:  Electroencephalogram:  "This  record  is  sev- 
erely irregular  and  disorganized  with  much 
stupor  activity  and  hemisphere  asymmetry.  The 
right  hemisphere  shows  focal  depression  while 
the  left  hemisphere  shows  higher  voltage  and 
slower  activity  simulating  sleep  at  times  when 
we  know  he  was  awake  . . . Bipolar  studies  show 
marked  asymmetry  of  the  contralateral  sides...” 

June  24:  Cerebrospinal  fluid:  4 lymphs;  no  organ- 
isms seen  on  Gram  stain  smear;  Pandy  positive; 
protein  60  mg.  per  cent;  Kolmer  negative;  col- 
loidal gold  curve  negative. 

Ventriculograms:  "Following  the  instillation  of 
air  into  the  ventricular  system  by  means  of  a 
trephine  on  the  left  parietal  region  there  is 
good  visualization  of  the  right  lateral  ventricle, 
its  anterior  horn,  body  and  temporal  horn.  The 
ventricle  is  somewhat  dilated  consistent  with  an 
internal  hydrocephalus.  There  is  visualization 
of  the  body  of  the  left  lateral  ventricle,  the 
anterior  horn  cannot  be  identified.  The  tem- 
poral horn  of  the  left  lateral  ventricle  is  not 
visualized.  The  pineal  is  apparently  somewhat 
elevated.  The  third  ventricle  is  poorly  visualized 
but  is  displaced  towards  the  right.  The  fourth 
ventricle  is  well  visualized  and  occupies  its 
usual  position.  These  changes  are  consistent 
with  a space-taking  lesion  lying  in  the  middle 
fossa  displacing  the  third  ventricle  to  the  right 
and  preventing  filling  of  the  anterior  horn  of 
the  left  ventricle.  There  is  no  evidence  of  bone 
erosion  of  the  greater  wings  of  the  sphenoid. 
No  intracranial  calcifications  can  be  identified.” 

(Fig-  1) 

Differential  Diagnosis 
Dr.  J.  Edward  Stern: 

This  case  is  rather  difficult  because  of  the  many 
non-specific,  non-localizing  symptoms.  Dr.  Kleban 
has  prepared  a very  excellent  protocol  and  I know 
that  when  he  wrote  the  case  up  he  thought  the  vent- 
riculogram would  give  away  the  diagnosis.  Actually, 
there  are  .so  many  points  of  interest  that  even  with 
the  help  of  the  ventriculogram,  a number  of  interest- 
ing points  remain  to  be  discussed. 

Before  going  into  the  case  itself,  I should  recall 
that  space-taking  lesions  include  such  conditions  as 
brain  abscess,  tuberculoma,  syphiloma  and  parasites, 
such  as  echinococcus  and  cysticercus,  as  well  as  tumor. 
There  are  two  very  important  conditions,  very  im- 
portant from  the  standpoint  of  the  internist,  which 
may  mimic  space-taking  lesions:  hypertensive  en- 
cephalopathy (with  hemorrhage,  thrombosis  and  ede- 
ma) and  polycythemia  vera. 

One  of  the  matters  about  this  particular  patient 
that  impresses  me  is  a theoretical  question  as  to  why 
some  patients  with  brain  tumor  and  severe  distortion 
of  the  ventricular  system  retain  relatively  good  intel- 
lectual function  and  relatively  good  emotional  control, 
while  some  patients  lose  these  attributes  as  .hap- 
pened in  this  case. 


Analoniical  Sketeli 

In  order  to  pursue  a certain  line  of  thought,  I 
would  like  to  review  an  anatomical  sketch  from 
Gray’s  "Anatomy”.  In  this  sketch,  you  see  the  three 
cranial  compartments.  I would  like  to  direct  your 
attention  to  the  posterior  fossa,  the  basisphenoid  and 
slope  of  Blumenbach,  upon  which  rests  the  pons,  the 
petrous  apex  and  the  posterior  clinoid  process.  You 
will  recall  that  a small  ligament  sometimes  joins  the 
petrous  apex  and  the  posterior  clinoid  process,  a 
structure  which  used  to  be  called  Gruber’s  ligament. 
Under  this  ligament  is  a small  canal  known  as 
Dorello’s  canal,  through  which  runs  the  sixth  cranial 
nerve.  Near  the  apex  of  the  petrous  bone  is  a small 
area  called  Meckel's  cave  which  ledges  the  Gasserian 
or  semilunar  ganglion.  Before  the  days  of  antibiotics, 
this  particular  location  was  sometimes  of  intense  in- 
terest in  that  suppuration  of  the  petrous  apex  secon- 
dary to  mastoid  infection  caused  pain  in  the  eye  and 
paralysis  of  the  external  rectus  muscle,  components 
of  the  Gradenigo  syndrome. 

Note  should  be  taken  of  the  fact  that  the  structures 
in  this  location,  the  pons,  cerebellum  and  Gasserian 
ganglion  are  in  close  relationship  with  the  temporal 
lobe.  I mention  this  because  the  visual  pathway,  in 
its  course  from  the  lateral  geniculate  nucleus  to  the 
calcarine  cortex,  passes  through  the  temporal  lobe 
where  its  involvement  may  produce  formed  visual 
hallucinations. 

I have  here  a photograph  showing  space-taking 
lesion  of  the  rostral  portion  of  the  cerebellopontine 
angle  with  distortion  and  involvement  of  the  pons, 
cerebellum  and  Gasserian  ganglion.  Another  photo- 
graph shows  a tumor  originating  in  the  rostral  portion 
of  the  angle  which  has  penetrated  the  petrous  bone 
and  compresses  the  temporal  lobe. 

Synij)toms 

Let  us  now  review  certain  points  in  the  protocol 
and  discuss  them.  Occipital  and  cervical  pain  may 
occur  in  tumors  of  the  posterior  cranial  fossa.  Stiff- 
ness of  the  neck  may  be  an  important  symptom  of 
such  tumors.  Peculiar  posture  of  the  neck  is  some- 
times observed,  and  it  is  assumed  that  pat'ents  strike 
this  posture  to  relieve  pain  and  headache,  perhaps 
by  improving  drainage  through  the  foramina  in  the 
roof  of  the  fourth  ventricle.  Numbness  in  the  region 
of  the  left  maxillary  sinus  can  be  an  important  localiz- 
ing symptom  indicating  involvement  of  the  second 
division  of  the  left  fifth  cranial  nerve.  An  expanding 
lesion  in  the  posterior  cranial  fossa  could  result  in 
compression  of  the  pyramids  against  the  tentorium, 
either  the  pyramid  of  the  same  side,  the  opposite  side, 
or  both.  In  this  way,  one  might  see  positive  Babinski 
signs  on  either  or  both  sides  and,  from  time  to  time, 
decerebrate  rigidity.  Pain  in  the  back  is  an  interest- 
ing symptom  which  is  sometimes  thought  to  be  due 
to  stretching  of  the  dorsal  roots,  and  it  has  been  de- 
scribed in  cases  of  subarachnoid  hemorrhage  and  in- 
flammatory processes.  Many  years  ago,  pain  in  the 
back  of  an  electric  shock-like  type  was  thought  to  be 
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specific  for  multiple  sclerosis  anJ  was  knovv'n  as 
Lhermitte’s  sign,  I have  never  seen  it.  Backache, 
taken  in  conjunction  with  hematuria,  might  make  one 
think  of  a primary  neoplastic  lesion  in  the  urinary 
tract,  for  example,  of  a clear  cell  carcinoma  of  the 
kidney  or  hypernephroma. 


Figure  3 

in  the  cerebrospinal  fluid  would  go  well  with  a 
tumor.  The  electroencephalogram  described  as  show- 
ing slow,  stupor  waves  and  electrical  asymmetry  of  the 
two  hemispheres  would  also  fit  in  with  diagnosis  of 
tumor. 

In  summary  then,  I would  say  that  we  are  dealing 
with  a space-taking,  intracranial  lesion,  a neoplasm 
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Now  the  fact  that  this  man  had  for  many  years 
had  "back  trouble"  and  "nervous  indigestion"  makes 
it  all  the  more  commendable  that,  when  he  presented 
the  present  psychiatric  picture,  a search  for  an  organic 
mental  syndrome  was  carried  out. 


The  presence  of  choked  discs,  retinal  hemorrhages 
and  elevated  pressure  of  the  cerebrospinal  fluid,  in- 
dicate, of  course,  the  presence  of  increased  intracranial 
pressure.  The  fact  that  the  tongue  deviated  to  the 
left  indicated  a paralysis  of  the  left  twelfth  cranial 
nerve;  there  is  evidence  also  of  paralysis  of  the  left 
seventh  and  fifth  nerves.  The  high  level  of  protein 
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Figure  2 


Figure  4 

probably  primary,  possibly  secondary  from  the  urinary 
tract,  in  the  rostral  portion  of  the  left  cerebellopontine 
angle  involving  the  fifth,  seventh  and  ninth  nerves, 
the  pyramids,  and  the  left  temporal  lobe. 

Clinical  Diagnosis : 

Space-occupying  lesion. 

Dr.  J.  Edward  Stern’s  Diagnosis; 

Space-taking,  intracranial  lesion  in  the  left  cerebel- 
lopontine angle  involving  the  fifth,  seventh  and  ninth 
nerves,  the  pyramids,  and  the  left  temporal  lobe. 

Anatomical  Diagnosis : 

1.  Astrocytomata  of  brain,  located  in  left  frontal 
lobe  and  corpus  callosum. 

2.  Meningeal  gliomatosis. 

Datliological  Discussion 
Dr.  F.  P.  Bornstein: 

On  autopsy  the  significant  findings  were  limited 
to  the  brain.  The  brain  was  edematous.  Upon  in- 
spection, there  was  an  obvious  mass  in  the  left 
frontal  lobe  which  was  yellowish-brown  in  color  and 
measured  about  3 cm.  in  greatest  diameter.  Upon 
further  dissection,  a second  mass  was  found  which 
was  located  in  the  corpus  callosum.  (Fig.  2)  This 
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mass  extended  laterally,  invading  the  inferior  regions 
of  both  frontal  lobes.  Both  masses  were  sharply 
demarcated  and  were  of  a homogenous,  soft,  friable 
and  rarher  dry  consistency.  The  interpretation  of  the 
nature  of  these  masses  presented  quite  a problem  on 
histological  examination.  On  very  low  magnification 
(Fig.  3),  I was  impressed  with  the  extreme  necrosis 
and  vascularity  of  the  mass  and  my  first  impression 
was  that  one  was  dealing  with  an  inflammatory  granu- 
loma. This  impression  was  somewhat  strengthened 
by  the  presence  of  large,  oval  cells  which  were  mainly 
arranged  around  blood  vessels.  (Fig.  4)  On  high 
power,  the  cells  had  single  uniform  nuceli,  usually 
located  at  the  margin  of  the  cell,  and  large,  oval 
cytoplasm  which  gave  the  cells  a certain  similarity  to 
macrophages.  (Fig.  5)  However,  on  special  stains, 
it  became  apparent  that  these  cells  elaborated  thin, 
fibrillary  projections  which  were  laced  into  a fibrillary 
network.  (Fig.  6)  This  appearance  ruled  out  the 
inflammatory  nature  of  these  cells  and  characterized 
them  as  tumor  cells,  and,  with  this  in  mind,  I made 
a diagnosis  of  gemistocytic  astrocytoma.  In  many  ways 
the  histological  picture  is  characteristic  of  such  a 
tumor;  however,  the  presence  of  several  of  these 
tumors  represents  a rather  unusual  ocairrence. 

In  addition,  while  we  were  investigating  the  in- 
flammatory nature  of  this  lesion,  we  took  sections 
from  the  meninges,  in  many  places  far  distant  to  the 
tumors.  To  my  greatest  surprise,  similar  accumula- 
tions of  tumor  cells  were  found  in  such  distant  regions 
as  the  temporal  lobe,  the  base  of  the  brain  and  the 
medulla  oblongata.  (Fig.  7)  These  cell  accumulations 
are  composed  of  exactly  the  same  type  tumor  cells 
as  were  seen  in  the  two  tumors.  If  such  a condition 
has  been  described  previously,  I am  not  aware  of  it. 
It  is  certainly  new  in  my  expierience.  Be  this  as  it 
may,  the  combination  of  the  two  space-occupying 
lesions,  one  in  the  frontal  lobe  and  one  in  the  corpus 
callosum,  with  the  meningeal  infiltration,  adequately 
explains  the  clinical  symptoms  of  personality  change 
associated  with  a disturbance  ol  many  cranial  nerves. 

Dr.  Nathan  Klehan: 

When  distinct,  although  insidious,  personality 
changes  occur  in  a patient  of  this  age  group,  an  in- 
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volutional  depressive  reaction,  tumor  of  the  frontal 
lobes  in  the  region  ot  the  corpus  callosum,  Alzheim- 
er's disease,  compromised  cerebral  blood  flow  or 
paresis  may  be  strongly  suspected.  There  was  no  di- 
stinct line  of  demarcation  between  past  complaints 
of  many  years'  duration  and  character  defenses,  and 
those  which  reflected  his  final  illness.  To  the  frag- 
mentary and  perplexing  history  was  added  the  con- 
fusion of  contradictory  laboratory  reports.  The  initial 
CO2  combining  power  reports  were  consistent  with 
the  presence  of  pulmonary  emphysema  but  not  with 
the  degree  of  respiratory  insufficiency.  Determination 
of  the  cerebrospinal  fluid,  Wasserman  and  colloidal 
gold  curve  by  a third  laboratory  was  needed  to  settle 
the  discrepancy  in  these  reports.  Had  the  positive 
reports  been  consistent  and  reliable,  a Nelson  Trepo- 
nema pallidum  immobilization  test  would  have  been 
required  to  determine  whether  we  were  dealing  with 
a biologically  false  positive  serological  test  for  syphilis 
appropos  the  serious  consideration  of  a gumma  as 
the  pathological  diagnosis.  Walshe  states  this  is  a 
rare  entity.  According  to  this  neurologist,  in  an  in- 
dividual with  a positive  test  for  syphilis  of  the  cerebro- 
spinal fluid  and  signs  and  symptoms  of  an  expanding 
intracranial  lesion,  the  diagnosis  is  more  likely  that 
of  glioma  or  related  neoplasm  in  an  individual  with 
syphilis,  rather  than  a gumma.  Failure  to  respond 
to  adec]uate  penicillin  therapy  mitigated  against  this 
diagnosis.  A consoling  thought  in  the  grim  outcome 
of  this  patient's  illness  is  that  Dr.  Stratemeyer  would 
have  had  a long  wait  for  a frozen  section  report.  Dr. 
Bornstein  has  done  a bit  of  diligent  and  imaginative 
sleuthing. 

Dr.  F.  1*.  Horiisteiu: 

I’d  like  to  comment  briefly  on  Dr.  Kleban’s  state- 
ment as  to  the  rarity  of  cerebral  gummata.  In  review- 
ing the  literature  for  this  conference,  I came  upon 
a statement  in  Aschoff's  text  book  of  pathology,  pub- 
lished in  1927,  that  gummata  represent  15  per  cent  of 
all  space-taking  lesions  in  the  brain.  Obviously  time 
and  penicillin  have  wrought  a change  in  this. 
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PROCEEDINGS  OF  THE  NEW  ENGLAND  GARDiOVASGULAR  SOCIETY 


Congenital  Pulmonary  Stenosis  With  Intact  Ventricular  Septum* 

(A  Clinical  and  Physiological  Correlation) 

By  Alexander  S.  Nadas,  M.D.,  Benjamin  K.  Silverman,  M.D.,** 

AND  Walter  T.  Goodale,  M.D. 


From  the  Department  of  Pediatrics,  Harvard  Medical  School,  and  from  the  Sharon  Cardio- 
vascular Unit  and  the  Children’s  Hospital,  Children's  Medical  Center,  Boston 


Pulmonary  stenosis  with  intact  ventricular  septum 
has  been  recognized  in  recent  years  as  one  of  the 
most  common  congenital  cardiac  malformations.  Be- 
cause an  effective  surgical  procedure,  valvulotomy, 
has  been  developed  by  Brock  for  the  relief  of  the 
obstruction  at  the  pulmonary  orifice,  the  recognition 
and  proper  evaluation  of  patients  with  this  condition 
are  of  utmost  importance. 

Forty-six  patients,  ranging  in  age  from  three 
months  to  twenty-one  years,  are  presented.  The  diag- 
nosis was  proven  by  applying  strict  criteria  to  find- 
ings at  cardiac  catheterization  in  forty-one  instances 
and  at  angiocardiography  in  two  cases.  The  remain- 
ing three  patients  were  studied  at  autopsy. 

The  clinical  findings  are  summarized  in  Chart  I. 

The  symptomatology  of  these  patients  consisted 
mainly  of  fatigue,  exertional  dyspnea  and  cyanosis.  A 
harsh,  well  transmitted,  systolic  murmur,  frequently 
accompanied  by  a thrill  and  diminished  second  pul- 
monic sound,  was  present  at  the  upper  left  sternal 
border  in  all  patients. 

Common  Findings 

The  most  common  radiological  findings  were 
isolated  right  ventricular  enlargement  with  prominent 
main  pulmonary  artery  segment  and  varying  degrees 
of  diminution  of  the  pulmonary  vasculature.  Right 
ventricular  hypertrophy  was  present  in  the  great  ma- 
jority of  the  electrocardiograms.  The  tracings  with 
right  ventricular  potentials  greater  than  20  mm  were 
likely  to  show  p-pulmonale  and  right-sided  ST  and  T 
wave  changes. 

Analysis  of  the  physiological  data  revealed  a varia- 
tion of  the  right  ventricular  systolic  peak  pressures  at 
rest  through  a wide  range  from  250  to  40  mm  Hg. 
Mean  pulmonary  artery  pressures,  on  the  other  hand, 
consistently  fell  between  10  and  30  mm  Hg.  The  peri- 
pheral arterial  saturation  was  below  90%  in  only 
seven  patients.  It  was  assumed  that  these  had  a patent 
foramen  ovale  or  an  atrial  septal  defect.  Forty-three 
patients  had  a valvular  type  of  stenosis  as  judged  by 
catheterization  or  operation,  the  other  three  had  an 
infundibular  type  of  obstruction. 

♦These  condensations  published  by  special  permission  of  the 

New  England  Cardiovascular  Society. 

♦Supported  in  part  by  a Grant  from  the  National  Heart  Insti- 
tute, Public  Health  Service. 

**  Trainee,  National  Heart  Institute 


Clinical  Data  Related  to  Right 
Ventricular  Systolic  Pressure 


Correlating  the  clinical  picture  with  the  right  ven- 
tricular systolic  peak  pressure.  Figure  1,  we  found 
that  the  patients  tended  to  fall  into  two  distinct  cate- 
gories. One  group  of  sixteen  patients  with  right 
ventricular  pressure  of  90  mm  Hg  or  over  (black 
columns)  could  be  identified  clinically  either  by  the 
presence  of  significant  symptomatology,  by  electro- 
cardiographic evidences  of  marked  right  ventricular 
hypertrophy  or  by  markedly  diminished  pulmonary 
vasculature  by  x-ray.  Not  all  of  the  patients  within 
the  high  pressure  group  showed  all  these  criteria,  but 
one  of  the  three  was  present  in  every  member  of  this 
group. 

In  contrast  to  this  group  with  high  right  ventricular 
pressure  were  the  twenty-five  patients  with  right  ven- 
tricular pressure  of  less  than  90  mm  Hg,  designated 
by  the  white  columns  in  the  chart.  Although  the 
symptomatology  of  these  patients  was  commonly  in- 
distinguishable from  that  of  the  high  pressure  group, 
they  were  identifiable  by  the  lesser  degree  of  right 
ventricular  hypertrophy  and  by  the  relatively  better 
developed  pulmonary  vasculature.  The  final  point 
demonstrated  by  Figure  1 is  the  fact  that  the  character 
of  the  murmur,  the  intensity  of  the  pulmonic  second 
sound  and  the  degree  of  right  ventricular  enlargement 
by  x-ray  did  not  reflect  on  the  height  of  the  right 
ventricular  pressure. 

Four  Infants 

There  were  four  infants  among  our  forty-six  pa- 
tients who  were  characterized  by  the  signs  and  symp- 
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toms  of  the  patients  with  pressures  over  90  mm  Hg 
and  by  gross  cardiomegaly  with  congestive  failure. 
All  of  these  children  died. 

We  feel  that  patients  in  the  group  with  right  ven- 
tricular pressures  below  90  mm  Hg  do  not  need  sur- 
gery now.  They  should,  however,  be  followed  for  any 
change  in  their  status.  The  group  with  pressures 
above  90  mm  Hg  will  probably  come  to  surgery 
eventually,  at  a time  determined  by  the  severity  and 
the  progression  of  their  signs  and  symptoms.  The 
infants  with  large  hearts  and  congestive  failure  should 
be  regarded  as  emergencies  and  operated  on  as  soon 
as  possible. 

CHART  I 

Clinical  Findings  in  Forty-Six  Patients  with 
Pulmonary  Stenosis  with  Intact  Ventricular  Septum 


Symptoms : 

Fatigue 28 

Dyspnea 26 

Cyanosis 22 

Syncope  spells 7 

Epistaxis  6 

Squatting 3 

Failure 3 

Rheumatic  Fever 0 


Asymptomatic 


Signs: 

ULSBi  Murmur 46 

Thrill 40 

Diminished  or  narrow  second 

pulmonic  sound 39 

Cyanosis  17 

Underdevelopment  12 

Clubbing 9 

Hepatomegaly  3 

Electrocardiogram  (45  patients)  : 

RVH2  39 

P-pulmonale  12 

ST  and  T wave  changes 9 

IRBBB''  19 

X-ray  (45  patients)  : 

RV'^  Enlargement 37 

Prominent  pulmonary  artery 28 

Pulmonary  vasculature  diminished 

Markedly 20 

Moderately  6 

Gross  cardiomegaly 4 

Right  aortic  arch 0 

1 Upper  Ueft  Sternal  Border 

2 Right  Ventricular  Hypertrophy 

3 Incomplete  Right  Bundle  Branch  Block 

4 Right  Ventricular  fKnlargement) 


Treatment  of  Coarctation  of  the  Aorta  By  the  Use  of 

Aortic  Homografts 

By  Robert  E.  Gross,  M.D.,  The  Children’s  Medical  Center,  Boston 


To  November  1,  1953,  42  patients  have  been 
treated  by  excision  of  a coarctation  and  insertion  of 
aortic  homografts. 

Three  types  of  grafts  have  been  employed: 

First,  in  21  subjects  the  graft  was  taken  from  the 
donor’s  body  under  aseptic  conditions  and  was  stored 
at  4°C  in  "balanced  salt  solution”. 

Second,  one  patient  was  treated  with  a graft  which 
had  been  taken  under  aseptic  conditions,  frozen  im- 
mediately with  carbon-dioxide  ice  snow  ( — 50C)  and 
thus  kept  until  the  time  it  was  employed  in  the  re- 
cipient. 

Third,  20  patients  have  been  treated  by  grafts 
which  were  taken  from  donors  in  an  aseptic  fashion, 
were  then  immediately  frozen  to  — 50C  by  carbon- 
dioxide  snow,  and  then  sterilized  by  high  voltage 
cathode-ray  irradiation  (1,500,000  to  2,000,000  R. 
E.  P.) 

lialaiiced  Solution 

While  we  had  originally  favored  the  method  of 
using  the  "balanced  salt  solution”  as  a preservative, 
it  soon  became  clear  that  since  these  vessels  could  not 
be  kept  for  more  than  five  or  six  weeks,  there  was  a 
great  problem  in  gathering  suitable  vessels  and  main- 
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taining  an  adequate  supply  for  the  irregular  demand. 
This  factor  alone  has  now  led  us  to  almost  completely 
abandon  this  method  of  storage;  we  have  turned  to 
the  use  of  frozen  (CO2)  grafts,  sterilizing  them  with 
the  high  voltage  cathode-ray  irradiation.  The  latter 
seems  to  be  satisfactory  for  us  in  every  way  as  far  as 
simplicity  of  method,  ease  of  storage,  and  convenient- 
ly long  periods  of  storage  are  concerned.  The  results 
attained  for  patients  in  whom  they  have  been  used  to 
re-establish  aortic  pathways  are  almost  perfect.  (We 
have  found  that  sterilization  by  cathode-ray  irradiation 
is  completely  reliable,  but  unfortunately  such  an  ap- 
paratus is  available  in  only  a few  centers  in  the  coun- 
try.) 

In  our  42  patients,  there  w'ere  3 fatalities  within 
the  hospital:  2 from  renal  failure  and  1 from  pul- 
monary embolism.  It  was  obvious  that  these  deaths 
were  not  in  any  way  related  to  the  grafting  itself. 

One  patient  died  about  six  months  following  dis- 
charge from  the  hospital  after  running  a course  for 
about  two  months  which  suggested  sepsis  and  was 
later  proved  to  be  so.  Death  occurred  from  bactere- 
mia, formation  of  bacterial  vegetations  at  the  lower 
end  of  the  graft,  and  embolization  to  a mesenteric 
artery.  The  graft  employed  in  this  case  had  been  pre- 
served in  "balanced  salt  solution”.  Whether  infection 
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had  been  introduced  into  the  patient  at  operation  or 
developed  spontaneously  after  hospital  discharge  is 
impossible  to  say.  (A  second  graft  from  the  same 
donor,  preserved  in  the  same  way,  was  used  in  another 
patient  with  a completely  satisfactory  result.) 

In  3 patients,  x-ray  films  show  a slight  deposit  of 
calcium  within  the  graft.  In  no  patient  has  there  been 
any  evidence  by  x-ray  examination  of  aneurysm  forma- 
tion in  the  graft. 

38  Patients 

The  38  living  patients  have  been  followed  rather 
closely  to  date.  The  over-all  picture  is  an  exceedingly 
gratifying  one.  Two  individuals  have  an  incomplete 
relief  of  hypertension,  but  the  arm  pressures  have  been 
reduced  so  greatly  from  the  preoperative  levels  that 
we  have  listed  the  end  result  as  "good”.  In  one  pa- 
tient, early  observations  made  us  feel  that  the  graft 
had  become  occluded  by  thrombus,  but  further  study 
by  aortograms  shows  the  pathway  to  be  completely 
normal  in  size.  This  patient’s  pressures  have  sub- 
sequently fallen  to  satisfactory,  but  not  completely 
normal  levels  and  is  one  of  the  cases  that  we  have 
listed  as  "good”.  In  36  patients,  the  arm  pressures 


have  fallen  postoperatively  to  completely  normal 
levels. 


The  length  of  time  that  the  grafts  have  been  in 
place  is  indicated  by  the  following  table: 


Years  ago  that  the 
graft  was  inserted 

5 

4 

3 

2 

1 

less  than  1 


Niiniher  of  Cases 

5 

5 

8 

8 

13 

3 


Total  42 

The  first  graft  for  the  reconstruction  of  an  aortic 
pathway  was  inserted  in  May,  1948.  Today,  this  pa- 
tient is  perfectly  well  in  every  way,  has  a normal  pres- 
sure in  the  upper  part  of  the  body,  has  a normal  pres- 
sure in  the  legs,  and  by  x-ray  examination  has  no 
evidence  of  calcification  or  dilatation  of  the  graft. 


We  do  not  know  how  the  grafts  are  going  to  look 
several  decades  hence,  but  from  the  picture  to  date, 
we  are  very  optimistic  about  the  use  of  aortic  homo- 
grafts for  reconstruction  of  an  aortic  pathway. 


Clinical  Course  of  Subcutaneous  Nodules  In  Rheumatic  Fever, 
and  Its  Significance  In  Relation  to  Treatment 
With  ACTH  and  Cortisone 


By  Benedict  F.  Massell,  M.D.,  and  Alexander  J.  MacDonald,  M.D., 
The  Children's  Medical  Center,  Boston 


Opinions  differ  widely  regarding  the  therapeutic 
value  of  cortisone  and  ACTH  in  rheumatic  fever. 
Fundamental  to  this  problem  is  the  degree  to  which 
the  rheumatic  inflammatory  process  in  the  heart  can 
be  suppressed.  The  effect  of  the  hormones  on  the 
readily  observable  subcutaneous  nodules  of  rheumatic 
fever  offers  indirect  evidence  concerning  such  sup- 
pressive action  because  valvular  damage  occurs  in 
95%  of  children  with  nodules  and  because  the  mi- 
croscopic architecture  of  the  nodule  is  strikingly  sim- 
ilar to  the  rheumatic  lesions  in  the  heart. 

To  determine  the  effect  of  cortisone  and  ACTH, 
the  duration  of  nodules  is  being  observed  in  hormone 
treated  patients  and  in  patients  not  treated  with  hor- 
mones. Variables  which  might  influence  the  results 
are  being  evaluated. 

In  patients  not  treated  with  hormones  nodules 
usually  persist  for  long  periods.  In  45  patients  definite 
nodules  were  still  present  after  eight  weeks  in  83%, 
after  four  months  in  52%,  and  after  one  year  in  11%. 
Many  of  these  patients  had  been  receiving  salicylates 
when  the  nodules  developed  and  for  varying  periods 
during  which  the  nodules  persisted.  In  contrast,  in 
all  of  17  patients  treated  with  cortisone  or  ACTH 
the  nodules  became  detectably  smaller  within  one  or 
two  weeks  and  completely  disappeared  within  four  to 
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eight  weeks.  Nodules  did  not  develop  during  hor- 
mone therapy. 

It  is  concluded  that  cortisone  and  ACTH  have  a 
marked  suppressive  effect  on  the  subcutaneous  nodule 
and  that  in  all  probability  they  have  a similar  effect 
on  the  comparable  inflammatory  process  in  the  heart. 


Dr.  Hollis  Brainard  of  Tucson 

(Continued  from  Page  598) 

Mexico.  In  the  future  the  regular  circulation  of  the 
journal  will  be  expanded  to  include  those  members 
of  the  Southwest  Obstetrical  and  Gynecological  Socie- 
ty in  Southern  California  and  Nevada. 

Founded 

The  Southwest  Obstetrical  and  Gynecological  So- 
ciety was  founded  five  years  ago  "to  aid  in  the  ad- 
vancement of  knowledge  and  in  the  improvement 
of  Obstetrical  and  Gynecological  practice  in  the  South- 
west United  States.”  Inasmuch  as  there  are  no  med- 
ical schools  in  the  area  covered  by  the  Society,  the 
group  meets  annually  to  hear  outstanding  men  in  its 
field.  The  meeting  is  a family  affair  for  physicians 
and  their  wives  and  is  designed  to  provide  an  op- 
portunity for  the  discussion  of  common  problems  in 
the  field  of  Obstetrics  and  Gynecology. 
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Membership  is  not  restricted  to  Obstetricians  and 
Gynecologists  and  is  open  to  general  practitioners 
who  have  a special  interest  in  the  practice  of  Obstet- 
rics and  Gynecology. 

Membership  in  the  Society  may  be  acx|uired  through 
the  following  steps:  presentation  of  a letter  of  ap- 
plication to  the  Society’s  secretary  with  the  endorse- 
ment of  three  members;  approval  of  the  application 
by  the  Society's  council;  and  the  payment  of  $25. 
The  group  is  intended  to  be  a select  society  with  a 
high  percentage  of  its  membership  in  attendance  at 
meetings. 

At  the  meeting  it  was  announced  that  the  District 
8 meeting  of  the  American  Academy  of  Obstetrics 
and  Gynecology  will  be  held  in  Tucson  April  9-tI, 
1956,  with  headc|uarters  in  the  Pioneer  Hotel.  Dis- 
trict 8 includes  the  11  western  states,  British  Colum- 
bia, Alberta  and  Saskatchewan  in  Canada,  and  Alaska 
and  Hawaii.  Dr.  H.  S.  Rhu,  Jr.,  of  Tucson  is  in 
charge  of  plans  for  the  meeting. 
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Longer  lasting, 

more  effective  relief 


* in  low  bade  pain 


Mephate  has  been  shown  more 
effective  and  longer  lasting 
than  mephenesin  aloneH  . . 
interrupting  the  interaction  of 
p”am  and  spasticity  to  achieve 
idtisfactory  relief  in  86.8 
“’^feent  of  cases  tested. ^ 


PHATE 


Mephate  relaxes  muscle  spasm 
without  impairing  strength, 
diminishes  tension  and  anxiety 
without  clouding  consciousness. 
Each  capsule  contains  mephenesin 
0.25  Gm.and  glutamic  acid 
hydrochloride  0.30  Gm. 


1.  Bender,  T.  J.  Jr.;  at  Mtg.  Med.  Assoc. 
St,  Alabama,  Mobile,  1954. 


2.  Jessup,  R.,  Murray,  R.  J.  and 
Rossi,  A.:  Amer.  Pract.  & 

Dig.  of  Treatment,  5:792,  1954. 
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I In  very  special  cases 

I A very 

I superior  Brandy 

I SPECIFY  ^ 


= THE  WORLDS  PREFERRED  COGNAC  BRANDY  = 

s 84  PROOF  Schieffelin  & Company,  New  York,  N.Y.  = 

iNiMiniiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiHiiiiiniiiiiHimiiiiiiiiiimiiiiiiiiiniiiiniiiiiiiii^ 


Cancer  Information 

Films,  publications  and  other 
data  on  techniques  for  detect- 
ing and  treating  cancer,  are 
available  free  to  physicians. 
Apply  to  your  state  Division 
of  the 

American  Cancer  Society 
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Now  Available  --  Fresh  From  The  Farm 


For  infants,  the  elderly, 
the  treatment  of  stomach 
disorders  and  allergies — 
GOAT’S  Milk  is  often 
the  right  answer.  Now 
in  plentiful  supply,  fresh 
from  the  farm. 

Certified  Milk 

is  produced  under  the 
supervision  of  the 
El  Paso  County  Medical 
Milk  Commission 


Write  or  call  Price’s  for  detailed  literature  on  Certified  Goat’s  Milk 


Price’s  Creameries,  Inc.  600  N.  Piedras  Street,  El  Paso  Phone  5-2711 


Scut/utfcJtefH  Sutficai 

Cptitpanif 

Your  Complete  Source  in  The  Southwest  For  All  Ethical 
Medical  Equipment  and  Supplies 

EL  PASO  ALBUQUERQUE  TUCSON  PHOENIX 


Page  612 


SOUTHWESTERN  MEDICINE 


Give  Us  A Trial  On  Your 

TAYLOR  BACK  BRACE 

Orders 

• Send  the  following  measurements:  from 
level  of  shoulders  to  tip  of  sacrum;  circum- 
ference of  pelvis  above  trochanters;  circum- 
ference of  waist;  height  and  weight. 

Stace  an4  Cc. 

813  N.  Cedar  at  Five  Points 

5-3841  EL  PASO,  TEXAS 


* Adequate  Facilities 

* Chapel  Side  Parking  Lot 

* Moderate  Pt  ices 

* Superior  Service 


©If  ftps 


Richard  E.  Martin 


710  N.  Stanton  St.  Ei  Paso,  Texas 

Phone  2-3691 


The  McMath 
Co.,  Inc. 

printing  ir  Seek  Sindinf 


Let  Us  Bind  Your  1954  Copies  of 
Southwestern  Medicine 


ATTENTION  ! 


DOCTORS  - NURSES 

We  carry  a full  line  of 

UNIFORMS 

• Intern  Shirts 

• Patient  Gowns 

• Pants 

• Caps 

• Nurses  Aprons 

And  many  other  items  in  white  or  colored  in 
poplin,  nylon,  dacron,  orlon,  sizes  7-52 

SPECIAL! 

Army  Nurses  Uniforms 
in  high  grade  twill 
Regular  $7.95 
Special  price,  2 for  $8.00 
Sizes  8-9-10 


• Wrap  Arounds 

• Smocks 

• Jackets 

• Laboratory  Coats 

• Nurses  Shoes 


[a] 

DIAL  3-3681 

Wyoming  at  Cotton  El  Paso,  Texas 


Mail  Orders  Welcome 

SURE  FIT  UNIFORM  CO. 

Phone 

612  N.  Oregon  St.  2-1374  El  Paso,  Texas 
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Wo  Carry  A Complete  Lino  of 

DSABETSC  FOODS  AND  SUPPLIES 

MCKEE'S  PRESCRIPTION  PHARMACY 

105-A  East  San  Antonio  St.,  El  Paso 
Dial  2-2693 


cr  -iMillci- 

AMBULANCE  SERVICE 

Phone  5-2748 

2600  East  Yandcll  Blvd.  El  Paso,  Texas 

C.  G.  McDow  and  Son,  Props. 

Rio  Graede  Pharmacy 

419-421  South  Stanton  St.  2-4473  El  Paso,  Texas 

HARDING  >KD  ORR 

Funeral  Home 

EL  PASO.  TEXAS 

320  Montana  3-1646 

WARNER  DRUG  CO. 

IN  FRONT  OF  THE  POST  OFFICE 

Our  Prescription  Department  Is 
NEVER  Without  a 
Registered  Pharmacist  on  Duty 

O 

Direct  Physician's  Phone  to 
Prescription  Department  - 3-2352 

FREE  DELIVERY 


EXTER-TONELLA  MORTUARY,  INC. 

STRICTLY  ETHICAL 

108  Yale  Blvd.,  S.  E.  3-4571  Albuquerque,  N.  M. 

For  Your  Convenience 
Use  Our  Handy  Charge- A- Plate  Servicel 


Itie  uiliile  house 


It^s 

Sweeney  s 

★ 

FOR  PRESCRIPTIONS 

MILLS  BLDG.  — PHONE  3-4445  — EL  PASO,  TEXAS 

CITYWIDE  DELIVERY  SERVICE 

Kaster  & Maxon 

Funeral  Home 

El  Paso,  Texas  2-3431 

TAYLOR-SIMPKINS,  INC. 

MEDICAL  OXYGEN 

2123  Texas  Street  3-0952  El  Paso,  Texas 

Nights  — Call  5-0359,  or  5-3060 

Only  at  the  Popular  in  El  Paso  . . . 

Hickey  Freeman  Customized  Clothes 

POPULAR  DRY  GOODS  CO. 


GUNNING  & CASTEEL  DRUG  STORES 

Complete  Prescription  Service  in  8 Conveniently  Located  Stores 

EL  PASO.  TEXAS  YSLETA,  TEXAS 
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Southwestern  Physicians’  Directory 


SAUL  B.  APPEL,  M.  D. 

Certified  by  the  American  Board  of  Internal  Medicine 

JACK  A.  BERNARD,  M.  D. 

Diplomate  American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 
CARDIOVASCULAR  DISEASES 

INTERNAL  MEDICINE 
CARDIOVASCULAR  DISEASES 

1201  First  National  Bldg.  3-5201  El  Paso,  Texas 

Suite  30  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-8151  El  Paso,  Texas 

ANDREW  M,  BABEY,  M.  D. 

Certified  by  the  American  Board  of  Internal  Medicine 

CLEMENT  C.  BOEHLER,  M.  D.,  F.  A.  C.  S. 

DIPLOMATE  AMERICAN  BOARD  OBSTETRICS  AND  GYNECOLOGY 

CARDIOVASCULAR  DISEASES 

H.  W.  DEMAREST,  M.  D. 

PRACTICE  LIMITED  TO  OBSTETRICS  AND  GYNECOLOGY 

250  West  Court  Avenue  Jackson  4-4481  Las  Cruces,  N.  M. 

Suite  8A  El  Paso  Medical  Center  1501  Arizona  St. 

Phone  2-6591  El  Paso,  Texas 

JOSEPH  BANK,  M.  D. 

LOUIS  V/.  BRECK,  M.  D. 

Oiplomate  of  American  Board  of  Internal  Medicine 
And  American  Board  of  Gastroenterology 

W.  COMPERE  BASOM,  M.  D. 

GASTROENTEROLOGY,  GASTROSCOPY 

MORTON  H.  LEONARD,  M.  D. 

800  North  First  Ave.  ALpine  4*7245  Phoenix,  Arizona 

Diplomates  of  the  American  Board  of  Orthopaedic  Surgery 

ROBERT  C.  CORNELL,  M.  D. 

JOHN  H.  BARGANIER,  M.  D. 

MARIO  PALAFOX,  M.  D. 

Internal  Medicine 

Practice  Limited  to  Orthopaedic  Surgery 
ORTHOPAEDIC  SURGERY 

601  W.  4th  St.  6-9072  Odessa,  Texas 

520  Montana  Telephone  3-1671  El  Paso,  Texas 

FRANK  0.  BARRETT 
ANESTHESIOLOGY  ASSOCIATES 

F.  0.  Barrett,  M.  D.,  M.  D,  Thomas,  M.  D.,  J.  A.  Shugart,  M.  D. 

CDiplomates  American  Board  of  Anesthesiology) 

Jack  Walker,  M.  D.,  J.  W.  Redelfs,  M.  D.,  Jack  Ellis,  M.  D. 
— ANESTHESIOLOGY  — 

1501  Arizona  St. 

El  Paso  Medical  Center  3-8431  El  Paso,  Texas 

BYRON  BUTLER,  M.  D. 

Med.  Sc.  D.  in  Ob.  & Gyn.  (Col.  Uni.) 

Gynecology  & Infertility 
Radical  Pelvic  Surgery 
Reconstructive  Pelvic  Surgery 

550  W.  Thomas  Rd.  Phone:  Cr,  4-6371  Phoenix,  Ariz. 

ROBERT  L BEAL,  M.  D. 

Practice  Limited  To  Neuropsychiatry 

BASIL  K.  BYRNE,  M.  D. 

PEDIATRICS 

Suite  234,  Patio  D 

550  West  Thomas  Road  Crestwood  4-6711  Phoenix,  Arizona 

Suite  4A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-8487  P^so,  Texas 

OTTO  L.  BENDHEIM,  M.  D. 

DAVID  M.  CAMERON,  M.  D.,  F.  A.  C.  S. 

(Certified  by  The  American  Board  of  Orthopedic  Surgery) 

A.  E.  LUCKETT,  M.  D. 

DIPLOMATE  AMERICAN  BOARD  OF  PSYCHIATRY  & NEUROLOGY 

(Certified  by  The  American  Board  of  Orthopedic  Surgery) 
ORTHOPEDIC  SURGERY 

1515  N.  Ninth  St.  ALpine  8-2607  Phoenix,  Ariz. 

Suite  5A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-3421  El  Paso,  Texas 

RAYMOND  J.  BENNETT,  M.  D, 

ROBERT  J.  CARDWELL,  M.  D. 

(Diplomate  American  Board  of  Obstetrics  and  Gynecology) 

Diplomate  of  the  American  Board  of  Neurology  and  Psychiatry 

GILBERT  LANDIS,  M.  D. 

(Practice  Limited  to  Obstetrics  and  Gynecology) 

PRACTICE  LIMITED  TO  NEUROPSYCHIATRY 

WARD  EVANS,  M.  D. 

Suite  7A  Ei  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-1177  El  Paso,  Texas 

(Diplomate  American  Board  of  Surgery) 

414  Banner  Building  3-7587  El  Paso,  Texas 
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CASA  GRANDE  CLINIC 

H.  B.  LEHWIBERG,  WI.  D.  J.  T.  O'NEIL,  M.  D. 

R.  Z.  COLLINGS,  JR.,  M.  D. 

GENERAL  PRACTICE 

113  W.  Second  St.  Phones  4495-4496  Casa  Grande,  Ariz. 


ROBERT  N.  CAYLOR,  M.  D. 

Practice  Limited  to  Ophthalmology 
207  Medical  Arts  Bldg. 

415  East  Yandell  Blvd.  3-5897  El  Paso,  Texas 


CHILDREN'S  CLINIC 

109  North  Union 

Roswell  N.  Mex. 

Allen  C.  Service,  M.  D.  Karl  L.  Bergener,  M.  D. 

American  Board  of  Pediatrics 

MANLEY  B.  COHEN,  M.  D. 

Practice  Limited  to: 

THORACIC  SURGERY 
CARDIOVASCULAR  SURGERY 
BRONCHOSCOPY-ESOPHAGOSCOPY 

415  East  Yandell  Boulevard  3-3353  El  Paso,  Texas 


2500  Physicians  Read 
Southwestern  Medicine 


WILLIAM  I.  COLDWELL,  M.  D. 

Certified  by  the  American  Board  of  Internal  Medicine 
— INTERNAL  MEDICINE  — 

800  Montana  St.  3-8373  El  Paso,  Texas 


W.  O.  CONNOR,  JR.,  M.  D.,  F.  A.  C.  S, 

Practice  Limited  to  Obstetrics  and  Gynecology 
Medical  Arts  Square  7-8661  Albuquerque,  N.  M. 


BRANCH  CRAIGE,  M.  D. 

(Certified  by  American  Board  of  Internal  Medicine) 
INTERNAL  MEDICINE 

Suite  5B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-6931  El  Paso,  Texas 


E.  S.  CROSSETT,  M.  D. 

Diplomate  American  Board  of  Surgery 
THORACIC  SURGERY 

Cardiovascular  Surgery  Broncho-Esophagology 

415  E.  Yandell  Blvd.  3-8511  or  2-2474  El  Paso,  Tex. 


WICKLIFFE  R.  CURTIS,  M.  D.,  F.A.C.S. 

Diplomate  American  Board  of  Urology 

JAMES  D.  BOZZELL,  M.  D. 

— PRACTICE  LIMITED  TO  UROLOGY  — 

Suite  3B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-1426  El  Paso,  Texas 

HAROLD  D.  DOW,  M.  D. 
FREDERICK  J.  KOBERG,  M.  D. 
STEVE  E.  HOOD,  Jr.,  M.  D. 

General  Practice  - Surgery 

Box  546 

702  Hobbs  Road  Phone  3641  Seminole,  Texas 


RICHARD  E.  H.  DUISBERG,  M.  D. 

Diplomate,  American  Board  of  Neurology  and  Psychiatry 

T.  RICHARD  GREGORY,  M.  D. 

Neurology  and  Psychiatry 

AL  3-6701  1313  No.  2nd  St. 

AL  2-4542  Phoenix,  Arizona 


L.  O.  DUTTON,  M.  D. 

ALLERGY 

616  Mills  Bldg.  2-3671  El  Paso,  Texas 


ORVILLE  EGBERT,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Internal  Medicine 

ALLERGY 

DISEASES  OF  THE  CHEST 

EDWARD  EGBERT,  M.  D. 

INTERNAL  MEDICINE 

Building  3 1501  Arizona  Street 

El  Paso  Medical  Center  2-1645  El  Paso,  Texas 


HAROLD  EIDINOFF,  M.  D. 

PRACTICE  LIMITED  TO  PROCTOLOGY 

Suite  4B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-3305  El  Paso,  Texas 


JOHN  A.  EISENBEISS,  M.  D.,  F.  A.  C.  S. 
E.  THORNTON  PFEIL,  M.  D.,  F.  A.  C.  S. 

Diplomates  of  the  American  Board  of  Neurological  Surgery 

Lois  Grunow  Memorial  Clinic 

926  East  McDowell  Road  AL  4-3151  Phoenix,  Arizona 
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LESTER  C.  FEENER,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  Internal  Medicine 

INTERNAL  MEDICINE 
CARDIOVASCULAR  DISEASES 

404  Banner  Bldg.  2-5771  El  Paso,  Texas 


JOE  R.  FLOYD,  M.  D.,  F.  A.  C.  S. 

GENERAL  SURGERY 

Suite  9E  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-5881  El  Paso,  Texas 

1130  IM.  Central  Ave.  Memorial  Hospital 

DOUGLAS  D.  GAIN,  M.  D. 
ERNEST  H.  PRICE,  M.  D. 

Diplomates  ot  American  Board  of  Radiology 

X-RAY  THERAPY  and  DIAGNOSIS 
RADIUM  THERAPY  — RADIOACTIVE  ISOTOPES 

AL  8-8436  Phoenix,  Arizona  AL  8-7531 


CHARLES  E.  GALT,  JR.,  M.  D. 

Practice  limited  to  Obstetrics  and  Gynecology 
513  West  Fox  St.  Phone  5-5015  Carlsbad,  [\I.  M. 


H.  M.  GIBSON,  M.  D.,  F.  A.  C.  S. 

(Certified  by  American  Board  of  Urology) 

PRACTICE  LIMITED  TO  UROLOGY 

209  Medical  Arts  Bldg.  2-8130  El  Paso,  Texas 


JAMES  J.  GORMAN,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  of  Internal  Medicine 
DIAGNOSIS  — GASTROENTEROLOGY 
701  First  National  Building  2-6221  El  Paso,  Texas 

J.  LEIGHTON  GREEN,  M.  D.,  F.  A.  C.  S. 

GENERAL  and  GYNECOLOGICAL  SURGERY 

Suite  3A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-9032  El  Paso,  Texas 


RALPH  G.  GREENLEE,  M.  D.,  F.  A.  C.  P. 

Diplomate  American  Board  of  Internal  Medicine 
INTERNAL  MEDICINE 

401  N.  Garfield  2-0561  Midland,  Tex. 


MARVIN  E.  GRICE,  M.  D. 

Practice  Limited  To  Neuro-Psychiatry 

313D  North  Alleghaney  St.  6-5281  Odessa,  Texas 


HASKELL  D.  HATFIELD,  M.  D.,  F.  A.  C.  S. 

(Diplomate  American  Board  of  Otolaryngology) 

PRACTICE  LIMITED  TO  OTOLARYNGOLOGY 
LARYNGEAL  SURGERY  and  BRONCHO-ESOPHAGOSCOPY 

Suite  4E  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-3201  El  Paso,  Texas 


MALONE  V.  HILL,  M.  D.,  F.  A.  C.  S. 

GENERAL  SURGERY 

123  North  Sixth  Street  600  Alpine,  Texas 


HERBERT  E.  HIPPS,  M.  D. 

ORTHOPEDIC  SURGERY 

1612  Columbus  Ave.  4-4701  Waco,  Tex. 


DRS.  HOGSETT  and  HARGAN 

G.  C.  Hogsett,  M.  D.  J.  L.  Hargan,  M.  D. 

OBSTETRICS  and  PEDIATRICS 

Medical  Arts  Bldg.  5-4156  Carlsbad,  N,  M. 

RUSSELL  HOLT,  M.  D. 

B.  LYNN  GOODLOE,  M.  D. 

JACK  T.  RUSH,  M.  D. 

GENERAL  and  GYNECOLOGICAL  SURGERY 
MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blvd  3-3443  El  Paso,  lexas 

RALPH  H HOMAN,  M.  D.,  F.  A.  C.  P. 

CARDIOLOGY 

ROBERT  B.  HOMAN,  JR.,  M.D.,  F.A.C.S. 

DISEASES  OF  THE  CHEST  — THORACIC  SURGERY 

Sulte7D  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-1409  El  Paso,  Texas 


GEORGE  W.  HORTON,  M.  D. 

PRACTICE  LIMITED  TO  ORTHOPEDICS 
413  N.  Lincoln  7-6641  Odessa,  Texas 
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W.  A.  JONES,  M.  D, 

Dipiomate  American  Board  of  Neurological  Surgery 
NEUROLOGICAL  SURGERY 

Suite  IC  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-9927  El  Paso,  Texas 

G.  H.  Jordan,  M.D,  F.A.C.S.  C.  E.  Webb,  M.D.,  F.A.C.S. 

DRS  JORDAN  AND  WEBB 

Diplomates  American  Board  of  Surgery 

GENERAL  and  GYNECOLOGICAL  SURGERY 

Suite  7B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-1693  El  Paso,  Texas 


LINDELL  M.  KINMAN,  M.D. 

Dipiomate  American  Board  of  Urology 

UROLOGY 

300  West  Alameda  Phone  4559  Roswell,  N.  M. 


NATHAN  KLEBAN,  M.  D. 

INTERNAL  MEDICINE 

304  Medical  Arts  Bldg. 

415  East  Yandell  Blvd.  2-7079  El  Paso,  Texas 


HERMAN  A.  KLING,  M.  D. 

Associate  Fellow  American  Proctologic  Society 

Diseases  of  the  Colon  and  Rectum 
107  Girard  Blvd.,  S.  E.  2-9313  Albuquerque,  N.  M. 

HOWARD  C.  LAWRENCE,  M.  D. 

Dipiomate  American  Board  of  Plastic  Surgery 

PLASl  IC  AND  RECONSTRUCTIVE  SURGERY 
709  Professional  Buildinq  Alpine  8-4101  Phoenix,  Arizona 


CHARLES  P C.  LOGSDON,  M.  D. 

CARDIOLOGY 

415  E.  Yandell  Blvd.  3-7916  El  Paso,  Texas 


TRUETT  L.  MADDOX,  D.  D.  S. 

ORAL  SURGERY 

Suite  9A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-3659  El  Paso,  Texas 


2500  Physicians  Read 
Southwestern  Medicine 


HOWARD  J.  H.  MARSHALL,  M.  D. 

Member  American  Academy  of  General  Practice 
GENERAL  PRACTICE 

Suite  8 E 1501  Arizona  St. 

El  Paso  Medical  Center  2-2431  El  Paso,  Texas 


MARSHALL  CLINIC 

I.  J.  Marshall,  M.D. 

Steve  Marshall,  M.D. 

Earl  A.  Latimer,  Jr.,  M.D. 

D.  H.  Cahoon,  M.D. 

H.  D.  Johnson,  D.D.S. 

ROSWELL  new  MEXICO 


— RADIOLOGY  — PATHOLOGY  — RADIOISOTOPES  — 

C.  H.  MASON,  M.D. 

M.  S.  HART,  M.D. 

R.  F.  BOVERIE,  M.D. 

G.  L.  BLACK,  M.D. 

R.  S.  CLAYTON,  M.D. 

El  Paso  Medical  Center  Medical  Arts  Building 

1501  Arizona,  Suite  2-A  415  E.  Yandell,  Suite  105 

3-4478  3-7092 

El  Paso,  Texas 


JOSEPH  H.  McAlister,  m.  d.,  d.  a.  b.  r. 

Radiology  - Radioisotopes 


MEDICAL  CENTER 
And  WOMEN'S  CLINIC 

E.  G.  McCarthy,  M.  D.,  F.  A.  C.  S.,  F.  I.  C.  S. 
Dipiomate  American  Board  of  Obstetrics  & Gynecology 
Jeff  H.  Davis,  M.  D.  — Joe  Horn,  M.  D. 
James  C.  Meade,  D.  S.  C.,  Chiropodist 


313-B  N.  Alleghaney  6-9221 


Odessa,  Texas 


Plainvlew 


CA  4-7426 


Texas 
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BERNARD  L.  MELTON,  M.  D. 

F.  A.  C.  S.,  F.  I.  C.  S. 

EYE,  EAR,  NOSE  and  THROAT 

Certified  by  American  Board  of  Ophthalmology 
Certified  by  American  Board  of  Otolaryngology 
Certified  by  International  College  of  Surgeons 

GORDON  J.  McCURDY,  M.  D. 

Certified  by  American  Board  of  Otolaryngology 
Fellow  of  American  College  of  Allergists 
Eye,  Ear,  Nose,  Throat,  Fenestration  and  Allergy 

605  Professional  Bldg.  Phone:  Alpine  3-8209 

PHOENIX.  ARIZONA 


LEROY  J.  MILLER,  M.  D. 

Diplomate  American  Board  of  Neurological  Surgery 

NEUROLOGICAL  SURGERY 

717  Encino  Place,  NE  Phone  3-1150  Albuquerque,  N.  M. 


CLINTON  W.  MORGAN,  M.  D. 

NEUROLOGICAL  SURGERY 

215  Oak  N.  E.  3-6195  Albuquerque,  N.  M. 


J.  H.  MULLEN,  D.  D.  S. 

GENERAL  DENTISTRY 
(Special  Consideration  Given  Children) 

1335  First  National  Bldg.  3-8687  El  Paso,  Texas 


A.  WILLIAM  MULTHAUF,  M.D.,  F.A.CS. 

UROLOGICAL  DIAGNOSIS  AND  SURGERY 

1315  First  National  Bldg.  3-8986  El  Paso,  Texas 


E.  K.  NEIDICH,  M.  D.,  D.  A.  B.  R. 

RADIOLOGY 

Memorial  General  Hospital  JAckson  6-2411  Las  Cruces,  N.  Ml. 


WALLACE  E.  NISSEN,  M.  D.,  F.  A.  C.  S. 
W.  W.  KRIDELBAUGH,  M.  D.,  F.  A.  C.  S. 

GENERAL  SURGERY 

Medical  Arts  Square 

801  Encino  Place  Suite  35  3-2251  Albuquerque,  N.  M. 


THE  ORTHOPEDIC  CLINIC 

Orthopedic  Surgery 

W.  A.  BISHOP,  JR.,  M.  D.,  F.  A C.  S. 

ALVIN  L.  SWENSON,  M.  D 
RAY  FIFE,  M.  D. 

SIDNEY  L.  STOVALL,  M.  D.,  F.  A.  C.  S 
DIpIomates  of  the  American  Board  of  Orthopedic  Surgery 
OE  WITT  W ENGLUND,  M.  D.,  ARTHRITIS 
1313  North  Second  Street  — Phone  ALpine  8-1586  — Phoenix,  Ariz 


JAMES  M.  OVENS,  M.  D 
F A,  C S , F.  I C S 

Diplomate  American  Board  of  Surgery 

CANCER  AND  TUMOR  SURGERY  X-RAY  AND 
RADIUM  THERAPY 

608  Professional  Building  AL  8-8074  Phoenix,  Ariz. 


ROBERT  E.  PARKINS,  D.  D.  S. 

GENERAL  DENTISTRY 
(Special  Consideration  Given  to  Children) 

Suite  IE  1501  Arizona  Street 

Phone  3-1245  El  Paso  Medical  Center  El  Paso,  Texas 


JACK  C.  POSTLEWAITE,  M.  D. 

Diplomate  American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 

Suite  5D  1501  Arizona  St. 

El  Paso  Medical  Center  2-1385  El  Paso,  Texas 


JOSEPH  B.  RADDIN,  M.  D. 

Practice  Limited  to 

MEDICAL  GYNECOLOGY  & ENDOCRINOLOGY 

619  Professional  Building 

15  E.  Monroe  — Phoenix,  Arizona 

Phone  ALpine  2-3577 


VINCENT  M.  RAVEL,  M.  D. 
CHARLES  C.  McVAUGH,  M.  D. 

— RADIOLOGY  — 

Milfs  Building  and 

800  Montana  Street  2-3459  El  Paso,  Texas 

RISSLER-WOLLMANN  CLINIC 
ROSS  W.  RISSLER,  M.  D. 

(Certified  by  the  American  Board  of  Internal  Medicine) 

INTERNAL  MEDICINE— CARDIOLOGY 

WALTER  W.  WOLLMANN,  M.D.,  F.A.C.S. 

(Certified  by  the  American  Board  of  Surgery) 

GENERAL  SURGERY 

2001  Grant  Ave.  3-1601  El  Paso,  Texas 
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ROY  R.  ROBERTSON,  M.  D. 

INTERNAL  MEDICINE  AND  CARDIOVASCULAR  DISEASES 
Medical  Arts  Square 

801  Encino  Place,  Suite  20  2-9619  Albuquerque,  N.  M. 

W.  G.  SHULTZ,  M.D.,  F.A.C.S, 

E.  R.  UPDEGRAFF,  M.D. 

Diplomates  of  The  American  Board  of  Urology 
1010  W.  Country  Club  Road 

Telephone  5-2609  Tucson,  Arizona 

CECIL  A.  ROBINSON,  M.  D. 

Practice  Limited  to  Orthopedics 

111  Pine  St.  2541  Kermit,  Texas 

D.  J.  SIBLEY,  JR.,  M.  D. 

GENERAL  PRACTICE 

Box  367  Phone  584  Ft.  Stockton,  Texas 

2500  Physicians  Read 
Southwestern  Medicine 

EUGENE  P.  SIMMS,  M.  D. 

— GENERAL  PRACTICE  — 

Medical  Arts  Center 

1213  Tenth  Street  Phone  8 Alamogordo,  N.  M. 

S.  PERRY  ROGERS,  M.  D. 

ORTHOPEDIC  SURGERY 

Suite  2B  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-4433  El  Paso,  Texas 

GERALD  A.  SLUSSER,  M.  D.,  A.  1.  C.  S. 

SURGERY  AND  OBSTETRICS 

100  Booker  Bldg.  Phone  670  Artesia,  N.  M. 

GEORGE  M.  SCHLENKER,  M.  D. 

Practice  Limited  To  N euro- Psychiatry 
Medicai  Arts  Building 

415  E.  Yandell  Blvd.  3-7366  Ei  Paso,  Texas 

2500  Physicians  Read 
Southwestern  Medicine 

WILLARD  W.  SCHUESSLER,  M.  D. 

DIplomate  American  Board  of  Plastic  Surgery 

DONALD  H.  EWALT,  M.  D. 

Plastic,  Reconstructive  Surgery  and 
Maxillo-faciai  Surgery 

1501  Arizona  St.  Medicai  Center,  Suite  4-C  El  Paso,  Texas 

LESLIE  M.  SMITH,  M.  D.  H.  D.  GARRETT,  M.  D. 

DRS.  SMITH  AND  GARRETT 

Diplomates  American  Board  of  Dermatology  and  Syphllology 
DISEASES  OF  THE  SKIN 
X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 
Suite  3D  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-6172  El  Paso,  Texas 

F.  P.  SCHUSTER,  M.  D. 

S.  A.  SCHUSTER,  M.  D. 
NEWTON  F WALKER,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT-BRONCHOSCOPY 
First  National  Bldg.  2-1495  El  Paso,  Texas 

M.  P.  SPEARMAN,  M.  D.,  F.  A.  C.  S. 

DIplomate  American  Board  of  Otolaryngology 

EYE  - EAR  - NOSE  - THROAT 

Suite  5C  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-6011  El  Paso,  Texas 

0.  J.  SHAFFER,  D.  D.  S.,  F.  A.  C.  D; 

(DIplomate  American  Board  of  Oral  Surgery) 

ORAL  SURGERY 

Suite  ID  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-6742  El  Paso,  Texas 

C.  M.  STANFILL,  M.  D. 

DIplomate  American  Board  of  Otolaryngology 

EAR,  NOSE  and  THROAT 
Bronchoscopy  — Esophagoscopy 

307  MEDICAL  ARTS  BUILDING 

415  East  Yandell  Blvd.  2-9449  El  Paso.  Texas 
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C.  S.  STONE,  M.  D.,  F.  A.  C.  S. 

A.  J.  JENSON,  B.  A.,  M.  D. 

V.  M.  HOLLAND,  B.  S.,  M.  D. 

PHONES:  3-5323  - 3-3033  - 3-4427 

301  East  Cain  Street  Hobbs,  N M 


JESSON  L.  STOWE,  M.  D. 

GRAY  E.  CARPENTER,  M.  D. 

GYNECOLOGY  AND  OBSTETRICS 
2323  Montana  Street  2-4631  El  Paso,  Texas 


WINSLOW  P.  STRATEMEYER,  M.  D. 

Diplomate  American  Board  of  Neurological  Surgery 
NEUROLOGICAL  SURGERY 
101  Medical  Arts  Bldg.  Office  2-9167 

415  E.  Yandell  Blvd.  Home  4-0553  El  Paso,  Texas 


TURNER'S  CLINICAL 
& X-RAY  LABORATORIES 

GEORGE  TURNER,  Nl.  D. 

DELPHIN  von  BRIESEN,  M.  D, 

MEDICAL  CENTER 

1501  Arizona  St.  Phone:  2-4689 

Building  No.  6 El  Paso,  Texas 


W.  E.  Vandevere,  M.D.,  F.A.C.S.  W.  G.  Morrow,  Jr.,  M.D. 

DRS.  VANDEVERE  and  MORROW 

Diplomates  American  Board  of  Ophthalmology 
OPHTHALMOLOGY 

1001-1007  First  National  Bldg.  2-5629  El  Paso,  Texas 


RICHARD  P.  WAGGONER,  M.  D. 

Wl.  S.  (SURG.),  F.A.C.S. 

GENERAL  SURGERY 

504  N Richardson  St.  Phone  208  Roswell,  N.  M. 


ROBERT  F.  THOMPSON,  M.  D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

UROLOGY 

616-818  Mills  Bldg.  2-4321  El  Paso,  Texas 


R.  P.  WATTERSON,  M.  D. 

Arthritis  and  Chronic  Diseases 

523  N.  Scottsdale  Rd.  Whitney  5-0662  Scottsdale,  Ariz. 


TUCSON  TUMOR  CLINIC 

CANCER  & ALLIED  DISEASES 

LUDWIG  LINDBERG,  M.  D. 

U.  V.  PORTMANN,  M.  D. 

721  N.  4th  Ave.  3-2531  Tucson,  Arizona 


L.  E.  WILCOX,  M.  D. 

RUSSELL  L.  DETER,  M.  D. 
HERMAN  RICE,  M.  D. 

GENERAL  AND  THORACIC  SURGERY 
Suite  5E  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-6529  El  Paso,  Texas 


HOTEL  DIEU, 
SISTERS’ 
HOSPITAL 

Operated  in  Conjunction  With 
San  Jose  Clinic  and 
St.  Joseph’s  Maternity  Unit. 

Fully  Approved  by  the 
Joint  Commission  on 
Accreditation  of  Hospitals. 

EL  PASO,  TEXAS 


HOTEL  DIEU 
SCHOOL  OF 
NURSING 

Fully  Approved  by  the  National 
Nursing  Accrediting  Service. 

For  Residencies:  Apply  to 
Sister  Roberta,  Administrator. 
For  School  of  Nursing:  Apply  to 
Sister  Mary  Bernadette,  Director. 

EL  PASO,  TEXAS 


HOTEL  DIEU 
SCHOOL  OF 
MEDICAL 
TECHNOLOGY 

Fully  Approved  by  the 
American  Medical  Association, 
American  Society  of  Clinical 
Pathologists,  and  Registry  of 
Medical  Technologists. 

EL  PASO,  TEXAS 
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Southwestern  General  Hospital 

Approved  by  the  Joint  Commission  on  Accreditation  of  Hospitals 


Member  Hospital: 

American  Hospital  Association 
Blue  Cross  of  Texas 


Open  Staff 


COTTON  AVENUE  AND  ERIE  STREET  • EL  PASO,  TEXAS 


SANATORIUM 


5055  North  Thirty-Fourth  Street 
At  Camelback  Road 


Phoenix  Institute  of 
NEUROLOGY  & PSYCHIATRY 


AM  6-7238 


Director 

OTTO  L.  BENDHEIM,  M.D. 


C 3 60 

Phoenix,  Arizona 
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